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Helps  to  make  the  epileptic’s  life  more  meaningful 


(Diphenylhydantoin  sodium 


K?  PARKE-DAVIS 

Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia  hasbeen 
reported.  Nystagmus  may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination  of  the  blood  is  advisable. 


PARKE-DAV 


• MPANY,  D t 


Regardless 
of  the  antibiotic 
or  sulfonamide 
you  prescribe... 


remember 
‘Empirin’ 
Compound 
to  relieve 
pain  and 
lower  fever 
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Which  securities 
should  you  buy? 

This  is  a question  we  like  to  answer.  Not  that  it’s  always 
easy.  But  it’s  the  best  way  we  know  to  demonstrate 
the  difference  in  our  service  and  our  value  to  you. 

The  answer  starts  with  research,  a continuous  and  vital 
operation  at  Dean  Witter  & Co.  We  think  it’s  impor- 
tant enough  to  spend  hundreds  of  thousands  of  dollars 
annually  to  find  the  best  answers.  Our  69-member 
research  team  is  one  of  the  largest  in  the  industry  and 
it’s  available  to  you  — through  our  Account  Executives. 

Values  change,  and  it  pays  to  select  investments  with 
just  you  in  mind — your  objectives,  financial  require- 
ments and  living  habits. 

If  you  want  professional  help  specifically  designed  for 
you  alone,  based  on  thorough  analysis,  we  can  be  of 
practical  help.  . .we  can  suggest  which  stocks  or  bonds 
you  should  buy.  Why  don't  you  contact  an  Account 
Executive  today  at  one  of  our  forty-nine  offices?  Or,  if 
you’d  like  more  information  about  our  firm,  its  policies 
and  the  services  available  to  you,  write  for  our  24-page 
illustrated  booklet, “Working  for  You  at  Dean  Witter.” 

Dean  Witter  & Co. 

Members  New  York  Stock  Exchange  • Pacific  Coast  Stock  Exchange 

1603  Hewitt,  Everett  — AL  9-3156 
440  Washington  Building,  Seattle  — MA  4-6800 
944  Pacific  Ave.,  Tacoma  — FU  3-4535 
1100  S.W.  Sixth  Ave.,  Portland  — 226-6571 
935  Lloyd  Center,  Portland  — AT  2-7211 


50  OFFICES  SERVING  INVESTORS 


WHAT'S  SO  HOT  ABOUT  HEAT?  Heat  was  man's  first  therapy. 
Throughout  the  ages  everything  from  hot  mud  to  hot  sun,  natural 
thermal  baths  to  hot  water  bottles,  infrared  lamps  to  diathermy 
have  eased  our  discomforts.  Of  all  these  methods,  only  genuine 
shortwave  diathermy  has  made  it  possible  for  the  physician  to 
create  heat  deep  within  the  tissue,  where  it  is  most  needed, 


If  you  are  hot  for  heat,  descrip- 
tives  on  the  Bandmaster  and  a 
collection  of  scientific  and  clini- 
cal material  on  shortwave  dia- 
thermy are  yours  for  the  asking. 


without  an  appreciable  rise  in  skin  temperature.  The  Birtcher 
Bandmaster  has  for  15  years  been  the  standard  of  excellence  in 
shortwave  diathermy  throughout  the  U.S.  and  in  95  other  lands. 


Call:  TOM  FITZGERALD  EDWARD  EIK 

Portland  Billings 

CA  7-0506  AL  2-6567 

AL  2-8889 


m confusion  and  apathy  ... 
...  to  Clarity  and  Interest 


Cerebro-Nicin 

CAPSULES 


A safe  effective  cerebral  stimulant  and  vasodilator 
for  your  forgetful  aging  patient.  On  Cerebro-Nicin 
therapy,  your  patient  shows  improvement  in  social 
activity  and  relationships,  and  greater  concern 
with  personal  appearance. 

FORMULA:  CAUTION:  Most  persons  ex- 

PTZ  (Pentamethylene  perience  a flushing  and  tin- 

Tetrazole)  100  mg.  g| jng  sensation  after  taking 

Nicotinic  Acid  100  mg.  g higher  potency  niacin- 

Vitaamninmcde  .'  ! ! ! .' .‘ ! ! 100  mg!  containing  compound.  As  a 

Thiamine  HCI 25  mg.  secondary  reaction  some 

Riboflavin 2 mg.  will  complain  of  nausea  and 

Pyridoxine  3 mg.  other  sensations  of  discom- 

lGlutamic  Acid 50  mg.  fort.  This  reaction  is  tran- 

INDICATIONS:  Apathy,  dizzy  spells.  sient  and  is  rarely  a cause 

mild  behavior  disorders,  mental  con-  for  discontinuance  of  the 

fusion,  functional  memory  defects.  drug  j{  the  patient  is  fore- 

AVERAGE  DOSE:  One  capsule  three  warned toexpectthe reaction, 
times  daily. 

AVAILABLE:  Bottles  of  100  and  500  WARNING:  Contraindicated  in 

capsules.  the  presence  of  epilepsy. 

& \ Write  for  samples  and  literature.. . 

§ ) THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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Once  you  have  used  HEMA-COMBISTIX,Mdip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  6876< 


AMES 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Contraception  Disapproved 

EDITOR,  NORTHWEST  MEDICINE: 

Recently  in  a ‘throw  away  Journal’  the  Eye,  Ear, 
Nose  and  Throat  Monthly  which  gets  to,  by  the 
Publishers  word,  12,000  people  each  month  is  a 
statement  on  the  page  entitled  ‘Editor’s  Voice’  in 
which  after  discussing  all  the  common  and  current 
knowledge  of  hereditary  telangiectasia,  that  “parents 
who  are  so  affected  should  be  strongly  advised 
against  having  children-that  50  per  cent  of  their 
offspring  will  inherit  this  disease.” 

Apparently  Shakespeare’s  uncertainty  as  to 
whether  ‘to  be  or  not  to  be’  is  no  longer  a question 
and  unless  one  can  be  reasonably  assured  of  living 
to  senility  and  total  dependence  life  should  be 
deliberately  avoided.  This  annoys  me  who  feel  that 
human  beings  have  other  than  animal  souls  and 
hence  that  existance  per  se  is  good.  We’ve  all  heard 
of  the  woman  who  had  her  seventh  pregnancy  inter- 
rupted because  she  read  that  every  seventh  child 


born  in  the  country  was  colored,  but  until  now  or 
at  least  until  recent  years  this  was  intended  to  be 
funny. 

This  above  mentioned  Journal  which  has  on 
its  masthead  the  names  of  some  of  our  eminent 
Physicians  in  the  country,  many  of  whom  I am 
sure  are  sought  as  advisors  to  government,  over 
and  above  ‘John  Doaks,  M.D.’  deserve  in  my  esti- 
mation castigation  for  selecting  an  article  with  this 
burden  out  of  the  thousands  that  are  available.  But 
though  not  purchased  by  more  people— than  the 
Bible  or  the  Constitution  of  the  United  States.  I 
don’t  expect  you  to  amend  the  rules  by  which  the 
world  is  currently  living,  but  I just  thought  that 
maybe  you  didn’t  know  that  some  people  didn’t 
approve. 

Sincerely  yours, 

EUGENE  F.  MC  ELMEEL,  M.D. 

Medical-Dental  Building 
Seattle,  Washington  98101 

Now  Is  The  Time 

EDITOR,  NORTHWEST  MEDICINE: 

This  is  a call  to  arms!  Now  is  the  time  to  begin 
an  all-out  effort  to  defeat  the  King-Anderson  bill. 

In  this  session  of  Congress,  proponents  of  the  bill 
probably  will  launch  a supreme  election  year  effort  to 
secure  its  passage.  We  must  counter  their  drive  with 
our  greatest  effort  to  mobilize  public  opinion  against 

continued  on  page  13 


RALEIGH  HILLS  HOSPITAL * 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

* FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 
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vacancy 


“ The  direct  cost  for  caring  for  the  mentally  ill  is 
$1.7  billion  a year.  Workers  ivho  become  mentally  ill 
lose  over  half  a billion  dollars  in  earnings  each  year. 

Staff  in  one  mental  hospital  recently  tried  an 
experiment  ivith  65  patients  who  had  been  confined 
for  an  average  of  13  years.  They  practiced  the  best 
treatment  methods  now  known  and,  ivithin  six 
months  to  a year,  37  of  these  patients  were  well 
enough  to  be  discharged.  Only  eight  of  the 
discharged  patients  failed  to  hold  the  gains  they  had 
made  for  at  least  a year  after  they  left  the  hospital.”* 


Hope  now,  where  there  was  no  hope.  Drugs  which 
help  now,  where  there  were  no  known  drugs  which 
helped  — even  five  years  ago.  Independent  drug 
research  is  continuing  in  this  vital  area.  But,  should 
it  be  discontinued  because  the  cost  must  somehow  be 
reflected  in  the  ultimate  price  of  the  new  drug— 
if  it  is  to  be  discovered?  Or  should  the  sign  read, 
as  it  has  throughout  time  in  overcrowded 
mental  institutions : “no  vacancies.” 

*U.S.  Department  of  Health,  Education  and  Welfare, 

Public  Health  Service  Publication  No.  813. 


This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


1 -t^£^  ULAJZJJto  jloX  ^Lkbl/  IA^^JZajL. 
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NEOSORB® 

peptic  ulcer  management 
without  acid  rebound 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1 ,000  tablets.  Liquid  in  quarts 
and  pints. 


tablet 
or  liquid 


Prescribe  NEOSORB®  with  confidence 


3£ancR, 


HAACK  LABORATORIES,  INC. 

P.O.  Box  3286,  Portland,  Oregon  97208 
A division  of  Lemmon  Pharmacol  Co. 
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the  intruder. .. 


the  intruder... 

and  the  resentful  family 

victims  of 

“communicable”*  anxiety 
under  6 to  over  60 


all  responsive  to 


■ the  tranquilizer  for  patients  of  any  age, 
in  any  stage  of  anxiety 

■ flexible  dosage  controls  disturbances 
ranging  from  mild  to  severe 

■ exceptionally  well  tolerated, 
even  in  high  doses 

■ promotes  natural  physiological  sleep 
through  relief  of  tension 

■ tasty  syrup  form  for  children, 
varied  tablet  strengths  for  adults 


The  tension  generated  by  the  emotionally 
disturbed  patient  cannot  fail  to  have 
a detrimental  effect  on  the  emotional 
well-being  of  the  entire  household. 
Consequently,  more  than  one  member 
of  the  family  may  require  the  relief  that 
Atarax  (hydroxyzine  HCI)  provides. 
Because  it  has  such  a wide  therapeutic 
latitude  and  is  so  well  tolerated,  it  can  be 
administered  to  patients  of  any  age  for 
prolonged  periods  without  serious  side 
reactions  or  loss  in  effectiveness. 


^Literally,  of  course,  anxiety  is  not  "communicable"  as 
the  word  is  commonly  used,  but  you  probably  see  many 
patients  whose  emotional  disturbances  are  transmitted 
to  and  reflected  in  the  people  who  are  closest  to  them 


A1A  R7IX 


hydroxyzine  HCI 


J 


7TT7IR3X®  syrup  and  tablets 

hydroxyzine  HCI 

Side  effects  and  precautions:  No  serious  side 
effects  have  been  reported  and  confirmed  in 
the  administration  of  Atarax  (hydroxyzine  HCI) 
to  date.  Therapeutic  doses  seldom  impair 
mental  alertness.  If  drowsiness  occurs,  it  is  usu- 
ally transitory  and  may  disappear  in  a few 
days  of  continued  therapy  or  with  reduced  dos- 
age. Dryness  of  the  mouth  may  be  encountered 
at  high  doses.  Involuntary  motor  activity  not  un- 
like that  seen  with  high  doses  of  other  psycho- 
tropic agents  has  been  reported  in  some 
hospitalized  patients  on  high  dosages  of  hy- 
droxyzine HCI,  although  continuous  therapy 
with  one  gram  daily  has  been  employed  in 
some  patients  without  encountering  this  effect. 
In  some  patients  receiving  anticoagulant  ther- 
apy concurrently  with  this  tranquilizer,  the  anti- 
coagulant requirement  may  be  decreased; 
patients  receiving  both  drugs  should  be  fol- 
lowed closely  and  appropriate  laboratory 
studies  performed  regularly.  The  potentiating 
action  of  hydroxyzine  HCI  is  mild,  but  must  be 
taken  into  consideration  when  it  is  used  in  con- 
junction with  central  nervous  depressants. 

Oral  dosage  for  adults:  Range:  25  mg.  t.i.d.  to 
100  mg.  q.i.d.  Recommended  dosage:  100  mg. 
to  150  mg.  daily  in  divided  doses,  depending 
on  severity  of  symptoms  and  patient  response. 
Oral  dosage  for  children:  6 years  and  under, 
50  mg.  daily  in  divided  doses;  6 years  and  over, 
50-100  mg.  daily  in  divided  doses. 

Supplied:  Syrup  (hydroxyzine  HCI  10  mg  per 
5 cc.;  ethyl  alcohol  0.5%  v/v)  in  pint  bottles. 
Tablets  (hydroxyzine  HCI  10  mg.  and  25  mg.) 
in  bottles  of  100  and  500;  (hydroxyzine  HCI  50 
mg.  and  100  mg.)  in  bottles  of  100. 

FOR  A HIGH  POTENCY  VITAMIN  B 

COMPLEX  WITH  C,  RECOMMEND  ASF® 

(ANTI-STRESS  formula). 


New  York,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


continued  from  page  8 

this  public  opinion  against  this  ill-conceived,  un- 
justified legislation. 

Our  goal  can  only  be  achieved  through  you— 
by  your  letters— by  your  personal  contacts  with  your 
Congressmen— and  by  the  letters  and  contacts  of 
your  fellow  citizens  which  you  encourage. 

Chairman  Wilbur  Mills  of  the  House  Ways 
and  Means  Committee  has  announced  that  public 
hearings  on  the  King-Anderson  bill  are  being  re- 
sumed this  month.  Scheduled  witnesses  who  were 
not  heard  previously— and  this  will  include  a major 
presentation  in  favor  of  the  bill  by  the  AFL-CIO— 
will  have  an  opportunity  to  testify  for  five  days 
beginning  January  20  or  27. 

We  can  expect  the  proponents  of  federalized 
medicine  financed  through  increased  payroll  taxes 
to  resort  to  every  means  at  their  command  to  force 
the  measure  out  of  the  Ways  and  Means  Committee. 
Unless  Congress  knows  what  “the  voters  back  home” 
think  about  this  issue,  they  will  be  exposed  only  to 
the  pressure  being  applied  to  win  approval  of  the 
bill. 

We  need  a deluge  of  expression  from  the  grass 
roots  of  this  nation  reaching  Washington  in  such 
volume  it  cannot  be  ignored. 

Letters  asking  for  the  rejection  of  King-Ander- 
son legislation  from  all  quarters  of  the  country  and 
from  all  walks  of  American  life  are  an  urgent  neces- 
sity. They  should  begin  arriving  in  Washington  now 
and  should  continue  at  an  accelerating  pace  in  the 
weeks  following. 

Remember,  every  letter,  every  word  of  oppo- 
sition from  a non-doctor  has  tremendous  impact. 
There  are  many  other  professional,  business,  civic, 
farm  and  women’s  organizations  who  feel  the  same 
way  about  the  King-Anderson  bill  as  physicians  do. 
But  if  you  want  their  help— and  you  do— you  have 
to  ask  for  it,  and  urge  them  to  demand  rejection 
of  the  legislation  by  the  Committee. 

American  medicine  and  its  many  allies  can  win 
this  battle.  We  can  win  because  our  stand  is  right 
and  in  the  best  interests  of  the  people— our  patients. 
I know  you  can  be  counted  on  to  do  your  part,  as 
you  have  done  it  so  well  in  the  past,  until  victory 
is  assured. 

Sincerely, 

edward  r.  annis,  m.d.  President 
American  Medical  Association 

Need  for  letters  will  be  greatest  at  about  the 
time  this  issue  is  received.  Emotionalism  will  weigh 
heavily  in  favor  of  forcing  the  bill  out  of  committee 
since  it  was  a part  of  the  Kennedy  program.  There- 
fore it  is  important  that  letters  not  refer  to  admini- 
stration policy  or  to  political  philosophy.  Letters 
to  legislators  should  be  based  strictly  on  merit  of 
the  proposal  and  nothing  else.  Ed 


13 

Northwest  Medicine,  January  1964 


lone  Acetonide. 


>r  topical  thera- 
ig  of  California 


of  fluocinolone 
ional  meeting  of 
atology.  Tokyo 


d.  M. : Topical 
rmatologv.  Sent 


its  with  a new 
>lone  acetonide. 


ious  dermatoses 
he  41st  meeting 
natology  (Sept) 


or  topical  thera- 
>d  95: 224  (Oct) 


fractory  derma - 
Cutt  Ther  Res 


a.  E.  R : New 
d to  Associacion 
Mexico  ( Nov 


Fluocinolone 
>id:  clinical  and 
t Drugs  7 :262 


nolone  acetonide 
ides.  Sew  Med 


ne  acetonide  in 
toses.  Sent  Med 


lew  topical  ster- 
1 meeting  of  the 
Niigata  (Dec) 


)f  a new  cream - 
use,  Gaz  Med 


vith  RS- 1401  AT 
al  meeting  of  the 
gy  and  Associa- 
1961. 

ipy  of  psoriasis 
Derm  $4:1029 


ocinolone  aceton- 
•matous  diseases. 


ome  dermatoses 
iearch  3:71  1961. 


26.  Samman.  P.  D . and  Beer.  W.  E. : Fluocinolone 
acetonide.  a new  steroid  preparation  for  topical  use. 
Brtt  J Derm  74: 96  (Mar)  1962. 

29.  Crupper.  C H Modem  plastic  materials  as 
aids  in  external  dermatological  therapy.  Bull  Soc 
Franc  Derm  Syph  85L206  Apr)  1962. 

115  Reasons  Why 
SYNALAR 

(fluocinolone  acetonide) 

Is  Replacing 
Hydrocortisone 

30.  Robinson.  H.  M..  Jr.;  Raskin.  J.;  and  Dunseath, 
W.  J.  R : Topical  therapy  with  fluocinolone  aceton- 
ide. Bull  Sch  Med  Univ  Maryland  47: 21  (Apr)  1962. 

31.  Scherr.  M.:  Management  and  rehabilitation  of 

allergic  dermatoses.  Presented  at  the  National  Med 
Congress.  Mexico  City  (Apr  1962. 

32.  Tye,  M.  J : Plastic  tape  as  occlusive  dressing 

in  psoriasis.  Presented  to  the  Dermatology  Society  of 
New  England  (Apr  25)  1962. 

33.  Abe.  T..  et  al:  Result  in  treatment  of  derma- 
toses with  fluocinolone  acetonide  cream.  Acta  Derm 
(Kyoto)  57:221  (May)  1962. 

34.  Goldman.  L Increasing  the  efficiency  of  topical 
corticosteroid  therapy.  Presented  at  the  Wisconsin 
Med  Soc  Meeting  (May)  1962. 

35.  Grant  Peterkin.  G.  A.;  Morley,  W.  N.;  and  Chal- 
mers. D : Triamcinolone  and  fluocinolone  acetonide 

ointments  in  atopic  eczema.  Brit  Med  J 7:1392 
(May  19 1 1962. 

36.  Sawyer.  W.  C : Treatment  of  resistant  derma- 
toses with  a new  comjiound,  fluocinolone  acetonide. 
Ann  Allerg  20: 330  (May)  1962. 

37.  Goldman.  L..  et  al:  A round  table  discussion: 
the  management  of  psoriasis  and  current  concepts 
regarding  occlusive  methods  of  treatment.  Conference 
in  Mexico  City  at  the  invitation  of  Syntex  Laborator- 
ies. Inc.  (Feb)  1962. 

38.  Tye.  M.  J . and  Schiff.  B L.:  Treatment  of 
psoriatic  lesions  with  topical  fluocinolone  acetonide 
and  moist  dressings.  J Invest  Derm  2$:321  (June) 
1962. 

39.  Yasuda.  T : Treatment  of  Pruritus,  Asian  Med 

J 5: 253  (June)  1962. 

40.  Crupper.  C.  H . Modern  plastic  materials  and 
external  therapy  of  psoriasis  by  corticoids.  Bull  Soc 
Franc  Derm  Syph  89:594  1962. 

41.  Samman.  P D..  and  Beer,  W.  E.:  The  treat- 

ment of  psoriasis  with  fluocinolone  ointment  ( Letter 
to  Editor)  Brit  J Derm  74: 281  (July)  1962. 


50.  Williams.  PL..  Palliative  treatment  for  knuckle 
pads.  The  Schoch  Letter  (Oct)  1962. 

51  Bender.  E.;  Zierz.  P..  and  Rasp.  K.  F. : Clinical 
experiences  with  fluocinolone  in  local  treatment  of 
common  psoriasis.  Die  Med  Welt  47:2508  (Nov  24) 
1962. 

52  Boslet.  W Therapeutic  experiences  with  flu- 
ocinolone acetonide  in  combination  with  occlusive 
dressings  for  long  periods  of  time.  Arneim  Forsch 
72:1109  (Nov)  1962. 

53.  Hall-Smith,  S.  P "Polythene”  coverings  in 
dermatological  treatment.  Brit  Med  J 2: 1233  (Nov 
10)  1962. 

54  McKenzie.  A.  W : Percutaneous  absorption  of 

steroids.  Arch  Derm  $6:611  (Nov)  1962. 

55.  McKenzie.  A.  W..  and  Stoughton.  R B Meth- 
ods of  comparing  percutaneous  absorption  of  steroids, 
Arch  Derm  $6:608  (Nov)  1962. 

56  Scholtz.  JR:  Progress  rejx>rt  on  corticosteroid 
topical  therapy  by  the  surface  depot  method.  The 
Schoch  Letter  (Nov)  1962. 

57.  Nonami.  E.,  et  al:  Clinical  result  of  Flucort 
cream.  Weekly  Med  Times  No  718  (Dec  12)  1962. 

58  Robinson.  H M..  Jr. . Evaluation  of  recent  anti- 
inflammatory and  anti-pruritic  agents.  The  Schoch 
Letter  (Dec)  1962. 

59.  Samitz.  M H . : Clinical  evaluation  of  topical 
fluocinolone  acetonide  cream.  Curr  Ther  Res  4: 589 
(Dec)  1962. 

60.  Yoshida.  Y . et  al:  Effect  of  Flucort  cream  on 
skin  diseases.  Presented  at  the  Northeast  Regional 
Meeting  of  the  Japanese  Association  of  Derm 
(Sendai)  (Dec)  1962. 

61  Bjomberg.  A.,  and  Hellgren.  L. : Topical  treat- 
ment with  fluocinolone  acetonide.  Acta  Dermatovener 
42: 426  1962. 

62.  Funabashi.  T . and  Ikeda.  S. . Clinical  result  of 
Flucort  cream  in  dermatological  field.  J New  Rem- 
edies & Clinic  77:17  1962. 

63.  Harada.  G..  et  al:  Effect  of  Flucort  cream  on 
inflammatory  dermatoses.  / New  Remedies  & Clinic 
2:3  1962. 

64.  Hato.  T..  et  al:  Experiences  with  Flucort  cream 
in  treatment  of  dermatoses.  / New  Remedies  & Clinic 
11 :570  1962. 

65.  Kitamura.  K..  el  al:  Therapeutic  experience  of 
some  dermatoses  with  Flucort  cream.  J New  Rem- 
edies & Clinic  77:700  1962. 

66.  Nakama.  T. : Experience  with  Flucort  cream, 

a new  powerful  corticosteroid,  Derm  Urol  (Fukuoka) 
24:466  1962. 

67  Robinson.  H.  M..  Jr.;  Raskin.  J.;  and  Dunseath. 
W.  J R Surface  depot  steroid  therapy.  Scientific 
Exhibit.  57th  Congress  Southern  Med  Association 
1962. 
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78.  Ace ves  Ortega.  R : Fluocinolone  acetonide  with 

an  occlusive  dressing  in  the  topical  therapy  of  varied 
dermatoses.  Medicma  (Mex)  43  (Feb  10)  1963. 
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Med  Assn  52:75  (Mar)  1963. 
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tice of  dermatology.  Arch  Ital  Derm  704:180  (Mar- 
Apr)  1963. 
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(June)  1963. 
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91.  Porto.  J.  A.:  Psoriasis:  topical  treatment  with 

fluocinolone  acetonide.  Hospital  (Riot  54:95  (July) 
1963. 

92.  Robinson.  H M . Jr  ; Raskin.  J ; and  Dunseath. 
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“Definitely  Superior  to  Hydrocortisone” 


“By  a double  blind  study,  it  was  demonstrated  that  topical  application  of 
fluocinolone  acetonide,  0.025%,  in  a cream  base,  was  definitely  superior 
to  1.0%  hydrocortisone,  and  0.5%  prednisolone ...  also  somewhat  more 
effective  than  0.1%  triamcinolone  acetonide  in  the  treatment  of  derma- 
toses normally  responsive  to  topical  steroid  therapy.” 

Robinson,  H.  M.,  Jr.;  Raskin,  J.;  and  Dunseath,  W.  J.  R.:  Topical  Therapy  with 
Fluocinolone  Acetonide,  Bull  Sch  Med  Univ  Maryland  47: 21  (Apr)  1962 


Since  1960,  115  clinical  papers  have  appeared  or  are  in  press  on  the  use  of 
fluocinolone  acetonide.  These  reports,  on  4,562  patients,  confirm  the  success 
of  Synalar  (fluocinolone  acetonide)  in  the  treatment  of  a wide  range  of  inflam- 
matory dermatoses. 

Documented  results  show  that  this  important  advance  in  topical  therapy: 

• is  consistently  effective  both  initially,  and  should  retreatment  be  required 

• rapidly  relieves  pruritus 

• controls  both  chronic  and  acute  conditions 

• is  economical  because  less  medication  is  required 
to  rapidly  achieve  optimum  results 


VLrite  for  a clinical  supply  to  see 
t ow  superior  Synalar  (fluocinolone 
uCfctonidj;)  is  to  hydrocortisone. 


an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC..  PALO  ALTO.  CALIF. 


AVAILABLE:  For  initiation  of  therapy — 
Cream  0.025%,  5 and  15  gm.  tubes.  For 
maintenance  therapy — Cream,  0.01%,  45 
gm.  tubes.  For  emollient  effect — Ointment 
0.025%,  15  gm.  tubes.  For  infected  derma- 
toses— Neo-Synalar®  (0.025%  fluocinolone 
acetonide  0.5%  neomycin  sulfate)  Cream, 
5 and  15  gm.  tubes. 

PRECAUTIONS:  Synalar  (fluocinolone 
acetonide)  preparations  are  virtually  non- 
sensitizing  and  non-irritating;  neomycin 
rarely  produces  allergic  reactions.  Although 
side  effects  are  not  ordinarily  ertcountered 
with  topically  applied  corticosteroids,  as 
with  ail  drugs,  a few  patients  may  react 
unfavorably.  Where  there  is  systemic  infec- 
tion or  severe  local  infection,  systemic 
antibiotics  should  be  considered,  based  on 
susceptibility  testing. 
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cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound. ..to  specify 

ANTITUSSIVE/DEC0NGESTANT/ANAL6ESIG 

‘EMPRAZIL-C’TABLETS 

Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg.* 

Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mg. 

aspirin ' 200  mg. 

Caffeine 30  mg. 

‘Warning  — may  be  habit  forming 

‘Emprazil-C’  Tablets  are  available  on  prescription  only. 
Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets  — 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet— 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 

I drowsiness,  the  usual  precautions  should  be 

observed.  Supplied:  Bottles  of  100  tablets. 
Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 
Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

15  BURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 


RECOGNIZE 
THIS  PATIENT? 


When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deprol'  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 


cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ alcoholism 

■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ chronic  infectious  diseases 

■ dermatoses  ■ G.l.  disorders,  and  many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'Deprol'  is  indicated: 


fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and  post-operative  fears 

■ postpartum  despondency  ■ family  problems  ■ death  of  a loved  one  ■ loss  of  work 

■ retirement  problems  ■ financial  worries,  and  many  other  stressful  situations. 


meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg 


BRIEF  SUMMARY:  Indications:  Depression,  especially 
when  accompanied  by  anxiety,  tension,  agitation,  rumina- 
tion or  insomnia.  Side  Effects:  Slight  drowsiness  and, 
rarely,  allergic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Meprobamate  may 
increase  effects  of  excessive  alcohol.  Use  with  care  in 
patients  with  suicidal  tendencies.  Consider  possibility  of 
dependence,  particularly  in  patients  with  history  of  drug 


or  alcohol  addiction.  Withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  avail- 
able in  the  product  package,  or  to  physicians  upon 
request. 


USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased 
gradually,  as  needed,  to  3 tablets  q.i.d.;  with  establishment 
of  relief,  may  be  reduced  gradually  to  maintenance  levels. 


SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


WALLACE  LABORATORIES/  Cranbury,  N.  J. 
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Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


wn/mbJ 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62: 381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3'/2  times  the  in  vitro  antibacterial  activity1 .. .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding. ..all  providing  rapid,  higher  and  sustained  in  vivo  activity  with 
as  much  as  2 days’  extra  activity. 


I)IX  I X )MY<  I \ 


DEMETHYLCHLORTETRACYCLINE  HC1 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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dependable 


\ ^ X ll 

L ^ ill 

PRO-BANTHINE 

«» or  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

hdany  studies  by  many  investigators  over  many 
years  have  established  Pro-BanthTne  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective-Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-BanthTne  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable  — Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-BanthTne  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and,  theoretically,  a curare-like 
action  may  occur  with  Pro-BanthTne  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-BanthTne  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

g.  d.  SEARLE  & co. 

CHICAGO,  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 
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EDITORIAL 


Correspondence 


T wo  recent  events  indicate  some  misunderstand- 
ing of  the  correspondence  section  of  this  journal. 
It  serves  a number  of  purposes  but,  in  order  to 
do  so,  must  be  conducted  according  to  principle, 
not  by  whim,  prejudice,  or  personal  opinion  of 
the  editor.  The  statement  customarily  carried  at 
the  top  of  the  correspondence  section  should 
clarify  the  policy. 

Publication  of  a letter  in  the  correspondence 
section  is  no  indication  whatever  that  the  ideas 
expressed  are  those  of  the  editor  or  fall  within 
the  outline  of  editorial  policy  established  by  the 
journal’s  Board  of  Trustees.  If  those  who  receive 
this  journal  have  enough  intellectual  energy  to 
form  opinions  for  themselves,  they  should  have 
the  right  to  let  others  become  aware  of  their 
views. 

This  policy  has  a preventive  function  that 
seems  to  have  been  overlooked.  Normal  oper- 
ation of  any  publication  makes  it  necessary  for 
one  person  to  determine  what  is  published  and 
what  is  rejected.  For  most  of  the  material  car- 
ried, the  decision  is  necessarily  influenced  by 
personal  preference  and  reaction.  In  spite  of 
constant  effort  to  remain  unbiased,  it  is  always 
possible  for  an  editor  to  issue  a journal  reflecting 
only  his  own  views.  The  correspondence  section 
must,  therefore,  remain  open  to  those  who  can, 
and  by  all  means  should,  correct  his  errors.  Let- 
ters to  the  editor  are  not  merely  helpful;  they 
are  frequently  important. 

It  should  be  noted  here  that  the  correspond- 
ence section  has  the  widest  possible  lattitude. 
There  is  no  limit  on  subject  matter.  The  only 
restrictions  are  those  of  decency,  good  taste, 
and  a reasonable  consideration  for  space.  Opin- 
ion, even  when  highly  critical  of  others,  is  neces- 
sarily a part  of  a published  letter  and  the  writer 
must  be  responsible  for  what  he  says.  Those 


who  read  his  letter  will  form  their  own  opinion 
of  him  and  his  ideas. 

Preparation  of  a letter  to  the  editor  is  a posi- 
tive action.  Usually  it  implies  willingness  of  the 
writer  to  speak  out.  There  is  another,  less  appar- 
ent side  of  personal  opinion.  Everyone  seems  to 
be  able  to  form  opinions  about  everything  but 
some  do  not  have  courage  enough  to  let  others 
know  it.  This  is  most  unfortunate.  Their  views 
might  be  very  helpful  indeed. 

The  two  events  referred  to  above  concern  this 
invisible  side  of  communications  to  the  editor. 
One  was  a letter  written  about  publication  of 
a physician’s  criticism  of  a postgraduate  course. 
The  first  correspondent  had  courage  enough  to 
state  his  views  although  he  knew  that  those  he 
wrote  about  would  be  angered.  The  second  letter 
writer  would  not  permit  publication  of  his  criti- 
cism of  the  critic.  His  request  was  honored  with 
regret. 

The  other  event  was  the  rejection  of  an  invita- 
tion to  write  a letter  critical  of  an  editorial.  The 
editorial  in  question  did  not  express  opinion  or 
take  side  on  an  issue  but  merely  reported  some 
published  observations  on  a controversial  sub- 
ject. Comment  was  invited  from  a physician  who, 
in  conversation,  had  revealed  a viewpoint.  Pub- 
lication of  his  views  would  have  been  helpful 
to  general  understanding  of  the  issue,  but  he 
declined  the  invitation  to  write. 

Neither  of  these  events  is  world-shaking  in 
importance.  Some  would  even  consider  them 
rather  trivial.  They  do,  however,  illustrate  very 
well  some  of  the  misunderstanding  about  the 
correspondence  section  of  this  journal  and  the 
necessity  to  keep  it  open  for  personal  opinion. 
Progress  is  made  when  there  is  disagreement  and 
discussion  followed  by  decision.  Let  those  with 
courage  speak  out.H 
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both  reduce  the  cough,  but . . . 


reduces 

expectoration 


• • 


permits  normal 
expectoration 


Indications:  Novrad  is  an  antitussive  indicated  for  patients  with 
cough.  Contraindications:  No  absolute  contraindication  has  been 
established;  in  some  acute  and  chronic  clinical  conditions,  how- 
ever, it  may  not  be  advisable  to  decrease  the  frequency  or  in- 
tensity of  cough.  Side-Effects:  Nausea  has  occurred  in  1.3  per- 
cent of  cases  reported,  but  other  gastro-intestinal  symptoms  are 
rarely  seen.  Rash  or  urticaria,  drowsiness,  jitteriness,  and  dizzi- 
ness have  been  observed. 

Additional  information  available  upon  request.  Eli  Lilly  and 
Company,  Indianapolis  6,  Indiana. 

single-entity,  non-narcotic 

NOVRAD 

LEVOPROPOXYPMENE 

(as  the  napsylate) 


300199 
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Localized  Myxedema— Generalized  in  Scars 

WILLIAM  E.  WATTS,  M.D.  Seattle,  Washington 


Despite  the  progress  in  elucidation  of  various 
hormone  mechanisms,  many  relationships  remain 
obscure.  Particularly  baffling  are  certain  phe- 
nomena sometimes  associated  with  exopthalmic 
goitre  namely:  endocrine  exopthalmos,  localized 
myxedema,  and  thyroid  acropachy.  Two  cases 
illustrating  these  manifestations  are  presented. 
Each  demonstrates  an  additional  phenomenon, 
the  involvement  of  scar  tissue. 

review  of  the  literature 

Localized  myxedema  has  been  well  known  as 
plaque-like  lesions  of  the  pretibial  areas  in  ap- 
proximately five  per  cent  of  patients  with 
Graves’  disease  and  malignant  exopthalmos.1-7 
Occasionally  it  is  found  in  the  absence  of  clinical 
hyperthyroidism,  or  in  the  presence  of  lymphoid 
thyroiditis,  and  has  been  seen  in  the  absence  of 
clinically  recognized  exopthalmos.1 1 7- 111  In  1930, 
O’Leary  noted  that  plaque-like  swellings  reap- 
peared in  the  scars  of  excised  pretibial  lesions.1 
He  considered  the  recurrences  to  be  keloids. 
He  further  reported  the  development  of  edema 
of  the  fingers.  Possibly  this  was  thyroid  acro- 
pachy, now  known  to  accompany  localized  myxe- 
dema sometimes.11  Trotter  and  Eden,  in  their 
extensive  review,  commented  that  localized 
myxedema  was  strictly  confined  to  the  legs.2  Inch 


abstract 

watts,  william  e.  (1105  Minor  Avenue,  Seattle, 
Washington,  USA.)  Localized  myxedema— general- 
ized in  scars.  Northwest  Med  63:23-27  (Jan)  1964. 

Localized  myxedema  with  unusual  character- 
istics developed  in  two  males  with  hyperthy- 
roidism, malignant  exopthalmus,  and  thyroid 
acropachy.  Both  exhibited  generalized  scar 
edema  and  in  one  this  was  the  sole  manifestation. 
It  was  observed  in  the  irregidar  scars  of  wounds 
healed  by  second  intention  but  not  in  fine,  linear, 
surgical  scars.  Of  several  methods  of  treatment 
ernployed,  systemic  steroid  therapy  gave  best 
results.  Cause  of  this  condition  is  unknown,  but 
current  elucidation  of  the  abnormal  thyroid 
stimulating  substances  may  lead  to  solution  of 
this  problem. 


and  Holland  reported  a patient  who  developed 
localized  myxedema  at  the  site  of  a trivial  injury 
sixteen  years  after  radiation  therapy  for  Graves 
disease.8  Subsequent  to  incision  of  the  lesion  a 
large  keloid  developed.  Kirkeby  stated  that  the 
lesions  of  localized  myxedema  may  be  seen  on 
the  face  and  eyelids.12  It  is  doubtful  that  he  re- 
ferred to  true  plaque-like  lesions.  In  the  case 
he  reported,  there  was  some  induration  of  the 
skin  of  the  extensor  surface  of  the  forearm. 

More  recently  Patterson  reported  localized 
myxedema  in  the  skin  graft  of  an  excised  lesion, 
and  also  in  the  donor  site  on  the  thigh.8  Gimlette 
reported  an  instance  where  localized  myxedema 
developed  on  the  dorsum  of  the  foot  after  the 
original  lesion  was  excised  and  grafted.7  The 
donor  area  of  the  thigh  also  became  involved. 
He  commented  that  there  is  a definite  tendency 
for  localized  myxedema  to  be  accentuated  at  the 
site  of  old  scars.  ' 

CASE  REPORTS 

Case  1. 

A factory  superintendent  was  first  seen  in  1952, 
at  age  34,  for  evaluation  of  his  exopthalmos.  In 
May,  1950,  his  infant  daughter  had  died  under 
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watts,  william  e.  (1105  Minor  Avenue,  Seattle, 
Washington,  USA.)  Localized  myxedema— general- 
ized in  scars.  Northwest  Med  63:23-27  (Jan)  1964. 

Se  observo  mixedema  local  y con  caractens- 
ticas  infrequentes  en  clos  pacientes  de  sexo  mas- 
culino  con  hipertiroidismo,  exoftalmo  maligno  y 
acropaquia  tiroidea.  Los  dos  desarrollaron  edema 
de  las  cicatrices  y en  uno  de  los  pacientes  este 
fue  el  linico  signo.  Este  edema  se  vio  en  las 
cicatrices  irregulares,  de  heridas  que  habian 
curado  por  segwula  intencion,  mas  no  en  las 
cicatrices  de  heridas  quirurgicas.  Se  usaron  varios 
tratamientos.  Los  mejores  residtados  se  obtu- 
vieron  con  esteroides.  Se  desconoce  la  causa  de 
condicion  pero  se  estan  llevando  a cabo  estudios 
con  preparaciones  similares  a la  hormona  tiro- 
tropica,  que  tienen  la  propiedad  de  estimular 
anormalmente  a la  tiroides. 
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Fig.  1.  Exophthalmus.* 


frustrating  and  distressing  circumstances.  In  July, 

1950,  he  began  to  lose  weight.  In  April,  1951,  a 
goitre  was  noted  on  insurance  examination.  In  May, 

1951,  unilateral  exopthalmos  appeared.  After  several 
months  it  became  bilateral.  His  weight,  which  had 
been  190  originally,  dropped  to  150  pounds.  In  Oc- 
tober, 1951,  thyroidectomy  was  performed.  Post- 
operatively  he  gained  to  165  pounds. 

Following  thyroidectomy  there  was  a transient 
decrease  in  exopthalmos  for  several  weeks  and  then 
progressive  recurrence  with  marked  proptosis,  chem- 
osis,  conjunctivitis,  keratitis,  and  occular  muscle 
weakness. 

In  December,  1951,  a strange  phenomenon  oc- 
curred in  multiple  scars  over  his  head,  trunk  and 
extremities.  In  1943,  he  had  suffered  diffuse  schrap- 
nel  wounds  while  in  combat  in  Italy.  Most  of  these 
wounds  had  healed  by  second  intention  leaving  ir- 
regular, flat,  white,  thin-skinned  scars  on  the  right 
shin,  left  knee,  right  pectoral  area,  right  shoulder, 
right  elbow,  right  hand,  and  forehead.  Now,  several 
months  after  thyroidectomy,  these  scars  became 
swollen,  red  and  indurated,  like  keloids  in  a phase 
of  active  development. 

In  addition,  he  had  a fine  linear  surgical  scar  on 
the  right  forearm,  and  a similar  linear  scar  on  the 
neck  from  the  thyroidectomy  of  October  1951.  In- 
terestingly these  fine  linear  scars  remained  essen- 
tially unchanged.  At  no  time  did  this  patient  develop 
the  usual  plaques  of  localized  myxedema,  only  scar 
edema. 

In  January,  1952,  he  was  re-evaluated  and  found 
to  have  typical  symptoms  and  signs  of  recurrent 
hyperthyroidism.  The  thyroid  was  not  palpably  en- 
larged. Resting  pulse  was  120.  BMR,  plus  29.  I131 
uptake,  39  per  cent.  He  was  given  4.1  me  of  radio- 
active iodine. 

In  February,  1952,  he  was  hospitalized  with  acute 
streptococcal  pharyngitis.  During  this  time  there 
was  marked  subsidence  of  the  exopthalmos  and  scar 
edema,  but  with  recovery  from  the  pharyngitis,  se- 
vere exopthalmos  returned. 

In  April,  1952,  he  appeared  to  be  euthyroid. 
Weight  was  172  pounds.  Blood  pressure  was  130/ 
75.  Resting  heart  rate  was  80.  There  was  advanced 


* All  photographs  are  of  Case  2,  taken  November  2,  1959. 


exopthalmos  with  proptosis,  conjunctivitis,  bulging 
of  the  conjunctiva  through  the  palpebral  aperture, 
and  exposure  keratitis.  The  ophthalmometer  meas- 
urements were  OD-24  mm  and  OS-21  mm.  In  May, 
1952,  tarsorrhaphy  was  attemped,  but  was  con- 
sidered unsuccessful  due  to  poor  tissue. 


Fig.  2.  Localized  myxedema  in  pretibial  areas,  feet  and 
toes.* 


In  October,  1952,  exophalmos  continued  to  be 
severe.  The  right  eye  measured  33  mm  and  the  left 
28  mm.  Scar  edema  had  subsided.  Medication  con- 
sisted of  dessicated  thyroid  and  potassium  iodide. 
Sponge  rubber  compresses  were  applied  to  the  orbits 
at  night,  but  he  was  apt  to  waken  with  the  rubber 
pressing  on  the  cornea  instead  of  the  lids. 

In  October,  1953,  the  acute  manifestations  of  ex- 
opthalmos had  subsided,  though  measurements  re- 
mained much  the  same.  The  right  eye  measured 
32  mm  and  the  left  27  mm.  Thereafter  he  was 
asymptomatic  and  had  no  further  manifestations  of 
thyroid  disease. 

In  October,  1960,  he  appeared  euthyroid.  The  ex- 
opthalmos was  quiescent.  The  right  eye  measured 
31  mm  and  the  left  26  mm.  The  war  scars  were  flat 
and  white.  He  had  not  taken  medication  for  years. 

Case  2 

A pharmacist  was  first  seen  at  age  56  in  1956. 
He  had  suffered  from  recurrent  cerebral  dysfunc- 
tion of  5 years  duration.  Symptoms  included  trans- 
ient periods  of  confusion,  incoordination,  difficulty 
in  speaking  and  writing,  and  blurred  vision.  In 
addition  he  complained  of  general  fatigue,  nervous- 
ness, insomnia,  sweating,  and  weight  loss  of  17 
pounds. 

On  examination  he  was  observed  to  be  warm  and 
perspiring.  There  was  slight  slurring  of  speech  and 
hesitancy  in  action.  The  Babinski  response  was 
dorsiflexion  bilaterally.  The  deep  tendon  reflexes 
were  stronger  on  the  left  than  on  the  right.  There 
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was  a small,  symmetrical,  adenomatous  goitre.  Blood 
pressure  was  180/70.  Weight  was  164  pounds.  Pulse 
rate  was  104.  An  electro-encephalogram  showed  dif- 
fuse pattern  changes  considered  consistent  with 
cerebro-vascular  disease.  B\1R  was  plus  8. 

Symptoms  presisted  with  varying  intensity.  In 
October,  1956,  he  developed  pruritis  of  his  legs,  and 
swelling  and  redness  of  an  old  scar  over  his  left 
hip.  In  August,  1957,  he  developed  progressive 
exopthalmos  and  pretibial  edema.  BMR  was  plus 
24  and  the  PBI  9.2  meg. 


Fig.  3.  Scar  edema,  left  gluteal  region.* 

Following  preparation  with  Tapazole,  thyroidec- 
tomy was  performed  in  January,  1958.  The  patho- 
logical diagnosis  was  nodular  goitre  with  hyper- 
plasia. Postoperatively  he  felt  "more  normal  ’,  but 
continued  to  have  non-specific  tension  symptoms  and 
in  addition  he  had  occasional  scotomata. 

On  re-examination  in  August,  1959,  there  was 
marked  exopthalmos  (OD-27  mm,  OS-25  mm),  and 
symmetrical  pretibial  myxedema  with  involvement 
of  feet  and  toes.  Blood  pressure  was  140/80.  Weight 
was  180  pounds.  Pulses  and  reflexes  were  normal. 
He  appeared  euthyroid.  PBI  was  5.7  meg.  He  was 
treated  with  increasing  doses  of  dessicated  thyroid. 

The  localized  myxedema  progressed  and  by  De- 
cember, 1959,  there  was  acute  erythema,  indurative 
edema  and  blistering  of  both  pretibial  areas.  In  addi- 
tion there  was  such  gross  pachydermatous  edema  of 
both  big  toes  that  he  was  unable  to  wear  his  usual 
shoes.  There  was  also  induration,  edema  and  ery- 
thema of  the  dorsal  surfaces  of  the  proximal  pha- 
langes typical  of  thyroid  acropachy.  The  exopthalmos 
was  still  present  (OD-20  mm,  OS-22  mm).  Because 
the  process  was  relatively  acute  and  somewhat  dis- 
abling, dexamethasone,  16  mg  daily,  was  prescribed. 
On  this  program  there  was  some  subsidence  of  the 
angry  edema.  The  dosage  of  dexamethasone  was 
gradually  reduced.  In  February,  1960,  when  on  6 
mg  of  dexamethasone  daily,  there  was  an  exacer- 
bation and  spread  of  the  edema,  so  the  dosage  was 
raised,  again  with  some  relief  of  symptoms. 

During  the  next  six  months  there  was  little  change 
in  the  localized  myxedema.  There  were  various  non- 


specific symptoms  of  gas,  faintness,  palpitation  and 
rapid  pulse.  This  may  have  been  due  in  part  to 
self  medication  with  as  much  as  5 grains  of  dessi- 
cated thyroid  daily.  Dexamethasone  was  discon- 
tinued. Hydrochlorothiazide  was  started  (50  mg 
daily).  In  August,  1960,  the  localized  myxedema 
appeared  in  exacerbation.  There  was  redness  and 
induration  in  an  old  vaccination  scar  on  the  left 
upper  arm,  a scar  on  the  right  lateral  calf  and 
a scar  on  the  left  gluteal  area.  These  were  all  ir- 
regular scars  which  had  healed  by  second  intention. 
This  scar  edema  had  probably  been  present  for 
some  time  but  had  not  been  looked  for.  Exopthalmos 
continued  to  be  severe  (OD-26,  OS-27  mm).  An 
x-ray  of  the  hands  showed  changes  consistent  with 
thyroid  acropachy,  in  the  right  hand  only. 


Fig.  4.  Thyroid  acropachy.* 


Various  methods  of  treatment  were  tried,  including 
dextro-thyroxin  up  to  16  mg  daily  and  local  injections 
of  hydrocortisone,  triiodothyronine,  and  Varidase. 
None  of  these  had  any  apparent  value.  In  November, 
1960,  steroid  therapy  was  resumed  in  the  form  of 
triamcinolone  16  mg  daily.  There  was  remarkable 
improvement  in  all  lesions.  By  June,  1961,  the  local- 
ized myxedema  had  almost  disappeared  from  the 
shins,  and  the  toe  edema  was  reduced.  There  was 
only  a trace  of  scar  edema.  Exopthalmos  persisted 
but  was  less  acute  (OD-26,  OS-24).  At  this  time 
his  medication  consisted  of  dextrothyroxin  16  mg 
daily,  triamcinolone  4 mg  daily,  and  hydrochloro- 
thiazide 50  mg  daily. 

In  December,  1961,  there  was  a sudden  exacer- 
bation in  the  myxedema  and  some  redness  of  the 
scars.  Triamcinolone  was  resumed,  and  the  lesions 
subsided.  Various  symptoms  of  cerebrovascular  in- 
sufficiency continued  to  appear  at  intervals  and  in 
September,  1962,  he  was  hospitalized  with  unsteadi- 
ness, visual  disturbance  and  loss  of  consciousness. 
Currently  (December,  1963)  his  exopthalmos  is 
stationary,  and  his  localized  myxedema  and  scar 
edema  have  almost  completely  disappeared.  He  con- 
tinues to  take  dextrothyroxin  8 mg  triamcinolone  4 
mg,  and  methyclothiazide  5 mg  daily.  He  is  work- 
ing daily  and  feels  well. 

comment 

Both  cases  exhibited  red  edema  of  scars  where- 
ever  located,  from  head  to  foot,  except  for  those 
fine  linear  surgical  scars  which  had  healed  by 
primary  intention.  In  the  first  case  this  was  the 
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sole  manifestation  of  localized  myxedema.  In 
the  second  case  the  scar  edema  was  overlooked— 
until  looked  for.  Although  keloid-like  involve- 
ment of  scars  adjacent  to  plaques  and  keloid- 
like scars  at  the  site  of  surgical  excision  of 
plaques  have  been  described,  I have  not  found 
reports  of  such  generalized  scar  involvement. 
Scar  edema  has  led  to  warnings  against  biopsy 
or  other  surgical  intervention  in  localized  myxe- 
dema. In  the  first  case  tarsorrhaphy  failed,  due 
to  poor  tissue.  A surgeon  suggested  that  this 
phenomenon  may  account  for  the  difficult  wound 
healing  sometimes  seen  after  thyroidectomy. 

The  extent  of  the  plaques  in  the  second  case, 
with  involvement  of  pretibial  areas,  feet,  toes 
and  fingers,  is  remarkable.  There  seem  to  be 
few  reports  of  such  extensive  and  severe  involve- 
ment. Gimlette  reported  that  4 of  his  23  cases 
suffered  severe  and  disabling  localized  myxe- 
dema.7 I have  seen  several  similar  cases  presented 
informally,  so  such  involvement  may  not  be  rare. 

There  was  marked  thyroid  aeropachv  in  the 
fingers  of  Case  2 seen  as  a fusiform  type  swelling 
of  the  proximal  phalanges  with  brawny  edema 
and  erythema  of  the  superficial  tissues.  There 
was  no  apparent  clubbing  of  the  fingers.  X-rays 
of  the  hands  showed  a very  slight  periosteal  re- 
action along  the  proximal  phalanx  of  the  second, 
third,  fourth  and  fifth  fingers,  and  along  the 
medial  aspect  of  the  fifth  metacarpal.  Peculiarly, 
the  manifestation  was  limited  to  the  right  hand. 
In  using  the  term  thyroid  acropachy,  Gimlette 
referred  to  clubbing  of  the  fingers,  periosteal  new 
bone  formation  involving  the  phalanges  and 
other  distal  long  bones,  and  swelling  of  the  soft 
tissues  of  the  extremities,  especially  those  over- 
lying  the  affected  bones.7 13  He  emphasized  the 
difference  between  these  changes  and  those  of 
hypertrophic  pulmonary  osteoarthropathy  in  that 
in  thyroid  acropachy  there  is  absence  of  heat 
and  pain,  greater  involvement  of  soft  tissues, 
difference  in  x-ray  findings,  and  more  distal  dis- 
tribution of  lesions.  These  unpredictable  local- 
izations of  end  organ  effect  offer  clinical  illustra- 
tion of  the  generalized  and  hormonal  nature  of 
the  causative  agent.1* 15  It  seems  probable  that 
this  agent  is  present  in  many,  or  all,  cases  of  en- 
docrine exopthalmos  but  produces  visible  end 
organ  response  in  only  a few. 

Various  pituitary  or  hypophyseal-pituitary 
agents  affecting  the  thyroid  have  been  de- 
scribed. ,®-!!3’2* 23  A thyroid  stimulating  hormone 
(TSII)  is  well  known.  In  humans  this  prepar- 


ation produces  thyroid  stimulation,  but  not  ex- 
opthalmos or  localized  myxedema.  An  exopthal- 
mos producing  substance  (EPS),  also  referred 
to  as  ophthalmopathic  or  occulopathic  hormone 
(OH),232*  has  been  separated  from  TSH.  It 
is  capable  of  producing  exopthalmos  in  carp  and 
guinea  pigs,  but  as  yet  such  preparations  have 
not  been  found  to  produce  exopthalmos  ( or  local- 
ized myxedema)  in  humans.  Abnormal  thyroid 
stimulator  (ATS)— either  long  acting  thyroid 
stimulator  (LATS),22  or  short  acting  thyroid 
stimulators  (SATS),20  has  been  demonstrated  in 
sera  from  humans  with  exopthalmic  thyrotoxi- 
cosis and  from  patients  with  exopthalmos  and 
localized  myxedema.  These  are  TSH  like  sub- 
stances which  were  first  differentiated  from  TSH 
by  the  duration  of  their  action  on  the  mouse 
thyroid. 

Pituitary  irradiation  or  ablation  in  pathological 
thyroid  states  in  humans  has  usually,  but  not  al- 
ways, been  found  to  reduce  the  pathologic  pro- 
cess.27 ^ More  significant  is  the  finding,  yet  to 
be  confirmed,  that  after  hypophysectomv  TSH  is 
absent,  but  LATS  persists.25  Interestingly,  in  pri- 
mary myxedema,  either  spontaneous  or  induced, 
despite  high  titers  of  TSH,  exopthalmos  and 
localized  myxedema  are  almost  unknown.  Also 
interesting  and  unexplained  is  the  fact  that  histo- 
chemical  finding  of  excess  mucopolysaccharide 
complex  is  common  to  primary  myxedema  and 
to  localized  myxedema  although  there  are  strik- 
ing clinical  differences  between  these  two  di- 
sease states.1' 15  One  might  speculate  that  TSH 
has  a generalized  stimulatory  influence  on  muco- 
polysaccharides to  produce  the  changes  of  pri- 
mary myxedema,  that  certain  abnormal  thyroid 
stimulators  ( ATS ) produce  thyrotoxicosis,  and 
that  some  particular  ATS  combination  causes  the 
bizarre  pathological  state  of  malignant  exopthal- 
mos, localized  myxedema,  scar  edema,  and  thy- 
roid acropachy.  Such  speculation,  however,  ig- 
nores the  role  played  by  the  thyroid  or  its  rem- 
nants. 

That  malignant  exopthalmos  may  develop  sub- 
sequent to  emotional  trauma  has  been  observed 
previously.23  27  28  In  the  first  case  the  onset  of 
the  illness  directly  followed  extreme  emotional 
stress.  In  the  second  case  there  had  been  evi- 
dence of  diffuse  central  nervous  system  disease 
for  some  years  before  onset  of  symptoms.  Such 
clinical  observations  correlate  with  experimental 
data  implicating  hypothalamic  as  well  as  pitu- 
itary origins  of  localized  myxedema. 
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Treatment  of  localized  myxedema  has  been 
attempted  with  numerous  local  inunctions,  injec- 
tions, physiotherapeutic  agents,  and  with  various 
hormonal  manipulations.717-1"  In  this  instance 
(Case  2)  satisfactory  results  were  obtained  by 
the  use  of  oral  corticosteroids  during  the  phase 
of  active,  angry,  red,  edematous  swelling. 


summary 

Two  cases  of  localized  myxedema,  one  with 
thyroid  acropachy,  are  described.  Both  cases  ex- 
hibited generalized  scar  edema,  and  in  one  case 
this  was  the  sole  manifestation  of  localized  myxe- 
dema. Scar  edema  was  observed  in  the  irregular 
scars  of  wounds  that  had  healed  by  second  in- 
tention, but  not  in  fine  linear  surgical  scars.* 

1105  Minor  Ave.,  98101 


Chemical  Nomenclature 


generic  names 

trade  names 

dexamethasone 

Decadron 

hydrochlorothiazide 

Esidrix 

HydroDiuril 

Oretic 

methyclothiazide 

Enduron 

triamcinolone 

Aristocort 

Kenacort 

triiodothyronone 

Cytomel 
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Reading  Ability  in  Relation  to  Several 
Physical  Conditions 

HELEN  M.  COO  K,M.D.(  Everett,  Washington  / R A L P H D e B R U L E R,  M.  Ed.,  Alderwood  Manor,  Washington 
DON  F.  BLOOD,  Ph.D.,  Bellingham,  Washington 


There  are  a few  children  of  apparently  good 
intelligence  who  go  through  our  schools  with- 
out learning  to  read  effectively  in  spite  of  any- 
thing reading  therapists  and  reading  teachers 
have  been  able  to  do.  Much  has  been  written,  in- 
numerable methods  have  been  tried,  and  many 
strong  opinions  have  been  formed,  but  still  these 
children  are  with  us.  There  is  some  doubt,  how- 
ever that  all  available  information  is  being  con- 
sidered in  our  efforts  to  alleviate  this  dilemma. 
Most  teachers  will  readily  recognize  the  usually 
accused  culprits  in  reading  disability— lazy  reeal- 


abstract 

COOK,  HELEN  M.,  RALPH  M.  DEBRULER,  AND  DON  F. 

blood.  (Edmonds  School  District  #15,  Alderwood 
Manor,  Wash.,  U.S.A.)  Reading  ability*  in  relation 
to  several  physicial  conditions.  Northwest  Med  63: 
28-31  (Jan)  1964. 

Pediatric  interviews  were  conducted  with  878 
parents  of  second  grade  children.  A standardized 
reading  test  was  administered  to  the  total  sec- 
ond grade  population  of  the  school  district. 
Statistical  comparisons  were  made  between 
children  who  had  been  subject  to  certain  pre- 
natal. natal,  and  post-natal  traumata  and  those 
ichose  histories  did  not  contain  such  traumata. 
Comparisons  were  also  made  between  reading 
ability  and  several  other  characteristics. 

Statistically  significant  relationships  with  read- 
ing ability  were  found  in  infections  during  preg- 
nancy, bleeding  during  pregnancy,  malpresen- 
tation  at  birth,  congenital  defects,  brain  con- 
cussion, prematurity,  whooping  cough,  speech 
defects,  and  birth  weight. 

It  is  pointed  out  that  the  data  are  in  agree- 
ment with  writers  who  suggest  that  reading  dis- 
ability is  modifiable  but  not  correctible  and  that 
prognosis  and  therapy  should  be  influenced  more 
by  health  and  developmental  histories  than  they 
have  been  in  the  past. 


citrant  children,  unkind  or  unskilled  teachers, 
emotionally  upset  homes,  culpable  parents,  and 
so  forth. 

physical  condition 

There  is  another  indicated  factor  in  the  field 
which  has  been  the  subject  of  considerable  in- 
terest but  which,  in  much  of  the  country  at  least, 
has  received  but  little  attention.  This  question 
involves  relationships  among  early  physical  con- 
ditions and  academic  abilities  in  the  general 
school  population. 
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blood.  (Edmonds  School  District  #15,  Alderwood 
Manor,  Wash.,  U.S.A.)  Reading  ability*  in  relation 
to  several  physicial  conditions.  Northwest  Med  63: 
28-31  (Jan)  1964. 

Entrevistas  pedidtricas  se  llevaron  a cabo  con 
878  padres  de  ninos  del  sequndo  ano  escolar. 
Una  prucba  sobre  la  habilidad  para  leer,  se  le 
puso  a este  grupo  de  ninos.  Comparaciones  se 
hicieron  entre  ninos  quo  habian  sufrido  pre- 
natal, nco-natal  y post  -natal  trauma  y aquellos 
que  cuyas  historias  cltnicas  no  contenian  evi- 
dencia  de  trauma.  Comparaciones  tambien  se 
hicieron  entre  la  habilidad  para  leer  y otras 
caracteristicas. 

Relaciones,  estatisticamcnte  significantes  se 
encontraron  entre  la  capacidad  del  nino  y in- 
fecciones  o hemorragia  durante  el  embrazo, 
presentaciones  d if  idles,  defectos  de  nacimicnto, 
concusion  cerebral,  prematuridad,  tosferina,  peso 
al  nacimiento  etc. 

Estos  datos  concurren  con  autores  que  su- 
gieren  que  la  incapacidad  para  leer  es  algo  que 
se  puede  modificar  pero  no  corregir  y que  la 
terapia  y el  pronostico  deberdn  ser  influenciados 
en  mayor  grado  por  la  salud  y la  historia  clmica 
del  nino. 
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Table  1* 

Mother's  condition  during  pregnancy 


Reading  ability 


Condition 

Infections  during  pregnancy 
Bleeding  (not  spotting)  during 
pregnancy 

Length  of  time  in  labor 
Less  than  1 hour 
1 to  2 hours 


No.  of  cases 
in  lower  half 

37 

21 

18 

25 


No.  of  cases 
in  upper  half 

18 

8 

14 

19 


Significance 

Sig. 

Sig. 

Not  sig. 
Not  sig. 


2 to  3 hours 

40 

48 

Not  sig. 

3 to  12  hours 

283 

262 

Not  sig. 

12  to  24  hours 

45 

63 

Not  sig. 

More  than  24  hours 

27 

31 

Not  sig. 

Total 

496 

463 

Conditions 

Table  2 

related  to  the  child 

Condition 

Reading 

No.  of  cases 
in  lower  half 

ability 

No.  of  cases 
in  upper  half 

Significance 

Malpresentation  at  birth 

64 

39 

Sig. 

Left-handed 

44 

46 

Not  sig. 

Ambidexterity 

16 

8 

Not  sig. 

Congenital  defects 

33 

18 

Sig. 

Brain  concussion  or 

unconscious  from  head  blow 

32 

10 

High  sig. 

Length  of  pregnancy  2 weeks 
or  more  shorter  than  siblings 

42 

17 

High  sig. 

Length  of  pregnancy  2 weeks 
or  more  longer  than  siblings 

25 

23 

Not  sig. 

Whooping  cough 

21 

9 

Sig. 

Cases  receiving  speech  therapy 

46 

23 

High  sig. 

Total 

323 

193 

Table  3 
Birth  weight 


Reading 

ability 

No.  of  cases 

No.  of  cases 

No.  of  pounds 

m lower  half 

in  upper  half 

Significance 

Under  4 

6 

6 

Not  sig. 

4 - 4y2 

2 

2 

Not  sig. 

4%  - 5 

10 

1 

Sig. 

5 - 5y2 

21 

14 

Not  sig. 

5 % - 6 

22 

27 

Not  sig. 

6-7 

119 

103 

Not  sig. 

7-8 

162 

167 

Not  sig. 

8-9 

81 

116 

High  sig. 

9-10 

39 

17 

High  sig. 

10 

1 

5 

Not  sig. 

Total 

463 

458 

♦The  chi-square  test  of  significance,  with  Yates’  correc- 
tion, was  applied  in  all  calculations.  In  conditions  indi- 
cated as  Sig.  the  probability  of  this  distribution  occurring 
by  chance  is  equal  to  or  less  than  five  per  cent.  In  condi- 
tions indicated  as  High  sig.  the  probability  of  this  distribu- 
tion occurring  by  chance  is  equal  to  or  less  than  one  per 
cent. 
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A study  conducted  over  a period  of  three 
years  in  the  Edmonds  School  District  in  Wash- 
ington State  has  investigated  these  relationships. 
The  study  was  begun  when  reading  specialists 
noticed  what  seemed  to  be  a more  than  ordinary 
incidence  of  natal  trauma  in  children  of  low 
reading  ability.  In  an  effort  to  check  on  this,  a 
group  of  twenty-three  very  poor  readers  of  ap- 
parently average  or  better  intellectual  ability, 
as  measured  by  the  Wechsler  Intelligence  Scale 
for  Children,  was  studied  at  the  seventh  grade 
level.  No  child  was  in  the  class  for  disciplinary 
reasons.  Pediatric  interviews,  held  by  nurses  of 
the  Snohomish  County  Health  District  with  the 
parents  of  these  children,  revealed  what  ap- 
peared to  be  an  unduly  high  incidence  of  pre- 
maturity, measles  with  complicating  conditions, 
malpresentation  at  birth,  and  kidney  infections 
in  mothers  during  pregnancy. 

Since  only  twenty-three  cases  were  studied, 
and  there  was  no  indication  of  how  these  con- 
ditions were  distributed  in  the  general  popula- 
tion, it  was  not  possible  to  draw  conclusions  from 
the  data.  The  infonnation  available  from  the 
data,  however,  did  seem  to  justify  a larger  re- 
search plan. 

pediatric  interviews 

Accordingly,  all  children  in  the  regular  second 
grades  in  the  Edmonds  School  District,  number- 
ing 1486,  were  given  the  Stanford  Paragraph 
Reading  Test.  All  parents  were  invited  for  inter- 
views; 878  responded.  Pediatric  interviews  were 
held  with  these  parents  by  volunteer  registered 
nurses  under  the  direction  of  the  Snohomish 
County  Health  District. 

The  assumption  was  that  if  a given  condition, 
such  as  prematurity,  were  in  no  way  associated 
with  learning  to  read,  it  would  occur  with  equal 
or  nearly  equal  frequency  in  the  upper  and  low- 
er halves  of  the  scale  of  reading  ability. 

Reliability  of  data  obtained  in  pediatric  inter- 
views was  studied  by  Goddard,  Broder,  and 
Wenar.1  These  authors  found  that  parents  tend 
to  omit  incidents  and  conditions  in  their  re- 
sponses to  some  questions,  but  that  those  which 
they  do  report  do  in  fact  occur.  Birth  weight, 
according  to  this  study,  is  accurately  reported. 

The  following  tables  present  numerical  rela- 
tionships between  several  conditions  and  reading 
ability.  Several  conditions  are  shown  because 


of  their  interest  to  reading  therapists  even 
though  no  significant  relationship  was  found.  In 
considering  these  data,  it  is  to  be  noted  that 
the  population  from  which  they  were  derived 
consisted  of  children  in  normal  classrooms.  No 
special  classes  were  included. 

There  is  considerable  evidence  that  various 
physical  traumata  have  important  effects  on  be- 
havior. Gesell  and  Amatruda  have  provided 
much  of  this  evidence  and  have  summarized  the 
material  which  was  available  up  until  I960.2 

Jervis  has  described  and  summarized  evidence 
regarding  the  effects  of  various  physical  trau- 
mata upon  intellect  and  behavior.3 

It  should  be  of  interest  to  therapists  that  these 
traumata  which  the  Edmonds  study  finds  to  be 
in  some  way  related  to  reading  disability,  are 
also,  according  to  Gesell  and  Amatxuda,  Jervis, 
Anderson,  and  many  others,  related  to  some  types 
of  mental  retardation  and  certain  behavioral 
disturbances.2'4  In  the  Lynnwood  Experimental 
Group,  DeBruler  and  Cook  noted  relationships 
among  reading  disability,  variations  in  WISC 
subtest  scores,  and  parent-reported  physical 
traumata.3 


summary 

With  evidence  already  at  hand,  and  with 
evidence  more  directly  related  to  reading  ability 
provided  by  the  Edmonds  Study  reported  here, 
it  seems  that  teachers  and  reading  therapists 
must  give  more  consideration  to  the  role  of  phys- 
ical conditions  in  the  diagnosis  and  treatment  of 
reading  disability. 

Rabinovitch’s  statement  to  the  effect  that 
cases  of  primary  reading  disability  can  rarely 
progress  beyond  fourth  or  fifth  grade  reading 
levels  in  spite  of  the  best  and  most  intensive 
reading  therapy,  deserves  the  consideration  of 
everyone  concerned  with  the  teaching  of  read- 
ing.6 

Since  the  significant  conditions  reported  above 
are  generally  nonpreventable  and  noncorrectible, 
everyone  concerned  should  be,  in  the  light  of 
information  now  available,  very  cautious  in  the 
placement  of  blame  on  the  child  for  laziness  or 
poor  attitude,  on  the  teacher  for  mistreatment 
or  poor  method,  or  on  the  parent  for  faulty 
emotional  existence  or  socio-economic  failures. 

Rather,  it  seems  imperative  that  a realistic, 
psychologically  optimum  instructional  program 
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of  reading  be  devised  for  these  children,  while 
media  other  than  reading,  such  as  films,  lec- 
turettes,  field  trips,  resource  people,  pictures,  dia- 
grams, and  individual  projects,  be  utilized  in 
teaching  the  facts  and  concepts  which  are 
necessary  for  effective  membership  in  society.  ■ 

Edmonds  School  District 
No.  15,  Alderwood  Manor 
( DeBruler ) 


Control 

If  one  stops  to  think  about  it,  the  effect  of  government-muzzled  (drug)  advertising 
is  one  that  curtails  not  only  advertising,  but  also  independent  text  which  it  monetarily 
supports.  In  other  words,  it  tends  to  abolish  freedom  of  the  press.  We  begin  to  wonder 
if  this  had  been  one  of  the  diabolical  aims  of  the  Fedicare  faction.  That  is,  not  so 
much  to  protect  people  from  poisonous  potions  as  to  strip  power  of  the  American 
medical  professions;  not  so  much  to  bless  people  as  to  boss  them. 

Editorial  in  Northern  Virginia  Medical  Bulletin,  September,  1963. 
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Attitude  and  Philosophy 
of  the  Food  and  Drug  Administration 
Regarding  Potential  Effects  of  JVew  Drugs 
on  Human  Embryonic  Development  and  Anomalies 

RALPH  W.  W E I L E R S T E I N,  M.  D.  San  Francisco,  California 


The  Federal  Food  and  Drug  Administration  is 
a constituent  organization  of  the  Department 
of  Health,  Education,  and  Welfare  and  is  the 
representative  of  the  executive  arm  of  govern- 
ment in  carrying  out  mandates  of  Congress  in 
connection  with  those  laws  which  are  given  it 
to  supervise  and  enforce.  The  Food  and  Drug 
Administration  began  by  enforcing  the  Food  and 
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weilerstein,  Ralph  w.  (Food  and  Drug  Adminis- 
tration, Department  of  Health,  Education,  and  Wel- 
fare, San  Francisco,  California,  USA.)  Attitude  and 
philosophy  of  the  Food  and  Drug  Administration 
regarding  potential  effects  of  new  drugs  on  human 
embryonic  development  and  anomalies.  Northwest 
Med  63:32-34  (Jan)  1964. 

If  a drug  is  for  use  by  women  of  child-bearing 
age,  its  safety  must  be  established  by  every  avail- 
able test  as  to  absence  from  harm  to  an  embryo. 
All  available  knowledge  that  can  be  brought  to 
consideration  of  possible  effect  on  embryonic 
development  must  be  invoked.  It  is  the  philoso- 
phy of  the  Food  and  Drug  Administration  that 
where  there  is  any  doubt  as  to  safety,  and  this 
includes  adverse  effects  on  human  embryonic 
development,  that  doubt  must  be  resolved  in 
favor  of  the  consumer.  It  is  the  attitude  of  the 
Food  and  Drug  Administration  that  any  drug 
that  will  adversely  affect  an  embryo,  but  has 
definite  unique  therapeutic  value,  must  bear  ade- 
quate warnings  and  precautions  so  that  the  pre- 
scribing physician  may  be  thoroughly  able  to 
evaluate  and  advise  his  patient  of  the  risk  in- 
volved. 


Drugs  Act  of  1906.  Subsequently,  the  Federal 
Food,  Drug  and  Cosmetic  Act  of  1938  super- 
seded the  Food  and  Drugs  Act  of  1906.  More 
recently,  this  act  has  been  amended  by  the  Ke- 
fauver-Harris  Amendments  of  1962  to  provide, 
in  part,  that  new  drugs  shall  be  determined  to 
be  both  safe  and  effective  prior  to  their  com- 
mercial marketing.  One  portion  of  the  responsi- 
bility, therefore,  of  the  Food  and  Drug  Admin- 
istration is  to  evaluate  the  safety  and  efficacy 
of  drugs  on  man  in  all  stages  of  his  development 


abstracto 

weilerstein,  Ralph  w.  (Food  and  Drug  Adminis- 
tration, Department  of  Health,  Education,  and  Wel- 
fare, San  Francisco,  California,  USA.)  Attitude  and 
philosophy  of  the  Food  and  Drug  Administration 
regarding  potential  effects  of  new  drugs  on  human 
embryonic  development  and  anomalies.  Northwest 
Med  63:32-34  (Jan)  1964. 

Si  se  va  a emplear  una  medicina  en  mujeres 
de  15  a 45  atios  de  edad,  debemos  asegurarnos 
que  no  tiene  efectos  potencialmente  adversos 
para  el  feto.  El  departamento  de  Alimentos  y 
Drogas  (Food  and  Drug  Administration)  del 
gobierno,  mantiene  que  cuando  hay  la  mas 
ligera  duda,  acerca  de  posibles  efectos  adversos, 
es  mejor  no  permitir  la  patente  y venta  de  tal 
medicina.  Tambien  mantiene,  que  en  el  dado 
caso  de  una  medicina  con  dichos  efectos  para 
el  feto,  pero  con  significante  y unico  valor  tera- 
peutico,  se  puede  patentar  con  propaganda  ade- 
cuada,  estableciendo  claramente  los  riesgos,  para 
el  medico  que  la  usare  pueda  evaluarla  e in- 
formar  al  paciente  esos  riesgos. 


Read  before  74th  Annual  Convention,  Washington  State  Dr.  Weilerstein  is  Associate  Medical  Director,  Food  and 

Medical  Association,  Seattle,  Washington,  September  16,  Drug  Administration,  Department  of  Health,  Education, 

1963.  and  Welfare. 
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and  aging.  I have  been  asked  to  comment  on  the 
attitude  and  philosophy  of  the  Food  and  Drug 
Administration  regarding  potential  effects  of  new 
drugs  on  human  embryonic  development  and 
anomalies. 

attitude  established  by  law 

The  attitude  of  the  Food  and  Drug  Adminis- 
tration is  established  by  the  law,  itself,  which 
places  on  it  only  the  responsibility  of  evaluating 
data  submitted  to  it  which  pertains  to  the  estab- 
lishment of  safety  and  efficacy  of  particular 
remedies  developed  for  clinical  use  in  certain 
dosages  and  for  certain  indications  for  a certain 
length  of  time  and  with  a certain  frequency.  It 
can  look  beyond  these  into  the  hazards  of  abuse, 
but  it  should  be  kept  in  mind  that  the  Food 
and  Drug  Administration  is  not  charged  with, 
nor  does  it  regard  itself  as  having  the  responsibil- 
ity for  determining,  what  drugs  shall  be  tested  or 
for  the  research  pertaining  to  their  development. 
That  responsibility  lies  elsewhere.  Burden  of 
establishing  the  safety  and  efficacy  of  a new 
drug  is  placed  by  law  on  the  person  who  desires 
to  introduce  it  into  inter-state  commerce. 

We,  in  the  Food  and  Drug  Administration, 
know  of  no  single  test  yet  developed  which  can 
be  relied  upon  in  all  cases  to  establish  lack  of 
harmful  teratogenic  effect  on  human  embryonic 
development. 

protection  of  women  in  child-bearing  age 

The  Food  and  Drug  Administration  believes 
that  a drug  can  be  unsafe  for  use  by  any  woman 
of  the  child-bearing  age  by  reason  of  its  effect 
in  producing  human  embryonic  anomalies  or 
adversely  affecting  embryonic  development.  It 
is  common  knowledge  that  pregnancy  is  not 
ordinarily  diagnosed  until  after  the  first  missed 
period.  Therefore,  any  drug  which,  in  the  dosage 
recommended  or  in  any  dosage  which  would  be 
likely  to  be  used,  will  adversely  affect  an  em- 
bryo, is  an  unsafe  drug  for  a woman  of  child- 
bearing age.  We  must  assume  that  any  woman 
in  this  age  group  may  become  pregnant  and 
would  not  wish  to  have  her  unborn  child  ad- 
versely affected. 

I will  not  attempt  to  define  what  constitutes 
an  adverse  effect  or  whether  any  particular  drug 
will  produce  an  adverse  effect  or  how  this  ad- 
verse effect  can  be  recognized  except  to  state 
that  there  are  certain  general  criteria  which  can 


be  applied.  Whether  a drug  will  adversely  affect 
a human  embryo  is  a question  of  fact  which  can 
be  determined  by  appropriate  study,  using  scien- 
tific methods.  The  kind  of  study  required  and 
the  extent  of  such  study  to  establish  safety  as 
to  possible  adverse  effects  on  human  embryonic 
development  will  depend  on  many  factors. 
Among  these  are  the  following: 

1.  The  composition  of  the  drug. 

2.  What  is  already  known  of  its  effects 
generally. 

3.  What  is  known  of  its  actions  in  biological 
systems  specifically. 

4.  The  dosage,  the  duration,  and  the  fre- 
quency of  its  administration  in  relation 
to  what  is  known  as  to  its  actions,  ab- 
sorption, metabolism,  and  excretion  in 
man  and  other  animals. 

5.  The  conditions  for  which  it  is  offered, 
since  they  may  seriously  affect  its  po- 
tentialities as  to  safety. 

6.  The  drug’s  margin  of  safety  in  adults  and 
in  children  and,  insofar  as  it  is  capable 
of  being  known,  its  margin  of  safety  in 
embryos  of  human  beings  or  animals. 

There  should  be  a general  over-all  evaluation 
of  everything  known  about  the  product;  its 
uses  and  its  abuses,  both  present  and  potential; 
its  physiology;  its  pharmacology;  the  diseases  for 
which  it  is  offered;  the  age  group  for  which  it 
is  intended;  the  sex  of  the  patient  for  whom  it 
is  intended;  its  capability  for  abuse;  overdosage 
or  accidental  ingestion;  its  incompatabilities;  its 
action  when  taken  with  other  drugs  which  might 
be  simultaneously  or  otherwise  administered 
while  this  drug  is  still  present  in  the  body;  and 
any  special  hazards  which  are  known  to  con- 
cern a particular  class  of  drugs. 

The  proposed  method  of  marketing,  which  in- 
cludes such  factors  as  whether  the  article  is 
intended  for  a particular  class  of  persons,  wheth- 
er it  is  to  be  available  as  an  over-the-counter  item 
or  as  a prescription  item,  the  probable  method 
of  promotion,  the  strength  of  the  claims  as  they 
may  appeal  to  a mass  market,  all  have  to  be 
considered  in  evaluating  the  potential  hazard 
of  a new  drug. 

consumer  first 

It  is  the  philosophy  of  the  Food  and  Drug  Ad- 
ministration, where  there  is  any  doubt  as  to 
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safety,  and  this  includes  adverse  effects  on 
human  embryonic  development,  that  doubt  must 
be  resolved  in  favor  of  the  consumer.  It  is  the 
attitude  of  the  Food  and  Drug  Administration 
that  any  drug  which,  in  the  dosage  recommend- 
ed, has  definite  therapeutic  value  for  persons 
other  than  women  of  child-bearing  age  and  is 
an  otherwise  safe  and  efficacious  product,  but 
will  adversely  affect  an  embryo  in  any  stage  of 
pregnancy,  must  be  clearly  labeled,  in  effect,  that 
is,  Not  for  use  by  pregnant  women  or  by  women 
of  child-bearing  age.  This  drug  should  be  re- 
stricted to  prescription  use  only,  with  adequate 
notification  to  the  medical  and  pharmaceutical 
professions  concerning  its  hazards. 

In  determining  its  indications,  there  should  be 
taken  into  account  the  availability  of  other  drugs 
which  might  accomplish  the  same  purpose  thera- 
peutically and  which  might  lack  the  adverse  ef- 
fect on  the  embryo.  The  exact  labeling  require- 
ments will  depend  on  an  over-all  evaluation 
along  the  lines  I have  previously  indicated.  If 
the  drug  is  one  which  only  under  conditions  of 
abuse  may  be  capable  of  adversely  affecting 
human  embryonic  development  but  which,  under 
ordinary  conditions  of  use  is  not  capable  of  doing 
so,  it  should  bear  clear  warnings,  stating  specifi- 
cally in  its  labeling  what  the  effects  might  be 
under  various  conditions  of  abuse,  and  warning 
against  such  abuse.  Such  warnings  should  clearly 
differentiate  the  drug  from  an  abortifacient. 

tests  on  pregnant  women 

As  new  knowledge  and  tests  become  known 
and  available,  these  must  be  invoked  in  the  es- 
tablishment of  safety  of  a drug.  The  Food  and 
Drug  Administration  recognizes  that  absolute 
proof  in  new  and  unexplored  fields  may  be  im- 
possible of  attainment.  The  question  may  arise: 
“What  if  thalidomide  were  valuable  as  a cancer 
cure— would  it  be  possible  to  have  a new  drug 
application  approved  for  such  a use?”  The  an- 
swer, of  course,  would  have  to  be  affirmative. 
Any  new  drug  which  would  be  so  valuable  as  to 
be  uniquely  able  to  perform  a useful  function 
in  the  saving  of  lives  must  be  made  available, 
but  the  conditions  of  its  use  must  be  clearly  de- 
fined in  such  a way  that  it  may  be  used  safely, 


considering  the  condition  for  which  it  is  in- 
tended. 

The  question  may  be  asked:  “Are  pregnant 
women  to  be  tested  for  every  new  drug  in  order 
to  prove  that  the  drug  will  not  have  an  adverse 
effect  on  human  embryos?”  This  is  a harder 
question  to  answer.  If  the  drug  is  one  which,  by 
all  animal  tests,  seems  to  be  safe,  from  the  tera- 
togenic standpoint,  and  it  is  a drug  for  which  the 
market  will  definitely  encompass  women  of 
child-bearing  age,  there  must  be  tests  on  preg- 
nant women,  carefully  observed;  but,  if  the  drug 
is  not  intended  for  women  of  child-bearing  age, 
it  is  not  necessary  that  pregnant  women  be  in- 
cluded in  the  test  groups. 

public  interest  paramount 

I believe  that  I can  sum  up  the  attitude  and 
philosophy  of  the  Food  and  Drug  Administration 
best  by  saying  that  the  public  interest  must  al- 
ways be  paramount.  We  sympathize  with  the 
plight  of  the  person  who  believes  he  has  some- 
thing very  valuable  to  contribute  to  the  physi- 
cians’ armamentarium  and  who  lacks  the  neces- 
sary financial  backing  to  make  a sufficient  study 
to  determine  the  safety  and  efficacy  of  a product, 
especially  when  such  problems  as  adverse  effects 
on  embryonic  development  may  seem  remote  to 
the  intended  use.  We  recognize  that  the  need 
for  a new  drug  may  be  restricted  to  such  a small 
number  of  people  that  it  is  not  commercially 
feasible  for  a drug  firm  to  make  the  necessary 
investment  in  money  and  personnel,  as  well  as 
laboratory  study,  to  make  it  commercially  possi- 
ble to  market  such  a product,  even  where,  at  first 
blush,  it  would  seem  to  be  of  great  value. 

We  hope  that,  perhaps,  some  philanthropic 
funds  will  come  into  the  picture  to  help  in  such 
a situation,  or  that  our  great  research  and  teach- 
ing centers  may  be  induced  to  do  the  necessary 
work.  We  cannot,  however,  afford  to  sacrifice 
the  life  or  health  of  a single  unborn  child  by 
compromising,  for  economic  reasons,  where  proof 
is  clearly  inadequate.  We  feel  heavily  the  re- 
sponsibility which  Congress  has  placed  on  us 
and,  to  the  best  of  our  ability,  will  continue  to 
attempt  to  assure  the  safety  and  quality  of 
America’s  drug  supply.  ■ 

50  Fulton  St.  (2) 
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Manuscript  Preparation 

HERBERT  L.  HARTLEY,  M.  D.  Seattle,  Washington 


Manuscript  preparation  is  the  last  and,  from  the 
author’s  viewpoint,  perhaps  the  least  important 
part  of  medical  writing.  Nevertheless,  if  the 
product  of  the  writer’s  intelligence,  experience, 
and  hard  labor,  are  to  be  presented  in  type, 
certain  specific  requirements  must  be  met. 

Before  presenting  the  outline,  however,  I 
should  like  to  editorialize  a bit  on  medical  writ- 
ing in  general.  It  is  not  easy.  I intimated  above 
that  it  is  hard  labor,  and  I believe  most  of  those 
attempting  it  will  find  it  so.  That  is,  the  writing 
is  hard  if  the  reading  is  to  be  easy.  Although  I 
have  specialized  in  the  field  for  a long  time,  I 
have  never  found  writing  to  be  easy.  I doubt 
that  many  other  professionals  have  ever  con- 
sidered it  so. 

It  has  been  said  many  times  that  good  writing, 
on  any  subject,  ought  to  have  conversational 
quality.  I think  this  should  apply  to  medical 
writing  more  than  to  that  in  other  classifications. 
Yet  a strange  compulsion  toward  obscurantism 
seems  to  direct  the  physician  when  he  starts  to 
write.  Those  listening  would  consider  him 
an  insufferable  bore  if  he  should  speak  that  way. 
In  a hospital  dressing  room  he  holds  undivided 
attention  of  other  physicians  while  he  recounts 
a problem  case  lucidly,  interestingly,  even  sim- 
ply, but  with  the  kind  of  excitement  and  drama 
met  almost  daily  by  every  physician  who  ever 
practiced  medicine.  Why  do  we  not  write  that 
way? 

One  of  my  most  interesting  editorial  experi- 
ences was  with  a physician  who  sent  in  a manu- 
script that  was  perfect  in  every  formal  respect 
but  had  about  as  much  flavor  as  the  thrice 
boiled  cabbage  we  used  to  recommend  in  a re- 
ducing diet.  It  had  been  polished  to  perfection 
by  someone  who  had  majored  in  liberal  arts 
but  who  knew  nothing  about  practicing  medi- 
cine. When  I asked  the  author  why  he  had  pre- 
sented this  kind  of  manuscript  he  said  he  thought 
it  had  to  be  written  in  that  kind  of  language  to 
be  accepted  for  publication.  We  rejected  the  slick 


production  and  used  his  much  more  cogent 
version.  His  original  manuscript  may  have 
needed  a few  corrections  but  it  was  much  better 
as  conversation  and,  when  published,  stimulated 
requests  for  reprints  from  all  parts  of  the  coun- 
try. When  we  used  his  own  words,  he  seemed  to 
be  speaking  much  as  one  doctor  to  another.  The 
experience  convinced  me  that  I had  not  been 
putting  enough  emphasis  on  a simple,  lucid  style 
of  presenting  medical  material. 

Books  have  been  written  about  rules  for  clar- 
ity in  writing,  and  the  rules  have  all  been  broken 
by  the  masters  of  English  prose.  The  books  are 
helpful  but  only  for  those  needing  help.  David- 
son, author  of  one  of  the  best  for  physicians 
says,  “If  you  can  write  like  Sir  Winston  Church- 
ill, you  don’t  need  this  book.  But  if,  as  seems 
probable,  you  are  a writer  of  lesser  skill,  better 
stick  to  less  involved  writing.” 

If  anyone  can  misunderstand  what  is  written, 
someone  will.  Sometimes  everyone  will.  Pre- 
vention of  misunderstanding  seems  to  be  the 
most  important  consideration  in  medical  writing. 
The  writer  always  knows  what  he  means,  and 
he  can  read  his  own  manuscript  a dozen  times 
without  coming  a cropper.  Everyone  else  may 
stumble.  The  best  way  of  detecting  these  rough 
spots  is  to  have  someone  else  read  the  whole 
paper  to  see  if  the  author  really  does  say  what 
he  means. 

Those  wishing  to  improve  in  communicative 
skill  would  do  well  to  join  the  American  Medical 
Writers’  Association.  This  active,  growing  organ- 
ization is  making  significant  contribution  to  the 
art  of  medical  writing  in  this  country  and  will 
continue  to  have  much  influence.  Advisory  serv- 
ice, an  annual  meeting,  a monthly  bulletin  and 
reference  to  literature  on  writing  are  some  of 
the  benefits.  Membership  is  open  to  anyone 
“actively  engaged  or  interested  in  any  aspect 
of  communication  in  the  medical  and  allied  pro- 
fessions and  services.” 

Much  help  also  may  be  found  in  books  on  the 
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subject.  Two  of  my  favorites  are  “The  Art  of 
Readable  Writing”  bv  Rudolph  Flesch,  and  “The 
Elements  of  Style”  by  Strunk  and  White.  They 
are  not  expensive.  Neither  is  devoted  to  medical 
writing  but  both  offer  the  kind  of  suggestions 
needed  by  a good  many  medical  writers. 

Also  useful  are  “Guide  to  Medical  Writing” 
by  Davidson,  “Medical  Writing”  by  Fishbein, 
“The  Physician- Writer’s  Book”  by  Hewitt  and 
“The  Preparation  of  Medical  Literature”  by 
Cross.  All  are  excellent.  I lean  a bit  toward  Fish- 
bein because  of  his  pre-eminent  position  as  a 
medical  editor,  and  Davidson,  also  an  editor,  for 
his  delightful  sense  of  humor  as  well  as  his 
uncommon  good  sense.  Finally,  the  library  of 
a writer  would  not  be  complete  without  a few 
dictionaries,  preferably  including  an  unabridged 
dictionary  of  the  English  language,  and  a copy 
of  Fowler’s  “Modem  English  Usage.” 


Now  that  I have  probably  made  the  prepar- 
ation of  a medical  manuscript  appear  to  be  a 
most  formidable  and  exacting  task,  I should  like 
to  open  an  escape  hatch  to  those  with  something 
to  say  but  reluctant  to  say  it.  One  of  the  func- 
tions of  an  editor  is  to  edit.  This  sometimes 
means  that  he  makes  minor  corrections  and 
sometimes  does  extensive  re-writing.  It  would  be 
far  better,  however,  if  the  author  were  to  ask 
advice  before  completing  his  paper  or,  perhaps, 
even  before  starting  it.  It  is  the  duty  of  an 
editor  to  offer  the  benefit  of  his  experience  and 
knowledge  to  anyone  who  needs  help  with  a 
writing  problem.  Editorial  consultation  really 
differs  little,  fundamentally,  from  bedside  con- 
sultation. Advice  is  offered  but  is  never  binding 
on  its  seeker.  Sometimes  it  is  helpful.  It’s  free 
for  the  asking. 


manuscript  preparation 


Manuscripts  submitted  to  a medical  journal  for 
possible  publication  should  conform  to  certain  stand- 
ards. These  are  more  or  less  mechanical  and  have 
nothing  to  do  with  literary  quality.  They  apply 
directly  to  the  secretarial  task  of  manuscript  prepar- 
ation. Each  journal  has  its  own  requirements,  based 
on  its  editorial  style.  Those  following  apply  to 
material  prepared  for  northwest  medicine  although 
many  are  well  known  standards. 

1.  Submit  original  typed  copy  and  one  carbon 
copy.  Retain  two  copies  in  file. 

2.  An  abstract  of  50  to  150  words  is  required. 
It  should  be  an  epitome  or  condensation  of  the 
article.  It  should  not  be  a list,  or  a mere  catalog  of 
contents.  Complete  sentences  should  be  used  and 
the  abstract  should  carry  positive  statements  con- 
densed from  the  body  of  the  communication.  Ab- 
stract construction  is  easier  when  the  article  follows 
an  outline  prepared  before  the  writing  is  started. 

3.  Use  a good  grade  of  bond  paper,  8-1/2x11. 
Do  not  use  onion  skin  types. 

4.  Use  pica  or  IBM  type  if  possible.  Elite  type 
is  less  desirable  but  may  be  used.  Do  not  use  a 
machine  which  has  upper  case  letters  only. 

5.  Leave  top  one-third  to  one-half  of  first  page 
blank.  This  leaves  room  for  editor’s  direction  to 
printer. 

6.  Place  title  on  separate  sheet  using  upper 
and  lower  case  letters.  Center  author’s  name  and 
city  below  title.  Spell  out  the  name  of  the  state. 
Where  more  than  one  author  is  listed,  place  a 


virgule  (/)  between  series  of  names,  such 
as:  John  Doe,  M.D.  Seattle,  Washington  / Joe  Smith, 
M.D.  Portland,  Oregon  / Jim  Brown,  M.D.  / Wil- 
liam White,  M.D.  Astoria,  Oregon. 

7.  First  line  of  each  paragraph  should  be  in- 
dented five  spaces. 

8.  Double  space  all  typing  and  use  one  side  of 
paper  only.  Case  reports  and  quotations  may  be 
indented  but  not  single  spaced.  Printer  will  be 
instructed  how  to  set  type  when  manuscript  is 
edited. 

9.  Leave  1-1/2  inch  margins  on  both  sides. 

10.  Refer  with  extreme  care.  Number  references 
consecutively  as  they  appear  in  the  manuscript.  Use 
author’s  name,  title  of  paper  in  lower  case  with 
initial  capital  only,  name  of  journal  abbreviated  to 
standard  of  Index  Medicus,  volume,  inclusive  pages, 
(date  if  weekly)  and  year.  Following  is  an  example 
of  the  form  in  which  references  should  be  submitted: 
1 Sherman,  R.  S.,  Varicose  veins;  further  findings 
based  on  anatomic  and  surgical  dissections,  Ann 
Surg  130:218-232  (August)  1949. 

11.  Use  only  those  references  actually  referred 
to  in  the  manuscript. 

12.  Use  superior  reference  figures,  written  by  dis- 
engaging ratchet  and  lowering  paper  about  one  line. 

13.  If  reference  numbers  are  in  series,  use  only 
first  and  last  with  hyphen  between.  For  example, 
6-11  rather  than  6,  7,  8,  9,  10,  11. 

14.  Use  quotation  marks  only  for  specific  quo- 
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tation  from  a speech  or  from  previously  published 
material. 

15.  Use  italics  sparingly. 

16.  Use  subheads.  They  aid  the  author  in  organ- 
ization of  material  and  aid  the  reader  in  finding 
what  he  needs. 

17.  Start  subheads  at  left  margin.  Copy  them  in 
order  and  submit  on  a separate  sheet  to  facilitate 
typesetting. 

18.  Put  all  footnotes  on  separate  sheet.  Do  the 
same  with  all  references  and  all  captions.  These 
are  set  in  different  varieties  of  type  and,  sometimes, 
on  different  Linotype  machines. 


19.  Submit  each  table  on  a separate  sheet.  Check 
and  double  check  all  mathematics,  including  addition 
and  subtraction,  after  final  copy  is  prepared.  Credi- 
bility of  an  entire  paper  can  be  destroyed  by  a 
single  error. 

20.  Number  tables  in  one  series,  figures  in  anoth- 
er. A table  is  a condensation  of  pertinent  material 
presented  in  type,  arranged  in  columns.  A figure 
is  any  graphic  device,  including  photographs  and 
drawings,  employed  to  convey  information  without 
use  of  type  except  for  clarification  or  for  identifi- 
cation of  graphic  elements. 

21.  Approximate  location  of  tables  or  figures 
should  be  indicated  in  margin  if  not  referred  to  di- 
rectly in  manuscript. 


illustrations 


Illustrations  submitted  with  medical  manuscripts 
may  be  intended  to  serve  one  or  more  of  several 
purposes.  They  may  be  intended  only  to  embellish 
the  article  or  they  may  be  intended  to  convey  in- 
formation. They  may  amplify  or  clarify  the  written 
message  or  they  may  carry  the  entire  communication 
with  the  written  portion  only  amplifying  or  clarifying 
the  illustrations.  They  should  be  prepared  or  chosen 
with  great  care  in  order  to  serve  the  desired  pur- 
pose to  the  best  possible  advantage.  The  reader  can- 
not escape  the  impact  of  the  illustrations  with  any 
medical  article.  He  observes  them  well  in  advance 
of  his  reading  and  may  be  attracted  by  high  quality 
illustrations,  repelled  by  those  less  attractive. 

1.  Illustrations  are  desired. 

2.  Authors  are  not  charged  for  illustrations  in 
black  and  white.  Color  printing  is  available  if  the 
author  wishes  to  pay  for  part  of  the  added  cost  of 
printing  in  color. 

3.  Illustrations  may  be  of  any  size  but  are  most 
conveniently  handled  if  not  larger  than  8x10  or 
smaller  than  4x5.  Most  are  reduced  when  printing 
plates  are  made  and  some  are  cropped. 

4.  Plan  for  reduction  to  3 inches  or  6 inches  in 
width.  Effect  of  reduction  may  be  judged  by  ob- 
serving through  a biconcave  lens. 

5.  Caption  for  photomicrographs  must  include 
information  as  to  exact  degree  of  enlargement.  Ad- 
justment of  the  statement  will  be  made  if  the  illus- 
tration is  reduced  in  printing. 

6.  Photographs  should  not  be  mounted. 

7.  All  photographs  should  be  submitted  as  black 
and  white,  glossy  prints. 

8.  Do  not  write  on  the  back  of  photographic 
prints  except  to  number  them  and  indicate  top, 
using  very  soft  pencil  and  no  pressure.  Attach  num- 


bered caption  by  cellophane  tape  hinge.  Copy  cap- 
tions, in  order,  on  a separate  sheet. 

9.  Do  not  use  paper  clips. 

10.  Indicate  top  on  all  illustrations. 

11.  Employ  professional  illustrators  or  photo- 
graphers unless  you  have  unusual  ability  in  these 
fields.  Even  the  simplest  line  drawing  reflects  the 
talent  of  the  one  who  produces  it. 

12.  Use  multiple  light  sources  with  dominant 
cross  light  when  taking  photographs.  This  is  par- 
ticularly important  if  contour  or  texture  is  to  be 
shown. 

13.  In  before  and  after  studies  keep  precise  rec- 
ords of  pose,  background,  lighting,  exposure,  devel- 
opment, and  printing.  Duplicate  conditions  for  both 
photographs.  Lighting  is  the  most  important  factor. 

14.  Do  not  rely  on  drug  store  type  of  photograph- 
ic finishing.  Employ  a qualified,  responsible,  profes- 
sional photographer. 

15.  If  photographs  or  x-rays  need  clarification, 
submit  with  them  a line  drawing  outlining  the  sig- 
nificant features. 

16.  Some  art  work  can  be  copied  photographically 
without  loss  of  quality.  This  should  be  done  if 
original  art  is  to  be  preserved.  Submit  glossy  prints. 

17.  X-rays  should  be  photographed  on  black  and 
white  film  and  submitted  as  glossy  prints.  They 
should  be  in  the  negative  phase  as  seen  on  the  view 
box.  Brand  and  type  of  negative  film  should  be 
chosen  to  register  the  significant  portion  of  the  origi- 
nal. Be  sure  the  prints  show  very  clearly  what  is 
seen  on  the  original  films— some  detail  is  always  lost 
when  engravings  are  made.  Masking  and  dodging 
are  sometimes  required  in  order  to  present  on  the 
printed  page  what  is  seen  readily  on  the  view  box. 
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Retouching  may  be  necessary  but  if  used,  should 
be  noted  in  the  caption.  Good  result  in  copying 
x-rays  is  not  always  obtained  easily.  Experienced 
help  is  sometimes  essential.  If  x-rays  are  enlarged  or 
reduced,  keep  magnification  or  reduction  to  same 
scale  throughout  a series. 

18.  If  a living  person  is  identifiable  in  a photo- 
graph, duplicate,  signed,  model  release  must  be 
obtained.  Provide  one  copy  with  manuscript  and 
keep  the  other  in  file. 

19.  If  illustrations  are  to  be  copied  from  previous 
publication,  legal  release  must  be  obtained  from 
author  and  publisher.  Release  must  be  submitted 
with  manuscript.  Previously  printed  halftones  are 
not  good  material  from  which  to  make  engravings; 
an  unpleasant  interference  pattern  is  sometimes  pro- 
duced by  the  screening. 


20.  Submit  line  drawings  and  graphs  in  black  and 
white  unless  prepared  to  pay  for  color  printing. 
Color  in  graphs  is  not  necessarily  expensive  and  can 
be  published  from  transparent  overlays,  prepared 
on  the  drawing  board.  Bar  graphs  and  similar  pre- 
sentations may  be  improved  by  pattern  material 
printed  on  transparent  base.  Graph  construction  is 
sometimes  aided  by  cross  section  paper  bearing 
lines  that  do  not  register  on  the  printing  plate.  These 
special  materials  may  be  obtained  in  most  stores 
selling  graphic  art  materials. 

21.  Illustrative  material  should  be  mailed  flat, 
with  adequate  protection  by  cardboard  or  other 
stiffner.  Corners  are  especially  vulnerable  to  damage 
in  the  mail.® 

500  Wall  St.  (98121) 


Handmaidens  of  Medicine 

The  earlier  exploiters  of  the  boy-meets-girl  theme  relied  heavily  upon  such  exotic 
settings  as  the  burning  sands  of  the  desert,  the  canals  of  Venice  or  a foreign  embassy. 
Nowadays  the  glamor  of  such  places  has  gone,  and  in  their  place  we  have  the  mystery- 
laden hospital,  the  white-tiled  corridors,  the  hushed  operating  room  with  the  principals 
muttering  extracts  from  medical  textbooks.  So  far  the  morgue  and  the  anatomy  room 
have  not  appeared  as  the  scene  of  romance,  but  give  our  enterprising  popular  novelists 
time.  Clinical  high  romance  is  with  us. 

The  trouble  with  all  the  writing  in  this  genre  is  that  while  the  doctor  is  struggling 
in  epic  fashion  with  open-heart  surgery,  or  is  pinned  down  with  a case  of  nephrosis  in 
the  pediatric  ward,  or  is  receiving  forceps  and  episiotomy  scissors  from  devoted  nurses 
breathless  with  adoration,  there  is  no  mention  whatever  of  the  doctor’s  spouse  who 
is  at  home  all  the  while  sparring  with  the  telephone,  keeping  the  hero’s  dinner  warm, 
and  changing  the  diapers  of  his  offspring.  In  these  days  of  rugged  realistic  writing 
surely  some  attention  should  be  paid  to  the  handmaidens  of  medicine— the  wives  of 
these  medical  heroes. 

E.  P.  Scarlett,  M.D.,  Medical  Jackdaw,  Group  Practice,  12:560  (Sept)  1963. 
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Study  of  Glycolysis  in  Plasma  and  Serum 

THOMAS  J.  M c M I L L I N,  M.T.  / GORDON  LaZERTE,  M.D.  Seattle,  Washington 


Difficulties  and  confusion  confronting  the  clini- 
cal laboratory  in  drawing  or  receiving  specimens 
for  blood  sugar  determinations  are  well  known 
to  all.  Blood  with  fluoride  preservative  is  use- 
less for  many  other  procedures,  including  enzy- 
matic determinations  of  glucose.1 

A consideration  of  the  erythrocyte  metabolism, 
and  of  the  rationale  for  procedures  for  determin- 
ing erythrocyte  glucose-6-phosphate  dehydro- 
genase deficiencies  suggest  that  glycolysis  in 
whole  blood  is  primarily  erythrocytic;  and  that 
plasma  removed  from  red  cells  in  freshly  drawn 
blood  might  maintain  a stable  glucose  level  for 
appreciable  periods  of  time.2-5 

An  experiment  was  designed  to  determine 
what  effects  hemolysis,  fibrin  enmeshment  of 
erythrocytes  (coagulation),  separation  of  plasma 
and  serum  from  erythrocytes,  and  time  and  tem- 
perature might  have  on  glucose  levels. 

methods 

Four  hundred  sixty  seven  blood  sugar  deter- 
minations were  done  on  specimens  drawn  from 
50  random  patients  without  regard  for  age,  sex, 
race,  or  general  physical  condition,  except  that 
bloods  showing  hyperbilirubinemia,  micro- 
spherocytosis, or  any  anemic  state  were  purpose- 
ly excluded.  These  exclusions  were  to  ensure 
against  abnormalities  in  erythrocyte  metabolism. 

Blood  sugars  were  performed  by  the  method  of 


abstract 

mcmillin,  t.  j.,  g.  lazerte  (St.  Frances  Xavier 
Cabrini  Hospital,  Seattle,  Washington,  USA.)  Study 
of  Glycolysis  in  Plasma  and  Serum.  Northwest  Med 
63:39-40  (Jan)  1964. 

A study  is  presented  which  indicates  that  gly- 
colysis is  effectively  blocked  for  appreciable 
periods  of  time  by  coagulation,  and  that  the 
separation  of  serum  or  plasma  from  the  red 
blood  cells  will  yield  fluid  which  is  glucose  stable 
for  several  days. 


•Standard  deviation  for  the  procedure  was  established 
by  performing  a blood  sugar  determination  on  a frozen 
plasma  pool  on  thirty  consecutive  days.  One  standard 
deviation  is  plus  or  minus  2 per  cent  of  the  mean  value. 


Folin  and  Wu.  The  control  specimens  were 
sodium  fluoride  preserved  and  samples  of  hepa- 
rinized blood  and  unoxalated  blood  were  ob- 
tained simultaneously. 

The  various  substrates  (Table  1)  were  ob- 
tained and  processed  as  follows: 

Unpreserved  plasma  was  separated  from  the 
cells  immediately  after  centrifugation  and  placed 
in  clean  dry  tubes. 

Aliquots  of  unpreserved  serum  were  placed 
in  clean  dry  tubes  and  the  rest  of  the  serum  was 
left  in  contact  with  the  clot. 

Five  of  the  clotted  samples  were  hemolyzed 
mechanically,  a portion  of  the  serum  removed 
and  centrifuged,  and  the  supernate  transferred 
to  clean  dry  tubes.  The  remainder  of  the  hemo- 
lyzed serum  remained  on  the  clot. 

Five  clotted  samples  were  permitted  to  stand 
at  room  temperature  for  up  to  six  hours  prior 
to  centrifugation. 

A portion  of  each  plasma  and  serum  was 
placed  in  the  37  C water  bath  and  blood  sugar 
determinations  were  made  at  2,  4,  6 and  24 
hours.  Duplicate  samples  of  these  plasmas  and 
sera  were  left  at  room  temperatures  (73-86  F) 
for  a period  of  96  hours,  with  blood  sugar  de- 
terminations run  at  24  hour  intervals. 

Aliquots  of  plasmas  standing  at  room  tem- 
perature for  48  hours  were  taken  and  auto- 
genous packed  red  cells  were  returned  with 
micro-pipettes.  Hemacytometer  counts  ranged 
from  500  to  4000  rbc/cmm  in  the  various  sub- 
strates. A portion  of  each  red  cell  treated 
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mcmillin,  t.  j.,  g.  lazerte  (St.  Frances  Xavier 
Cabrini  Hospital,  Seattle,  Washington,  USA.)  Study 
of  Glycolysis  in  Plasma  and  Serum.  Northwest  Med 
63:39-40  (Jan)  1964. 

Este  estudio  indica  que  la  coagulacion  de  la 
sangre  bloquea  efectivamente  la  glicolisis  (cau- 
sada  por  los  eritrocitos)  por  un  periodo  de  tiempo 
significante . 

Con  la  pronta  separacion  del  suero  o plasma , 
se  obtiene  un  especimen  con  niveles  de  glucosa 
estables  por  varios  dtas. 
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Table  I 


Mean  Values  of  467  Blood  Sugar  Determinations  at  Timed  Intervals 

in  MGM%: 

Number 

of 

Cases 

Substrate 

OHr. 

24  Hr. 

48  Hr. 

72  Hr. 

a. 

Plasma  with  RBC  (500-4000/cmm)  at  37  C. 

6 

150 

20 

b. 

Cell  Free  Serum  or  Plasma  at  37  C. 

50 

170 

167 

c. 

Hemolyzed  Serum  at  37  C. 

5 

87 

84 

d. 

Plasma  with  500-1000  RBC/cmm  at  Rm.  Temp. 

2 

113 

110 

66 

20 

e. 

Plasma  with  1000-2000  RBC/cmm  at  Rm.  Temp. 

2 

109 

104 

32 

20 

f. 

Plasma  with  3000-4000  RBC/cmm  at  Rm.  Temp. 

2 

228 

221 

20 

g. 

Serum  or  Plasma  at  Rm.  Temp. 

50 

170 

173 

168 

174 

fi. 

Hemolyzed  Serum  at  Rm.  Temp. 

5 

87 

90 

85 

88 

i. 

Serum  on  Clot  at  Rm.  Temp. 

9 

96 

99 

94 

i 

Serum  on  Clot  with  Free  RBC  at  Rm.  Temp. 
Hemolyzed  Serum  on  Clot  with  Over  1,000,000  Free 

4 

96 

92 

66 

20 

RBC/cmm  at  Rm.  Temp. 

5 

87 

20 

plasma  was  incubated  at  37  C for  24  hours,  and 
an  identical  portion  was  left  at  room  tempera- 
ture. Blood  sugars  were  run  on  each  of  these 
plasmas  at  24  hour  intervals  until  glycolysis 
was  complete. 

results 

1.  Plasma  and  serum  glucose  remained  stable 
for  24  hours  at  37  C. 

2.  Plasma  and  serum  glucose  remained  stable 
for  96  hours  at  room  temperature. 

3.  Serum  remaining  on  clots  at  room  tempera- 
ture was  glucose  stable  for  48  hours  if  no  free 
erythrocytes  were  pooled  in  the  tube.  Four 
serum  samples  with  demonstrable  free  erythro- 
cytes at  the  bottom  of  the  tubes  showed  glucose 
losses  of  20  to  40  per  cent  at  48  hours.  These 
sera  were  comparable  to  plasma  with  500-1000 
rbc/cmm  at  room  temperature. 

4.  Hemolyzed  serum  was  glucose  stable  for 
24  hours  at  37  C (no  further  37  studies  were 
made)  and  the  hemolyzed  serum  at  room  tem- 
perature was  glucose  stable  for  72  hours.  Hemo- 
lyzed serum  remaining  in  contact  with  the  clot 
showed  complete  glycolysis  in  24  hours  at  room 
temperature.  Red  cells  freed  form  the  clots 
during  hemolysis  exceeded  1,000, 000/ cmm. 

5.  Clotted  blood  left  standing  at  room  tem- 
perature for  six  hours  prior  to  centrifugation 
had  the  same  blood  sugar  values  as  the  fluoride 
control  samples. 

6.  Plasma  with  pipette  introduced  erythrocytes 
(500-4000/ cmm)  showed  complete  glycolysis 
at  24  hours  when  incubated  at  37  C. 

7.  Plasma  with  pipette  introduced  erythrocytes 
(500-1000  rbc/cmm)  showed  glucose  stability 
for  24  hours  at  room  temperature,  and  an  aver- 
age 40  per  cent  loss  of  glucose  at  48  hours. 


Plasma  with  1000-2000  rbc/cmm  was  glucose 
stable  at  room  temperature  for  24  hours,  and 
showed  an  average  70  per  cent  loss  at  48  hours. 
Plasma  with  3000-4000  rbc/cmm  was  glucose 
stable  for  24  hours  and  showed  complete  gly- 
colysis at  48  hours. 

8.  The  mean  values  are  shown  in  Table  1. 
conclusions 

1.  Coagulation  effectively  blocks  glycolysis 
for  appreciable  periods  of  time. 

2.  Serum  and  plasma  are  glucose  stable  for 
several  days  at  room  temperature. 

3.  Release  of  intracellular  glycolytic  enzymes 
into  serum  by  mechanical  destruction  of  ery- 
throcytes does  not  alter  the  glucose  stability 
of  serum  either  at  room  temperature  or  37  C. 

4.  Erythrocytes  freed  from  clots  resume  their 
utilization  of  glucose,  and  glycolysis  results 
promptly  and  sharply  at  37  C.  At  room  tempera- 
ture, although  the  glycolysis  resumes  on  freeing 
of  cells  from  the  clots,  the  glucose  loss  is  more 
particularly  in  proportion  to  the  number  of 
freed  erythrocytes,  and  does  not  appear  to  be 
exponential  from  zero  time.  ■ 

St.  Frances  Xavier  Cabrini 
Hospital  (1)  (McMillin) 
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Vaginal  Cytology  Following  Radiotherapy 
for  Carcinoma  of  the  Cervix 


JOHN  T.  JENKINS,  CAPTAIN,  U.S.A.F.,  M.C.  U.S.A.F.  Academy,  Colorado 
C.  V.  ALLEN,M.D.  Portland,  Oregon 


Vaginal  cytology  is  well  established  as  an  effec- 
tive screening  test  for  detection  of  carcinoma  of 
the  cervix.  It  is  to  be  credited  with  markedly 
decreased  incidence  of  invasive  carcinoma  of 
the  cervix  where  the  test  has  been  widely  used. 
However,  following  radiation  therapy  for  this 
neoplasm,  the  test  appears  to  lose  much  of  its 
reliability. 

The  charts  of  all  patients  receiving  radiation 
therapy  for  carcinoma  of  the  cervix  between 
1947  and  1962,  at  the  University  of  Oregon  Medi- 
cal School  Hospital  and  Clinics,  were  analysed. 
One  hundred  and  forty  one  cases  had  adequate 
follow-up  for  evaluation.  All  stages  of  disease 
were  represented  in  this  group. 

From  1947  to  1959,  patients  were  treated  with 
intracavitary  radium  and  orthovoltage  external 
irradiation.  Since  1959,  the  external  irradiation 
with  a 2,000,000  volt  Van  De  Graaff  generator 
has  replaced  the  orthovoltage  component  of 
therapy.  A few  suitable  cases  have  been  treated 
with  the  Van  De  Graaff  generator  and  medium 
voltage  transvaginal  irradiation. 

A survey  of  results  of  cytological  finding  in 
the  141  cases  following  radiation  therapy  for 
carcinoma  of  the  cervix  is  shown  in  table  1. 
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Misleading  cytologic  reports  were  obtained 
in  18  per  cent  of  141  cases  examined  after  radi- 
ation therapy  for  cancer  of  the  cervix.  Half  were 
false  positives  and  half  were  false  negatives. 
This  is  a post-radiation  change  in  reliability  and 
indicates  placing  more  reliance  on  clinical  find- 
ings, less  on  cytology. 


Table  1 


Cytological  Finding  in  141  Cases  Following  Radiation  Therapy 


Result 

Number 

% 

True  Positive 

17 

12 

False  Positive 

12 

9 

False  Negative 

13 

9 

True  Negative 

97 

70 

Although  the  cytology  seemed  an  accurate 
index  of  presence  or  absence  of  carcinoma  in 
82  per  cent  of  the  cases,  18  per  cent  were  mis- 
leading. This  represents  9 per  cent  false  posi- 
tives and  9 per  cent  false  negatives.  Of  31  pa- 
tients with  persistent  disease,  the  smear  was 
accurate  in  only  56  per  cent.  This  is  not  sur- 
prising, since  many  failures  in  radiation  treat- 
ment of  carcinoma  of  the  cervix  are  due  to  per- 
sistent disease  in  the  adenexal  areas,  with  steril- 
ization of  the  carcinoma  in  the  cervix  per  se. 
Such  persistence  of  disease  will  not  be  detected 
by  cytology. 

A review  of  the  literature  shows  two  other 
series  with  similar  results.  Kaufman  reports  13 
per  cent  false  positives.1  A more  detailed  study 
by  Talbert  shows  20  per  cent  false  positives  and 
30  per  cent  false  negatives.2 
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Erroneous  reportes  citologicos  fueron  obteni- 
dos  en  18  por  ciento  de  141  casos  examincidos 
posteriormente  a irradiacion  de  cancer  del  cuello 
uterino.  De  ese  18  por  ciento,  la  mitad  fueron 
falsos  positivos  y la  otra  mitad  falsos  negativos. 
Esto  es  debid o a alteraciones  producidas  por 
la  radiacion.  En  estos  casos,  debe  uno  confiar 
mas  en  datos  clmicos  que  en  el  resultado  de  la 
investigacion  citologica. 
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Vaginal  cytology  is  a well  established  screen- 
ing method  for  detecting  carcinoma  of  the  cervix. 
However,  it  is  not  generally  appreciated  that  the 
changes  induced  by  therapeutic  radiation  often 
cause  difficulty  in  determining  persistence  of 
carcinoma.  At  our  institution,  a study  of  141  pa- 
tients shows  18  per  cent  in  false  positive  or  false 
negative  group.  A false  negative  may  lead  to 
tragic  complacency  and  false  positives  to  un- 
necessary radical  treatment.  Because  of  the 
change  in  reliability  of  vaginal  cytology  follow- 
ing radiation  therapy  for  carcinoma  of  the  cer- 


vix, we  feel  more  reliance  should  be  placed  on 
the  clinical  findings  and  less  upon  the  smears  * 

7625  T.  H.  Base 
U.S.A.F.  Hospital 

Requests  for  reprints  of  this  article  should  be  addressed 
to  Dr.  Allen.  3181  S.W.  Sam  Jackson  Park  Road,  University 
of  Oregon  Medical  School,  Portland,  Oregon. 

REFERENCES 

1 Kaufman,  R.  H„  Topek,  N.  H„  and  Wall,  J.  A.,  Late 
irradiation  changes  in  vaginal  cytology,  Amer  J Obstet 
Gynec  81:859-866  (May)  1961. 

2 Talbert,  L.  M.,  Palumbo,  L.,  Brame,  R.  G.,  Homer, 
A.  W.,  Swanton,  M.,  Exfoliative  cytology  in  treated  cer- 
vical malignancies,  Southern  Med  J 55:457-460  (May)  1962. 


A Psychiatric  Clinic's  First  Year 

R.  CRAWSH  AW.M.D.  / H.  FREE,  M.S.  W.  / M.  GREENBAUM,  Ph.D.  Beaverton,  Oregon 


Primary  purpose  of  this  paper  is  to  describe 
the  development  and  early  operation  of  a com- 
munity psychiatric  clinic.  Most  of  the  literature 
reviewed  in  the  process  of  establishing  the  clinic 
was  written  by  those  who  had  set  up  clinics  a 
number  of  years  prior  to  writing,  after  they  had 
advanced  to  administrative  posts  in  state  or 
federal  activities.4  6_s  10 12  Thus,  they  tended  to 
tell  how  to  establish  a clinic  rather  than  what 
happened.  Our  experience  is  fresh,  and  we  feel 
free  from  the  need  or  responsibility  of  telling 
others  how  to  do  it. 

The  secondary  purpose  of  this  paper  is  to 
contribute  to  the  sociological  study  of  a com- 
munity' clinic.  As  sociologists  expand  their  pres- 
ent interest  in  the  hospital  ward  and  hospital 
to  the  community  clinic,  we,  as  clinicians,  look 
to  developing  the  kinds  of  insights  for  the  com- 
munity clinic  that  has  developed  for  the  hospital 
ward.  This  paper  may  hasten  the  development. 

The  Tualatin  Valley  Guidance  Clinic  senices 
Washington  County,  the  county  directly  west 
of  Portland,  Oregon.  The  Tualatin  Valley  is 
part  of  the  promised  land  that  the  pioneers 
trekked  to  over  the  Oregon  Trail.  In  this  shel- 
tered, fertile  area,  surrounded  by  low  mountains, 
the  pioneers  settled  down  to  farming  and  to 
quietly  preserving  the  conservative,  frugal  values 
of  their  predominantly  New  England  back- 


ground. On  the  other  side  of  the  mountains, 
which  border  the  eastern  end  of  the  Valley,  a 
different  development  of  commerce  and  industry 
eventually  culminated  in  the  present-day  metro- 
polis of  Portland.  Oregon.  However,  it  was  not 
until  about  ten  years  ago  that  the  city  popu- 
lation spread  over  the  mountain,  spilling  into  the 
valley,  and  converting  the  eastern  end  of  Wash- 
ington County  into  a typical,  modem,  suburban 
community. 

Coinciding  with  the  advent  of  urban-sub- 
urban-rural  problems,  interest  arose  in  the  coun- 
ty for  a mental  health  clinic.  Approximated  five 
years  ago  a group  of  public-spirited  citizens 
began  organizing  community  support  for  such 
a clinic.  They  were  prompted  in  part  by  the 
Washington  County  Council  of  Social  Agencies, 
and  by  their  direct  interest  in  improving  com- 
munity mental  health.  In  March,  1961,  eight 
individuals  formed  the  Board  of  Directors  of 
the  Tualatin  Valley  Guidance  Clinic  as  a non- 
profit agency.  Following  their  incorporation, 
they  approached  a local  charitable  foundation 
and  secured  a grant  of  $40,000  to  be  spent  over 
two  and  one-half  years.  They  originally  asked 
for  $16,000,  but  after  further  consultation  applied 
for  more  money  since  the  first  amount  was  not 
sufficient  seed  money  for  an  adequate  start. 

Armed  with  this  grant,  the  Board  took  their 
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first  concrete  action  by  hiring  a full-time  social 
worker.  After  considerable  searching  they  lo- 
cated the  best  candidate,  a former  resident  of 
the  area  who  was  then  working  three  thousand 
miles  away  as  director  of  a mental  health  associ- 
ation. He  was  hired  in  May  and  began  work 
in  August.  When  the  position  of  full-time  social 
worker  had  been  filled  the  Board  took  steps  to 
find  a clinic  medical  director  who  would  work 
one  day  per  week.  They  turned  to  the  established 
child  guidance  clinic  in  Portland  to  obtain  the 
services  of  a part-time  psychiatrist.  In  searching 
for  personnel,  the  Board  set  and  maintained  the 
standard  that  employees  should  have  the  aca- 
demic background  commensurate  with  their  re- 
sponsibility. Thus,  aside  from  other  requirements, 
the  social  worker  had  to  have  an  M.S.W.  degree, 
the  psychiatrist,  board  qualification,  and  the 
psychologist,  a Ph.D.  degree. 

location 

In  June,  the  Board  met  with  the  Clinic  Di- 
rector ( the  psychiatrist ) and  determined  that 
the  physical  location  of  the  clinic  would  be  in 
one  of  the  eastern  suburbs  rather  than  in  the 
central  county  seat.  The  issue  involved  was 
characteristic  of  many  that  would  follow,  for 
it  was  one  example  of  testing  which  set  of  values 
should  be  responded  to:  rural,  suburban,  or 
urban. 

Prior  to  1955  mental  health  resources  were 
considered  by  Washington  County  as  an  urban 
luxury  to  be  secured  from  Portland.  However, 
with  the  establishment  of  the  clinic,  Washington 
County  acknowledged  its  special  needs  and  de- 
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A community  psychiatric  clinic , in  a suburb  of 
Portland,  Oregon  serves  those  under  eighteen 
years  of  age.  The  staff  of  psychiatrist,  social 
worker  and  psychologist,  conserve  time  by  hold- 
ing group  meetings  for  parents  of  patients  ad- 
mitted. Fees  are  based  on  cost  per  hour  of  staff 
time  actually  devoted  to  patients.  The  staff 
strives  for  identity  with  the  community  but  puts 
service  above  interpersonal  and  public  relation- 
ships. Further  development  will  be  pointed 
toward  better  comunity  service. 


dared  its  independence.  Attempts  to  fulfill  these 
special  needs  characteristically  started  as  a di- 
rect imitation  of  a model,  urban,  clinic,  such  as 
the  one  in  Portland,  adapted  to  rural  setting  in 
the  suburban  area,  convenient  to  the  urban  con- 
sulting services,  yet  reasonably  accessable  to  the 
rural  area.  Subsequent  experience  has  shown 
that  the  people  of  the  county  are  so  mobile 
through  the  use  of  automobiles  that  the  location 
is  of  less  importance  than  adequate  parking  space 
once  patients  arrive. 

Selection  of  office  space  came  to  a choice  be- 
tween offices  upstairs  over  an  old  store  in  the 
rural  county  seat,  or  a small  suite  of  new  offices 
in  a professional  center  in  one  of  the  suburban 
towns.  The  choice  fell  to  the  latter.  The  clinic 
now  has  a reception  room,  two  consulting  rooms, 
and  a staff  room.  These  are  not  desirable  offices 
for  square-footage,  sound-proofing,  and  heat- 
ing; but  they  are  new  and  physically  attractive. 
It  was  felt  by  both  staff  and  board  that  new 
offices  would  establish  the  clinic  in  the  eyes  of 
the  community  as  a vigorous,  growing  organ- 
ization with  standards  for  physical  appearance. 

The  clinic  opened  on  the  first  of  August.  The 
first  day  was  spent  by  the  Director  and  Chief 
Social  Worker  getting  acquainted  and  painting 
office  furniture.  The  keynote  of  the  first  week’s 
operation  was  orientation,  and  time  was  spent 
visiting  clinics  in  neighboring  counties,  the  re- 
sponsible leaders  of  the  local  school  system,  and 
the  directors  of  related  social  agencies. 
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Este  papel  trata  de  una  pequeha  clinica  psi- 
quidirica  establecicla  en  un  suburbio  de  Port- 
land, Oregon,  y sirviendo  a personas  menores 
de  18  anos.  El  personal  compuesto  de  un  psi- 
quiatra,  un  trabajador  social  y un  psicologo, 
economiza  tiempo  celebrando  sesiones  en  grupo 
para  los  padres  de  los  pacientes  vistos.  Los  costos 
para  el  paciente  varian  de  acuerdo  al  tiempo 
dedicado  al  dicho  paciente.  El  personal  se  es- 
fuerza  en  identificarse  con  la  comunidad,  sin 
embargo  pone  servicio  por  arriba  de  relaciones 
interpersonales  y ptiblicas  y tiene  como  un  mejor 
servicio  para  la  comunidad. 
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sfaff  inadequate 

The  first  patient  was  seen  during  the  second 
week  of  operation.  Attempts  to  carry  through 
the  standard  psychiatric  team  approach  quickly 
floundered  from  the  lack  of  a psychologist.  At- 
tempts by  the  psychiatrist  and  social  worker  to 
fill  in  for  the  missing  teammate  were  so  inade- 
quate and  frustrating,  that  the  Board  was  immedi- 
ately apprised  of  the  problem,  and  authority 
to  hire  a psychologist  secured  even  though  there 
was  no  money  budgeted.  When  the  psychologist 
was  added  on  a part-time  basis  one  month  later, 
the  clinical  team  began  to  function  in  an  ade- 
quate fashion  for  diagnosis  and  recommenda- 
tions. 

As  Washington  County  contains  approximately 
100,000  people  and  the  staff  numbered  three, 
some  immediate  limitations  on  who  would  be 
seen  were  quickly  established.  Although  the 
Board  originally  planned  that  the  clinic  should 
serve  broad  community  mental  health  needs,  it 
was  now  decided  that  the  clinic’s  limited  pro- 
fessional time  should  begin  with  a focus  on  a 
children’s  service.  Using  eighteen  years  as  the 
upper  age  limit,  and  with  an  anticipated  five 
per  cent  incidence  of  emotional  disorder  among 
children  of  the  county,  the  clinic  was  estimated 
to  have  fifteen  hundred  cases  at  once— much 
more  than  the  staff  could  work  with.  This  pre- 
diction has  proved  to  be  correct. 

The  clinic’s  philosophy  toward  waiting  lists 
has  not  been  rigidly  determined.  Thus,  there 
are  waiting  lists  for  first  contacts,  for  evaluation, 
and  for  treatment.  The  staff  accepts  the  length- 
ening waiting  lists  as  a part  of  reality  which 
need  not  be  feared  or  ignored.  Rather,  the  wait- 
ing lists  are  seen  as  part  of  the  challenge  to  do 
the  best  we  can  with  the  clinic’s  resources. 

group  meetings 

The  first  major  innovation  attempted  by  the 
staff  was  a group  intake  meeting  for  parents  of 
all  children  coming  to  the  clinic.  We  found  that 
much  valuable  staff  time  was  lost  in  missed  in- 
dividual, initial  appointments  when  families 
through  ignorance,  resistance,  or  a combination 
of  both,  failed  to  appear.  In  addition,  there  was 
much  repetitive  work  necessary  in  educating 
each  new  family  to  the  process  of  the  clinic 
and  the  reasonable  expectations  they  could  have 
from  contact  with  the  clinic.  Partially  as  a time- 
saving device,  a biweekly  meeting  of  approxi- 
mately six  to  eight  parents  was  formed.  These 


meetings  were  the  parents’  first  direct,  pro- 
fessional contact  with  the  clinic.  During  a one 
and  one-half  hour  group  meeting  they  were 
told  how  the  clinic  operates,  and  how  their  par- 
ticular problems  might  be  met.  The  group  intake 
process  will  be  reported  in  greater  detail  else- 
where. 

financial  support 

During  the  first  months  of  operation,  a phi- 
losophy of  charging  fees  was  worked  through 
by  the  staff  and  board,  based  on:  (1)  a knowl- 
edge of  costs,  (2)  a conviction  of  worth  regard- 
ing the  professional  services  offered  and,  (3) 
the  conviction  that  responsibility  for  meeting  the 
costs  of  clinical  services  rest  with  the  patient, 
primarily,  and  secondarily,  with  the  govern- 
ment of  the  county,  state,  or  nation.  A joint 
committee  of  board  and  staff  members  carefully 
worked  through  a schedule  of  fees  appropriate  to 
the  income  and  means  of  each  patient.  To  deter- 
mine cost,  it  was  established  that  each  month 
the  number  of  dollars  spent  in  running  the  clinic 
would  be  divided  by  the  number  of  hours  spent 
by  the  staff  in  working  directly  with  patients. 
This  figure  gave  an  approximation  of  the  cost 
per  hour  per  patient,  and  has  ranged  from  $13.74 
to  $30.57.  The  figure  has  proven  extremely  use- 
ful in  establishing  fees  and  watching  the  oper- 
ation. In  charging  other  institutions,  such  as 
courts,  and  schools,  we  have  been  able  to  set 
realistic  fees  on  the  basis  of  our  knowledge  of 
cost  per  hour.  We  are  not  a charitable  organ- 
ization financially,  for  our  contribution  is  based 
on  the  need  of  the  patient  to  receive,  not  on 
the  institution’s  need  to  give. 

The  board  has  been  surprised  by  the  relative 
lack  of  cooperation  given  the  clinic  from  trusts 
and  foundations.  Aside  from  the  initial  bene- 
factor, local  foundations  and  funds  have  all 
politely  encouraged  us  to  apply,  though  without 
any  real  hope  of  being  considered  “for  a number 
of  years”,  or,  “If  we  did  help,  it  would  only  be 
ten  per  cent  of  what  you  had  asked  for  any- 
way.” In  dealing  with  these  agencies,  the  clinic 
has  strictly  avoided  the  hat  in  hand  approach  of 
modified  begging.  With  the  cushion  of  the  ori- 
ginal grant  and  conviction  of  the  value  of  our 
work,  the  clinic’s  needs  have  been  simply,  di- 
rectly, and  repeatedly  stated  to  recognized,  po- 
tentially receptive  sources  of  support. 

Perhaps  most  important  has  been  the  psy- 
chological development  of  the  clinic.  The  staff 
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has  striven  for  identity  from  the  first  day  of 
operation,  and  has  arrived  at  some  tenets  which 
have  proven,  in  this  first  year  of  operation, 
valuable.  We  believe  strongly  in  working  toward 
an  identity  within  the  community.  The  clinic 
operation  should  be  justified  by  service  rather 
than  playing  upon  any  public  fad  for  mental 
health  or  existing  simply  because  other  counties 
have  clinics.  With  this  in  mind,  the  clinic  staff 
has  not  been  directly  concerned  with  good  public 
relations,  and  this  may  prove  to  be  a shortcom- 
ing. Rapport  with  the  local  newspapers  is  good 
in  quality,  but  weak  in  quantity.  To  date,  volun- 
teer service  has  not  developed  nor  has  anyone 
organized  a guild  that  could  sponsor  bazaars, 
pancake  feeds,  or  the  like.  Neither  the  board  nor 
staff  has  worked  at  being  known  to  the  lay 
community  since  this  was  expected  to  encourage 
demand  for  services  faster  than  the  clinic  could 
fulfill  them.  However,  efforts  have  been  made 
to  acquaint  the  county  medical  society,  the 
schools,  and  the  courts  with  the  clinic  and  its 
services. 

working  as  a team 

A second  tenet  has  been  that  the  staff  is  not 
as  much  interested  in  getting  along  with  each 
other  as  in  using  staff  resources  to  a maximum 
in  helping  patients.  Thus,  the  staff  is  not  made 
up  of  people  who  primarily  fit  into  the  clinic, 
but  of  individuals  who  will  work  well  with  pa- 
tients, (not  that  these  are  mutually  exclusive). 
With  a goal-oriented  approach,  the  staff  has 
developed  a more  open  interaction  among  mem- 
bers. This  has,  we  believe,  facilitated  the  devel- 
opment of  a working  team. 

At  times,  resistance  of  the  staff  member  to 
seeing  himself  as  a team  worker  has  been  mani- 
fest. Resistance  to  the  psychological  develop- 
ment of  the  clinic  has  been  found  in  all  mem- 
bers of  the  clinic.  The  psychiatrist  for  a con- 
siderable period  of  time  thought  of  himself,  not 
as  the  director  but  as  a consultant.  Often  he 
would  look  for  someone  to  whom  he  could  pass 
his  consulting  knowledge,  only  to  find  that  the 
person  with  whom  he  wished  to  share  this  bit 
of  objective  insight  (that  is,  the  person  who 
would  make  the  decision)  was  himself.  The 
luxury  of  the  consultant  position  (being  able 
to  drop  in  and  drop  out  of  the  clinic  and  the 
clinic’s  responsibilities)  has  been  relinquished 
with  difficulty  by  the  psychiatrist.  The  social 
worker’s  resistance  to  being  a part  of  the  team, 


and  thus  a part  of  the  clinic,  manifested  itself 
in  resistance  to  recording.  Through  the  early 
months  of  operation,  the  charts  began  to  ac- 
cumulate large  numbers  of  interview  notes  which 
were  hardly  legible  to  any  other  member  of  the 
organization,  and  which  seemed  to  infer  that 
the  social  worker  had  too  much  to  do  to  be  a 
member  of  the  team.  The  psychologist  who  en- 
tered the  scene  one  month  after  the  clinic 
opened,  maintained  a rather  interesting  distance 
for  quite  awhile  in  that  he  repeatedly  encouraged 
others  to  engage;  and  although  it  is  overdrawn 
to  say  that  he  was  a cheerleader,  he  often  stayed 
out  of  the  interaction  by  encouraging  others  to 
get  in  there  and  interact.  The  secretary  displayed 
similar  actions  in  referring  to  your  clinic  when- 
ever she  talked  to  a staff  member. 

The  Board  of  Directors’  development  is  more 
difficult  to  follow  since  their  degree  of  involve- 
ment has  varied  from  person  to  person,  and  they 
have  had  little  direct  contact  with  professional 
clinic  operation.  However,  resistance  within  the 
Board  to  some  of  the  personnel  practices,  and  in 
particular  over  the  problem  of  the  length  of 
staff  vacations,  served  as  an  excellent  means 
for  welding  a board-staff  spirit.  The  staff  has 
always  attempted  to  work  through  resistances 
with  the  board,  respecting  them  as  genuine  and 
important;  while  the  board  with  tolerance  and 
understanding  has  ultimately  accepted  the  staff 
as  sincere  and  dedicated  professionals.  Board 
meetings  have  developed  emotion,  sometimes 
heated  disagreement,  but  always  close  with  a 
final  unification  of  policy  and  reconfirmation  of 
purpose.  A few  board  members  who  were  less 
interested  did  not  attend  meetings  and  were 
dropped  during  the  first  year. 

One  of  the  most  decisive  steps  taken  in  de- 
veloping an  identity  came  in  a declaration  of 
philosophy  for  the  clinic  developed  by  the  staff. 
The  statement  of  philosophy  emerged  as  the 
conflicting  staff  members  strove  to  find  where 
we  were  going.  This  was  a serious  attempt  by 
the  staff  to  put  down  in  words  our  purpose  as 
a particular  clinic  in  a particular  place.  This 
statement  was  then  circularized  to  the  board  and 
interested  parties,  and  became  the  keystone  of 
clinic  policy  giving  a point  of  reference  and 
substance  to  further  attempts  to  know  what  the 
clinic  is. 

summary 

Though  it  is  too  early  to  say,  and  in  particular 
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since  self-analysis  without  sufficient  time  for 
reflection  is  often  a questionable  pursuit,  there 
may  be  a pattern  to  the  development  of  this 
clinic  which  eventually  can  be  related  to  the 
development  of  other  clinics  or  small  institutions. 
Hertzler  has  pointed  out  that  institutions  have 
periods  of  development,  of  incipient  organiz- 
ation, efficiency,  formalism,  and  disorganization. 
Some  authorities  have  pointed  out  that  institu- 
tions are  capable  of  engendering  transference 
from  people.  The  work  of  many  public  relations 
men  is  either  to  develop  or  dispel  such  institu- 
tional images  in  the  public's  mind.  If  it  is  granted 
that  institutions  do  have  personality  traits,  pos- 
sibly the  pattern  of  development  of  these  insti- 
tutional traits  may  be  comparable  to  individual 
personality  development.  Thus,  institutions  in 
their  inception,  development,  and  maturity  may 
have  stages  of  growth,  inhibition,  and  differ- 
entiation in  some  way  comparable  to  the  per- 
sonality' development  of  individuals.  Such  a 
premise  is  only  defensible  as  a hypothesis  and 
is  here  offered  as  such.  If  the  hypothesis  proves 
correct,  then  the  clinic  could  look  for  character- 
istics in  our  beginning  operation  which  would 
be  different  from  later  characteristics.  Possibly, 
too,  the  clearest  definable  characteristics  of 
stages  of  an  institution’s  personality  develop- 


ment can  only  be  found  in  the  beginning  and 
end  of  the  institution.  The  question  of  a pattern 
to  the  clinic’s  development  will  be  pursued  in 
further  studies  but  these  conclusions  can  be 
made  at  this  point: 

1.  Establishing  a clinic  is  a dynamic  experience 
calling  for  much  broader  staff  intra-action 
than  the  established,  patient-oriented,  team- 
work which  an  academic  background  gener- 
ally gives. 

2.  There  is  a constant  temptation  to  bog  down 
in  details,  bemoan  caseloads,  or  become  pre- 
occupied with  financial  problems  rather  than 
work  at  an  understanding  of  long-range  goals. 

3.  Our  clinic’s  identity  evolves  first  from  our 
ability  to  fulfill  the  goals  we  have  set  for 
ourselves,  ultimately  from  our  ability  to  ful- 
fill the  community’s  needs. 

4.  There  appears  to  be  some  pattern,  as  yet 
undefined,  to  the  evolution  of  our  clinic  as 
a small  institution.  The  theory  of  develop- 
ment for  ours,  or  similar  small  institutions, 
is  properly  left  in  the  hands  of  the  sociolo- 
gist." 

Tualatin  Valley  Guidance  Clinic 
13777  S.W.  Farmington  Road 


Testing 

The  medical  profession  must  assume  a degree  of  responsibility  for  informing  itself 
about  laws  and  regulations  under  which  it  must  function,  about  special  problems 
arising  from  special  drugs,  and  about  the  existence  and  potential  value  of  new  drugs. 
Professional  and  scientific  societies  through  appropriate  committees  can  play  a signifi- 
cant role  in  accomplishing  these  objectives.  Moreover,  such  committees  might  well 
address  themselves  to  the  important  problem  of  the  quality  of  clinical  testing  of  drugs 
in  various  clinical  fields  of  medicine. 

Thomas  B.  Turner,  M.D.,  Dean,  Johns  Hopkins  University  School  of  Medicine, 
at  Conference  of  Professional  and  Scientific  Societies, 
Chicago,  Illinois,  June  27,  1963. 
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Are  you  a vegetarian,  Doctor? 


If  you  are  not,  then  you  can  en- 
joy a wide  variety  of  Campbell’s 
delicious  soups  made  with  fine 
meats  like  those  in  our  picture, 
combined  with  many  different 
types  of  vegetables.  You’ll  like  many  of  these  soups,  we  think, 
and  they  can  often  be  useful  in  your  practice. 

Like  all  Campbell’s  more  than  thirty  different  kinds  of  soup, 
they  can  be  a great  help  in  planning  diets  for  your  patients. 
Appealing  in  appearance,  good  in  taste  and  texture,  such 
soups  as  Beef  Noodle  or  Vegetable  Beef  may  lend  new  interest 
and  variety  to  a diet.  And,  as  you  know,  allowing  a patient 
to  eat  what  he  can  enjoy  is  more  than  half  the  battle  of  getting 
him  to  follow  the  diet  you  prescribe. 

Most  of  Campbell’s  Soups  contain  a wide  variety  of  foods 
with  a wide  variety  of  essential  nutrients.  We  are  sure  you’ll 


find  several  of  our  soups  suitable  for  almost  any  type  of  diet 
you  care  to  recommend  . . . high  protein,  low  residue,  high  or 
low  calorie.  For  a high  protein  diet,  for  instance,  you  might 
suggest  our  Beef  Soup,  with  tender  pieces  of  lean  beef,  six 
different  vegetables,  and  about  9 gm.  of  protein  in  a 7 oz.  serv- 
ing. Or,  you  could  recommend  Split  Pea  with  Ham  (about 
8 gm.  protein  in  a 7 oz.  serving)  or  Chili  Beef  (about  6 gm. 
protein).  And  incidentally,  Doctor,  if  you  are  a vegetarian, 
we  have  just  what  you’d  like:  Vegetarian  Vegetable  Soup. 

To  help  you  plan  diets,  write  today  for  a series 
of  nutritive  analyses  of  all  our  soups:  Campbell 
Soup  Company,  Dept.  13,  Camden,  N.  J. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 


SOUP 


throughout  the  wide 
middle  range  of  pain- 
control  with  one 
analgesic  formula 

PERCODAN 


Each  scored  yellow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming ), 

0.38  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain. 

Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
oral  route  . . . acts  within  5 to  15 
minutes . . . usually  provides 
uninterrupted  relief  for  6 hours 


or  longer  with  just  _/  tablet . 
rarely  causes  constipation. 


Average  Adult  Dose-1  tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications — The  habit-forming  potentialities  of 
Percodan  are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half 
the  amount  of  salts  of  oxycodone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit. 

Narcotic  order  required.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


•U.  S.  Pats.  2,628,185  and  2,907,768 


Oregon  Medical  Association— 2164  s.  w.  park  place,  Portland  5,  Oregon 


OREGON 


president  Daniel  K.  Billmeyer,  M.D.,  Oregon  City 
secy.-treas.  Ernest  T.  Livingstone,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  October  13-17,  1964,  Eugene 


R.  M.  REICHLE,  M.D.  V.  V.  LINDGREN,  M.D. 

Multnomah  County  elects  officers 


Guest  speaker  at  the  Multnomah  County  Medical 
Society’s  annual  banquet  held  December  5 was 
Edward  M.  Annis,  president  of  the  AM  A,  who  was 
in  Portland  to  attend  the  17th  Clinical  Meeting  of 
AMA. 

Raymond  M.  Reichle,  who  succeeds  G.  Prentiss 
Lee  became  the  78th  president  of  the  Society.  He 
is  a 1941  graduate  of  the  University  of  Oregon 
Medical  School.  He  served  in  the  U.S.  Army  Medi- 
cal Corps  from  1942-1946  and  was  awarded  the 
Bronze  Star.  He  is  past  president  of  the  Oregon 
Academy  of  General  Practice  and  of  the  Emanuel 
Hospital  Staff.  Dr.  Reichle  also  served  for  two  years 


McNulty  newly  appointed 

Wilbur  P.  McNulty,  38,  formerly  assistant  pro- 
fessor of  pathology  at  Yale  Medical  School,  is  the 
newly  appointed  chairman  of  the  pathology  depart- 
ment at  Oregon  Regional  Primate  Research  Center. 


as  chairman  of  the  Multnomah  County  Medical 
Society’s  Grievance  Committee. 

Verner  V.  Lindgren,  a Portland  plastic  surgeon, 
was  named  president-elect  of  the  Society  and  will 
assume  the  presidency  next  December. 

Also  elected  to  serve  as  Society  officers  for  the 
coming  year  are:  Ernest  T.  Livingstone,  first  vice- 
president;  J.  Richard  Raines,  second  vice-president; 
Alfred  J.  Kreft,  secretary;  and  Dale  C.  Reynolds, 
treasurer. 

Those  elected  to  the  Board  of  Trustees  for  two- 
year  terms  are:  Lawrence  M.  Lowell,  Louis  O. 
Machlan,  Jr.,  F.  Keith  Markee,  Ernest  H.  Price, 
George  M.  Robins,  and  George  R.  Satterwhite. 


He  received  both  his  bachelor  of  science  and  his 
doctor  of  medicine  degrees  at  Yale  University,  the 
latter  was  awarded  him  in  1952.  Dr.  McNulty  has 
also  taught  at  University  of  Pennsylvania  and  Yale 
University. 

continued  on  page  52 
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Why  treat  early, 
mild  or  labile 
hypertension? 

Current  opinion  strongly  indicates  that  the  early  control  of  mild  or  intermittent  hyper- 
tension prevents  or  delays  the  rise  of  blood  pressure  to  dangerous  levels  that  disable 
the  patient  or  shorten  his  normal  life  span.4’8,9,17  It  is  at  this  early,  still  responsive,  stage 
that  treatment  is  most  effective— blood  pressure  is  more  easily  held  in  check  and  symp- 
toms either  disappear  or  do  not  develop.  Therapy  should  be  not  only  safe  and  effective, 
but  as  free  as  possible  from  disturbing  side  effects  that  may  burden  the  often  asympto- 
matic hypertensive  patient.  Therapy  with  CAPLA  (mebutamate)  closely  meets  these 
requirements. 


the  right  therapy  for  the  early,  mild 

Brief  Summary 

Indications:  ‘Capla’  (mebutamate)  is  indicated  for  control  of  hypertension,  either  alone  in  mild  cases, 
or  in  conjunction  with  diuretics  or  peripherally  acting  hypotensive  agents  in  more  severe  cases. 
Its  mild  tranquilizing  properties  are  often  found  an  additional  benefit  to  its  antihypertensive  action. 
Side  effects:  Drowsiness  and  occasional  lightheadedness,  usually  transient,  are  often  signs  of  dosage 
higher  than  necessary  for  therapeutic  effect.  Contraindications:  There  are  no  known  contraindica- 
tions to  mebutamate. 

Complete  product  information  available  in  the  product  package  or  to  physicians  on  request. 
Dosage:  Usual  dosage,  one  300  mg.  tablet  3 or  4 times  daily,  before  meals  and  at  bedtime.  Dosage 
should  be  adjusted  to  individual  requirements;  for  example,  older  patients  may  require  lower  dosage. 
Supplied:  Each  tablet  contains  mebutamate,  300  mg.;  bottles  of  100  white,  scored  tablets. 

References:  1.  Berger,  F.  M.;  Douglas,  J.  F.;  Kletzkin,  M.;  Ludwig,  B.  J.,  and  Margolin,  S.:  The  pharmacological 
properties  of  2-methyl-2-sec-butyl-l,  3-propanediol  dicarbamate  (mebutamate,  W-583),  a new  centrally  acting  blood 
pressure  lowering  agent,  J.  Pharmacol.  & Exper.  Therap.  134: 356,  Dec.  1961.  2.  Bohensky,  F.  B.:  Mebutamate,  a 
new  drug  for  the  treatment  of  hypertension,  New  York  J.  Med.  62:841,  March  15,  1962.  3.  Carter,  F.  S.:  Experience 
with  a new  antihypertensive  agent,  Bol.  Asoc.  med.  Puerto  Rico.  54:149,  May  1962.  4.  Corcoran,  A.  C.:  Principles  of 
chemotherapy  in  hypertension,  J.  Indiana  M.  A.  55:184,  Feb.  1962.  5.  Corcoran,  A.  C.,  and  Loyke,  H.  F.:  Mebutamate 
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Why 

C A P LA(mebutamate) 

is  indicated. 


CAPLA  (mebutamate)  aims  at  the  ideal  in  therapy  for  the  early,  mild  or  labile  patient— 
to  treat  the  hypertension  while  avoiding  dangerous  or  distressing  side  effects. 2’3’5‘7’1<M6,18'20 
With  the  first  dose,  CAPLA  (mebutamate)  begins  to  ease  pressure  toward  normal;  and, 
on  regular  dosage,  helps  hold  blood  pressure  to  a more  normal  range.  CAPLA  (mebu- 
tamate) works  gently  by  acting  directly  at  the  vasomotor  control  centers  to  normalize 
the  flow  of  constricting  impulses  from  the  brainstem  to  the  arterioles.1  With  this  unique 
central  acting  pressure  lowering  agent,  all  autonomic  and  most  other  side  effects  are 
avoided. 2’3,5"7’10'16,18'20 


or  labile  hypertensive... CAPLA 

(mebutamate) 

as  antihypertensive  agent  in  hospital  outpatients,  J.A.M.A.  181:  1043,  Sept.  22,  1962.  6.  Costello,  A.  C.:  Clinical 
experience  with  the  antihypertensive  drug,  mebutamate,  M.  Times.  91: 53,  Jan.  1963.  7.  DuChez,  J.  W. : Clinical 
evaluation  of  a new  antihypertensive  drug  acting  in  the  CNS,  Scientific  Exhibit,  American  Medical  Association, 
New  York,  June  25-30,  1961.  8.  Duncan,  G.  G.:  Essential  hypertension,  the  dilemma  it  presents,  Pennsylvania  M.  J. 
64:1442,  Nov.  1961.  9.  Duncan,  G.  G.:  Dilemmas  in  the  management  of  essential  hypertension,  New  York  J.  Med. 
62:1573,  May  15,  1962.  10.  Fishback,  D.  B.,  and  Castor,  L.  H.:  Effective  hypertension  therapy  with  least  side  effects: 
Observations  on  mebutamate  and  hydrochlorothiazide,  J.  Am.  Geriatrics  Soc.  77:432,  May  1963.  11.  Gobel,  W.  K.: 
Clinical  report  on  mebutamate— a new  antihypertensive  agent,  North  Carolina  M.  J.  25:349,  Aug.  1962.  12.  Hobbs, 
L.  F. : Mebutamate,  a new  approach  to  the  treatment  of  hypertension,  Circulation  (Pt.  II).  24: 956,  Oct.  1961. 
13.  Holloman,  J.  L.  S.,  Jr.:  Treatment  of  hypertensive  patients  with  mebutamate,  a new  antihypertensive  drug, 
J.  Nat.  M.  A.  54:94,  Jan.  1962.  14.  Kheim,  T.,  and  Kountz,  W.  B.:  Treatment  of  hypertension  in  geriatric  practice. 
New  York  J.  Med.  62:1596,  May  15,  1962.  15.  Kolodny,  A.  L.:  Technic  of  drug  evaluation  in  hypertension,  New 
York  J.  Med.  62:1585,  May  15,  1962.  16.  Leslie,  C.  H.:  A new  antihypertensive  drug  (mebutamate)  in  the  treatment 
of  refractory  hypertension  in  geriatric  patients:  preliminary  report,  J.  Am.  Geriatrics  Soc.  70:85,  Jan.  1962.  17.  Page, 
I.  H.,  and  Dustan,  H.  R:  Persistence  of  normal  blood  pressure  after  discontinuing  treatment  in  hypertensive  patients. 
Editorial,  Circulation.  25:433,  March  1962.  18.  Shubin,  H.:  Evaluation  of  mebutamate  (Capla),  a new  concept 
in  hypertension  therapy,  Scientific  Exhibit,  American  College  of  Cardiology,  New  York,  May  17-20,  1961.  19.  Snow, 
E.  W. : Efficacy  of  mebutamate  as  a basic  antihypertensive  drug  compared  with  previously  prescribed  antihypertensive 
drugs,  Clin.  Med.,  in  press.  20.  Turek,  L.  H.:  Clinical  evaluation  of  mebutamate,  an  antihypertensive  agent: 
preliminary  report,  Clin.  Med.  5 : 1335,  July  1961. 

Wallace  Laboratories,  Cranbury,  New  Jersey 
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continued  from  page  49 


Edward  R.  Annis,  AMA  president,  is  seen  (fourth  from  left) 
during  the  17th  Annual  Clinical  Meeting  in  Portland,  view- 
ing the  animated  depiction  of  protein  synthesis  at  the 
Eli  Lilly  & Co.  exhibit  at  Memorial  Coliseum.  Other 
observers  of  the  spherical  display  are,  from  1.,  Mr.  T. 
A.  Romer,  James  H.  Seacat,  president-elect,  and  Daniel 
K.  Billmeyer,  president,  Oregon  Medical  Association,  and 
Mr.  David  Rathbone. 


Dr.  Osgood  receives  honor 

Edwin  E.  Osgood,  head  of  the  division  of  experi- 
mental medicine  at  University  of  Oregon  Medical 
School,  received  the  Leukemia  Society' ’s  1963  Robert 
Roesler  de  Yilliers  award  at  the  American  Society  of 
Hematology  annual  meeting  in  Washington,  D.C. 

The  honor  is  given  bi-annually  to  the  scientist 
who,  in  the  opinion  of  the  award  selection  commit- 
tee, has  made  the  most  significant  contribution  to 
the  knowledge  of  leukemia  in  the  preceding  two 
years. 

Dr.  Osgood,  internationally  known  for  his  research 
on  the  disease,  was  cited  for  his  many  contributions 
in  the  field,  especially  for  developing  cultures  of 
leukemic  cells  and  for  information  on  methods  of 
cell  division  and  length  of  life  of  blood  cells. 


OBITUARIES 

dr.  willard  n.  morse,  83,  died  November  26  in 
The  Dalles.  A native  of  Minneapolis,  he  practiced 
at  Wasco,  in  Sherman  County,  and  The  Dalles  for 
40  years.  A graduate  of  University  of  Oregon  Medi- 
cal School  in  1907,  Dr.  Morse  had  retired  from 
active  practice  in  1946. 

dr.  garwood  Ostrander,  of  Portland,  died  Novem- 
ber 26.  His  degree  teas  granted  by  University  of 
Oregon  Medical  School  in  1904,  his  specialty  was 
otolaryngology.  Dr.  Ostrander  was  87. 


Stagnation 

History'  teaches  that  authoritarian  bodies  often  have  been  guardians  of  orthodoxy 
rather  than  champions  of  progress.  Medical  experts  rejected  Jenner’s  smallpox  vaccine, 
Pasteur’s  anthrax  vaccine,  Lister’s  theory  of  antisepsis  and  Semmelweis’  discovery  of 
the  cause  of  childbed  fever.  Cod  liver  oil  was  rejected  as  worthless  by  the  Council 
on  Pharmacy  and  Chemistry'  of  the  American  Medical  Association.  \\  hen  Prontosil, 
the  first  sulfa  drug,  was  introduced  in  the  United  States,  it  was  greeted  as  another 
quack  remedy  by  an  outstanding  American  authority'  on  infectious  diseases.  In  the 
early  1930’s,  the  same  authority  dismissed  early  English  reports  on  penicillin  as 
incredible  and  refused  to  employ  for  clinical  testing  a culture  of  penicillium  that  had 
been  brought  to  him  by  one  of  his  associates.  He  poured  it  down  the  sink. 

Theodore  G.  Klumpp,  M.D.,  at  Conference  of  Professional 
and  Scientific  Societies,  Chicago,  III.,  June  28,  1963 
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This  3-hole  stopper  gives  you  a larger  ster- 
ile working  area  than  any  other  stopper. 


V 


It  also  allows  you  to  add  medication  dur- 
ing administration,  connect  two  con- 
tainers in  series,  and . . . 


transport  parenteral  fluids  into  your  patient’s 
vein  in  the  simplest  and  safest  way  yet  devised. 

THE  DIFFERENCE  IS  MEDICAL  ENGINEERING. 


The  result  is 

SAFETY  THROUGH  SIMPLICITY 


Don  Baxter,  Inc.,  Glendale,  California 


For  over 

80% 


of  your 
Patients 


Meets  Maintenance  Needs  for 


Water  and  Electrolytes 


Contraindications:  Hyperpotas- 


semia,  severe  renal  disease, 
adrenal  insufficiency,  hypopara- 
thyroidism. Use  cautiously  in 
sodium-retaining  patients. 


1 
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Maintenance  Solution 
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DON  BAXTER,  INC.,  GLENDALE,  CALIF. 


BOOKS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Chemistry  of  chelation  in  cancer.  By  Arthur  Furst,  Ph.D., 
Director,  Institute  of  Chemical  Biology,  University  of  San 
Francisco,  San  Francisco,  California.  143  pp.  Price  $7.50. 
Charles  C Thomas,  Springfield,  111.  1963. 


pH  and  dissociation.  By  Halvor  N.  Christensen,  Ph  D.  60 
pp.  Workbook.  Price  $1.75.  W.  B.  Saunders  Company, 
Philadelphia.  1963. 


Vaginal  hysterectomy,  indications,  technique,  and  com- 
plications. By  Laman  A.  Gray,  A.B.,  M.D.,  F.A.C.S.,  F.A.- 
C.O.G.,  Professor  of  Obstetrics  and  Gynecology,  University 
of  Louisville  School  of  Medicine,  Louisville,  Kentucky. 
228  pp.  Illustrated.  Price  $9.50.  Charles  C Thomas,  Spring- 
field,  111.  1963. 


Hirsute  female.  Edited  by  Robert  B.  Greenblatt,  M.D., 
Professor  of  Endocrinology,  Medical  College  of  Georgia. 
Augusta,  Georgia.  313  pp.  frustrated.  Price  $12.50.  Charles 
C Thomas,  Springfield,  111.  1963. 


Calcifications  of  the  heart.  By  Jerome  H.  Shapiro,  M.D., 
Harold  G.  Jacobson,  M.D.,  Berta  M.  Rubinstein,  M.D., 
Maxwell  H.  Poppel,  M.D.,  John  B.  Schwedel,  M.D.  and 
Joseph  Jorgens,  M.D.  198  pp.  Illustrated.  Price  $12.50. 
Charles  C Thomas,  Springfield,  111.  1963. 


Textbood  of  neuroanatomy.  By  H.  Chandler  Elliott,  M.A., 
Ph.D.,  Professor  of  Anatomy,  College  of  Medicine,  Uni- 
versity of  Nebraska.  542  pp.  Illustrated.  Price  $11.00.  J. 
B.  Lippincott  Company,  Philadelphia.  1963. 


Biochemical  diagnosis  of  heart  disease.  By  Clarence  M. 
Agress,  M.D.,  F.A.C.C.,  F.A.C.P.,  and  Harley  M.  Estrin, 
M.D.  173  pp.  Illustrated.  Price  $7.75.  Charles  C Thomas, 
Springfield,  111.  1963. 


Chemistry  of  death.  By  W.  E.  D.  Evans,  M.D.,  B.S.,  Senior 
Lecturer  in  Morbid  Anatomy,  Charing  Cross  Medical 
School,  University  of  London,  Honorary  Consultant  in 
Pathology,  Charing  Cross  Hospital,  London,  England.  101 
pp.  Price  $4.75.  Charles  C Thomas,  Springfield,  III.  1963. 

Care  of  the  geriatric  patient.  Edited  by  E.  V.  Cowdry,  Ph.D., 
Sc.D.  (Hon),  F.R.M.S.  (Hon).  566  pp.  Price  $11.85.  C.  V. 
Mosby  Company,  St.  Louis.  1963. 

Cytophysical  studies  on  living  normal  and  neoplastic  cells. 
By  G.  M.  Mateyko,  M.  J.  Kopac,  Editor  Harold  E.  Whipple, 
Managing  Editor  Stanley  Silverzweig.  pp  183-286.  Price 
$3.50.  New  York  Academy  of  Sciences,  New  York.  1963. 


Radiation  measurements:  comparison  of  radiolysis  effects 
of  cobalt-60  gamma  rays  and  3-6  mev  electrons  on  nitrile 
systems.  By  Gordon  H.  Miller  and  Joseph  J.  Martin,  Editor 
Harold  E.  Whipple,  pp  627-650.  Price  $3.00.  New  York 
Academy  of  Sciences,  New  York.  1963. 

Effects  of  nuclear  detonation  on  swine-bacteriologic  studies. 
By  Howard  E.  Noyes,  Jimmy  R.  Evans,  Hinton  J.  Baker, 
Editor  Harold  E.  Whipple,  pp  651-666.  Price  $2.00.  New 
York  Academy  of  Sciences,  New  York.  1963. 


Build-up  of  concentration  polarization  for  natural  con- 
vection electrolysis.  By  Leonard  Nanis,  Editor  Harold  E. 
Whipple,  pp  667-680.  Price  $2.00.  New  York  Academy  of 
Sciences.  New  York.  1963. 

Geology  of  the  lunar  base.  By  Jack  Green,  Editor  Harold 
E.  Whipple,  pp  489-626.  Price  $3.50.  New  York  Academy  of 
Sciences,  New  York.  1963. 


Elastoysis  and  ageing.  By  David  A.  Hall,  Department  of 
Medicine,  School  of  Medicine,  University  of  Leeds,  England. 
160  pp.  Price  $6.75.  Charles  C Thomas,  Springfield,  111.  1963. 


Anticipated  biological  and  environmental  effects  of  deto- 
nating a twenty-megaton  weapon  on  Columbus  Circle  in 
New  York  City.  By  Tom  Stonier,  Editor  Harold  E.  Whipple, 
Managing  Editor  Stanley  Silverzweig.  pp  287-382.  Price 
$3.00.  New  York  Academy  of  Sciences,  New  York.  1963. 

Alcohol  and  civilization.  Edited  by  Salvatore  Pablo  Lucia, 
M.D.,  SC.  D.  416  pp.  Price  $3.95.  McGraw-Hill  Book  Com- 
pany, Inc.,  New  York.  1963. 

Manual  of  surgical  technique.  By  Warner  F.  Bowers,  M.D., 
Ph.D.,  F.A.C.S.,  Thomas  H.  Hewlett,  M.D.,  M.S.  (Surg), 
F.A.C.S.,  Colonel,  M.C.,  U.S.A.,  and  George  J.  Thomas. 
B.A.,  M.A.  (Med  Art).  313  pp.  Illustrated.  Price  $14.00. 
Charles  C Thomas,  Springfield,  111.  1963. 

Gastric  surgery,  errors,  safeguards,  & management  of  mal- 
function syndromes.  By  Moses  E.  Steinberg,  M.S.,  M.D., 
Research  Associate  in  Physiology,  University  of  Oregon 
Medical  School.  342  pp.  Illustrated.  Price  $12.95.  Appleton- 
Century-Crofts,  New  York.  1963. 

Microbiology,  pocket  reference  guide  to  medical.  By  Frank 
B.  Engley,  Jr.,  Ph  D.,  Professor  and  Chairman,  Department 
of  Microbiology,  University  of  Missouri  School  of  Medicine, 
Columbia,  Missouri.  338  pp.  Price  $4.75.  Little,  Brown  & 
Company,  Boston.  1963. 

Radical  vaginal  operation  of  cancer  of  the  cervix.  Modified 
by  Hans  Hogler,  M.D.,  F.I.C.S.,  Chief  of  Staff,  Frauenklinik 
Gersthof,  Vienna,  Austria.  86  pp.  niustrated.  Price  $6.50. 
Charles  C Thomas,  Springfield,  111.  1963. 

Diseases  transmitted  from  animals  to  man.  Compiled  and 
edited  by  Thomas  G.  Hull,  Ph.D.  967  pp.  Illustrated.  Price 
$17.75.  Charles  C Thomas,  Springfield,  111.  1963. 

Techniques  in  medical  communication.  By  Warner  F. 
Bowers,  A.B.,  B.Sc.,  M.D.,  M.S.,  Ph.D.,  F.A.C.S.,  Director, 
Graduate  School  of  Medical  Sciences,  Professor  of  Clinical 
Surgery,  Department  of  Surgery,  New  York  Medical  Col- 
lege Metropolitan  Medical  Center,  New  York  City.  88  pp. 
Price  $4.50.  Charles  C Thomas,  Springfield,  111.  1963. 

General  principles  of  blood  transfusion.  Prepared  by  the 
Subcommittee  on  Transfusion  Problems,  Division  of  Medi- 
cal Sciences,  National  Academy  of  Sciences— National  Re- 
search Council.  40  pp.  Price  $2.00.  J.  B.  Lippincott  Com- 
pany, Philadelphia.  1963. 

An  introduction  to  respiratory  cytology.  By  Winifred  Liu, 
M.  Sc.,  M.D.,  Cytologist,  The  Youngstown  Hospital  Associ- 
ation, Youngstown,  Ohio.  115  pp.  Illustrated.  Price  $5.75. 
Charles  C Thomas,  Springfield,  111.  1963. 

Elements  of  medical  statistics.  By  J.  V.  Smart,  B.Sc., 
M. I. Biol.,  F.S.S.,  Statistician,  Research  and  Development 
Division,  Smith  Kline  and  French  Laboratories  Limited, 
Welwyn  Garden  City.  136  pp.  Price  $7.50.  Charles  C Thomas, 
Springfield,  111.  1963. 

Electrocardiographic  notebook,  second  edition.  By  M.  Irene 
Ferrer,  M.D.,  Associate  Professor  of  Clinical  Medicine, 
Department  of  Medicine,  Columbia  University  College  of 
Physicians  & Surgeons;  Visiting  Physician,  The  First 
Medical  (Columbia  University)  Division,  Bellevue  Hospital; 
Director,  Electrocardiographic  Laboratory,  Columbia  Pres- 
byterian Medical  Center,  New  York.  112  pp.  Price  $2.75. 
Hoeber  Medical  Division,  Harper  & Row,  Publishers,  1964. 

Motor  function  in  the  lower  extremity.  By  J.  R.  Close, 
M.D.,  Department  of  Orthopaedic  Surgery,  Highland-Ala- 
meda  County  Hospital,  Oakland,  California,  and  Depart- 
ment of  Orthopaedic  Surgery,  University  of  California 
School  of  Medicine,  San  Francisco,  California.  156  pp. 
Illustrated.  Price  $10.75.  Charles  C Thomas,  Springfield, 
111.  1963. 
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In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 

In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 

Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 

brand  of  phenylephrine  hydrochloride  hydrochloride 


NASAL  SPRAYS  AND  SOLUTIONS 


LABORATORIES 
New  York  18,  N.Y. 


When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.1"3  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  (V2%)  and  children 
(1A%),  in  dropper  bottles  of  Vs,  V\  or  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 
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REDUCES  ANXIETY  TENSION 


PROPERTIES:  Haxsen  combines  muscle  relaxant  properties 
of  mephenesin  with  sedative  action  of  secobarbital  sodium 
presenting  a balanced,  safe,  prompt  acting  prescription. 

Mephenesin  N.F 6 grs. 

Secobarbital  Sodium  U.S.P x/2  gr. 


Each  Tablet  Contains 


INDICATIONS:  To  relax  the  tense,  anxious  restless  pa- 
tient, so-called  anxiety-tension  state  . . . gives  pleasur- 
able relaxation,  tranquility. 

SUPPLIED:  Bottles  of  100  and  1000  tablets. 


0 DOSAGE:  Usual  adult  dose:  One  tablet  every  four  hours, 

after  meals.  Economical  to  use. 


HAACK  LABORATORIES,  INC.,  P.O.  Box  3286 

Portland,  Oregon  97208 
A division  of  Lemmon  Pharmacol  Co. 
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WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  ^Washington 

president  Robert  B.  Hunter,  Al.D.,  Sedro  Woolley 
secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  13-16,  1964,  Seattle 


L.  H.  GARLAND,  M.D. 


J.  R.  GOLDSMITH,  M.D. 


Respiratory  disease  symposium 


W.  W.  STEAD,  M.D. 


W.  F.  MILLER,  M.D. 


The  second  annual  symposium  on  respiratory  dis- 
eases will  be  held  in  the  Health  Sciences  Building, 
University7  of  Washington  School  of  Medicine,  Se- 
attle, February  27-28. 

Guest  speakers  are  Oscar  Auerbach,  Senior  Medi- 
cal Investigator,  Veterans  Administration  Hospital, 
East  Orange,  New  Jersey;  L.  Henry  Garland,  Clinical 
Professor  of  Radiology,  University  of  California 
Medical  School,  San  Francisco,  California;  John  R. 
Goldsmith,  Head,  Studies  of  Health  Effects  of  Air 
Pollution,  California  State  Department  of  Public 
Health,  Berkeley,  California;  William  F.  Miller,  As- 
sociate Professor  of  Medicine,  University  of  Texas 
Southwestern  Medical  School,  Dallas,  Texas;  and 
William  W.  Stead,  Professor  of  Medicine,  Mar- 
quette University  School  of  Medicine,  Milwaukee, 
Wisconsin. 


OSCAR  AUERBACH,  M.D. 


58 

Northwest  Medicine,  January  1964 


PROGRAM 


Thursday,  February  27 

9:00  Pathogenesis  of  Emphysema-Contributions  of 
Electron  Microscopy 

Harnj  B.  Martin,  M.D. 
9:20  Etiology  of  Pulmonary  Emphysema 

Oscar  Auerbach,  M.D. 
9:50  Intermittent  Positive  Pressure  Breathing- 
Indications  and  Use  in  General  Hospitals 

William  F.  Miller,  M.D. 

10:20  Intermission 

10:40  Assessment  and  Monitoring  of  Patients  with 
Severe  Respiratory  Insufficiency 

Theodore  N.  Finley,  M.D. 
11:10  Practical  Management  and  Rehabilitation  of 
Patients  with  Chronic  Respiratory  Insuf- 
ficiency 

William  F.  Miller,  M.D. 

11:40  Panel  Discussion 

Edward  H.  Morgan,  M.D. 
2:00  Relation  of  Smoking  to  Lung  Cancer 

Oscar  Auerbach,  M.D. 
2:30  Early  Diagnosis  of  Lung  Cancer 

L.  Henry  Garland,  M.D. 
3:00  Angiographic  Technics  in  Assessing  Resec- 
tability of  Lung  Tumors 

Melvin  M.  Figley,  M.D. 

3:15  Intermission 

3:30  Surgical  Contributions  to  Treating  Lung 
Tumors 

James  R.  Cantrell,  M.D. 
4:00  Case  Presentations  and  Discussion 

William  M.  M.  Kirby,  M.D. 
5:00  Dinner-Air  Pollution 

John  R.  Goldsmith,  M.D. 

FOR  ADVANCE  REGISTRATION,  S 


Friday,  Februa/y  28 

9:00  Current  Status  of  Skin  Testing  and  Chemo- 
prophylaxis of  Tuberculosis 

Cedric  Northrop,  M.D. 
9:30  Persisting  Problems  in  Diagnosis  and  Ther- 
apy of  Pulmonary  Tuberculosis  (Daniel  Zahn 
Memorial  Lecture) 

William  W.  Stead,  M.D. 
10:00  The  Human  Factor  in  Radiologic  Diagnosis 

L.  Henry  Garland,  M.D. 

10:30  Intermission 

10:45  Newer  Diagnostic  Technics  for  Viral  Pneu- 
monias 

George  E.  Kenny,  M.D. 
11:00  Viral  Pneumonias-Clinical  Aspects 

/.  Thomas  Grayston,  M.D. 
11:15  Current  Treatment  of  Severe,  Resistant  Pul- 
monary Infections 

Robert  G.  Petersdorf,  M.D. 
11:45  Panel  Discussion 

David  M.  Perry,  M.D. 
2:00  Clinical  Recognition  of  Pulmonary  Embolism 

William  W.  Stead,  M.D. 
2:30  Laboratory  Aids  in  Diagnosis 

Harold  T.  Dodge,  M.D. 
2:55  Radiologic  Diagnosis 

L.  Henry  Garland,  M.D. 
3:20  Angiographic  Technics 

Melvin  M.  Figley,  M.D. 

3:35  Intermission 

3:50  Medical  Management-Fibrinolysin  and  Anti- 
coagulants 

Clement  A.  Finch,  M.D. 

4:20  Surgical  Approach 

K.  Alvin  Merendino,  M.D. 

4 : 50  Panel  Discussion 

Dean  K.  Crystal,  M.D. 

POST  CARD  INSIDE  BACK  COVER 


Dr.  Sachs  president-elect  of  AMWA 

Bernice  Sachs,  of  Seattle,  is  the  new  president- 
elect of  the  American  Medical  Women’s  Association. 
She  will  take  office  in  January  of  1965  at  the  50- 
year  Centennial  meeting  in  Chicago.  Dr.  Sachs  has 
been  a member  of  the  AMWA  Executive  Board 
since  1959,  serving  as  secretary  and  the  first  and 
second  vice-president.  She  also  served  several  terms 
as  president  of  Branch  Thirty-seven  in  Seattle.  She 
practices  psychosomatic  medicine. 


BERNICE  SACHS,  M.D. 


Washington  News  continued  on  page  61 
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anxiety 

anxiety 

anxiety  reduced  to  its  proper  perspective  LIBRIUM8 

(chlordiazepoxide  HCI) 


ROCHE 


the  successor 
to  the  tranquilizers 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  5 mg  b.i.d.  to  q.i.d.  Cautions— Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregularities, 
nausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determined. 
Advise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  com- 
bining with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usua 
precautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for 
pregnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 


continued  from  page  59 


OBITUARIES 

dr.  william  j.  stellwagon  of  Seattle  died  October 
24  at  58  years.  A native  of  Michigan,  he  was  gradu- 
ated from  the  University  of  Michigan  Medical 
School  in  1934.  There  he  taught  in  the  opthal- 
mology  department  before  moving  to  Seattle  in 
1939.  He  was  a member  of  the  Swedish  and  Child- 
rens Orthopedic  Hospital  and  Clinic’s  staffs  and 
was  consultant  of  opthalmology  at  the  University 
of  Washington. 


dr.  douglas  h.  Murray,  50,  of  Kent,  died  October 
31.  A graduate  of  University  of  Oregon  School  of 
Medicine  in  1943,  Dr.  Murray  was  licensed  in  1944. 
He  had  practiced  in  Tacoma  for  17  years  before 
moving  to  Kent. 

dr.  Howard  c.  Randolph,  79,  died  September  17. 
He  was  graduated  from  the  University  of  Michigan 
Medical  School  in  1908,  he  was  licensed  in  1910. 
Dr.  Randolph  had  practiced  in  Aberdeen  prior  to 
his  retirement.  Death  was  due  to  broncho-pneumonia 
and  coronary  arteriosclerosis. 


with  intermittent  claudication 
every  block  seemed  a mile  long 


now. . .with 

BRAND  OF  nylidrin  HCI 

the  blocks  seem  much  shorter... 

he  can  walk  many  more  of  them  in  comfort 

Arlidin  (nylidrin  HCI)  increases  local  blood  supply  and  oxygen  where  needed  most 
to  relieve  distressed  "walking”  muscles  and  for  sustained,  gratifying  relief  of  pain,  ache, 
spasm,  intermittent  claudication.  Indicated  in: 

arteriosclerosis  obliterans  • thromboangiitis  obliterans  • diabetic  atheromatosis  • 
night  leg  cramps  • ischemic  ulcers  • Raynaud’s  syndrome  • thrombophlebitis  • 
cold  feet,  legs  and  hands 

Use  with  caution  in  the  presence  of  a recent  myocardial  lesion,  severe  angina  pectoris 
and  thyrotoxicosis.  Contraindicated  in  acute  myocardial  infarction. 

Available  in  6 mg.  scored  tablets,  and  5 mg.  per  cc.  parenteral  solution. 

Protected  by  U.  S.  Patent  Numbers:  2.661,372  and  2,661,373. 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Laboratories,  division  • 800  Second  Ave.,  New  York,  N.Y.  10017 


arlidin 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Paul  B.  Heuston,  M.D.,  Twin  Falls 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  17-20,  1964,  Sun  Valley 


new  officers  for  county  medical  societies 


New  officers  have  been  recently  elected  to  serve 
for  1964.  They  are  as  follows: 

south  central  Idaho  district  medical  society 

President,  William  H.  Woodson,  Twin  Falls;  Presi- 
dent-Elect, Arthur  F.  Dailey,  Rupert;  Secretary- 
Treasurer,  Elmer  M.  Wright,  Twin  Falls;  Delegates, 
Max  W.  Carver,  Harry  F.  Brumbach,  William  H. 
Woodson,  1965,  and  Elmer  M.  Wright,  of  Twin 
Falls;  Dean  H.  Mahoney,  1964,  and  Leslie  L.  Fill- 
more, Delegate  at  large,  Burley;  Maurice  E.  Scheel, 
Wendell;  Royal  G.  Neher,  Shoshone;  Arthur  F. 
Dailey,  Rupert;  and  Vem  H.  Anderson,  1966,  Buhl; 
Alternate  Delegates,  V.  Ellis  Knight,  Kimberly; 
Charles  A.  Terhune,  Burley;  Ellwood  T.  Rees,  David 
A.  McClusky,  Francis  H.  Fox,  and  Glenn  A.  Hoss, 
of  Twin  Falls;  Bernard  A.  Bodmer,  Gooding;  Otto 
A.  Moellmer,  Rupert;  and  Ivan  A.  Anderson,  Filer. 


Kootenai-Benewah  district  medical  society 

President,  Hamilton  H.  Greenwood;  President- 
Elect,  Duane  A.  Daugharty;  Secretary-Treasurer, 
Donald  M.  Gumprecht;  Delegates,  Wilbur  H.  Lyon 
and  H.  Don  Moseley.  All  officers  are  from  Coeur 
d’Alene.  Alternate  Delegates  will  be  elected  at  a 
later  date. 

Shoshone  county  medical  society 

President,  Robert  E.  Staley,  Kellogg;  President- 
Elect,  E.  E.  Gnaedinger,  Wallace;  Secretary-Treas- 
urer, Glen  M.  Whitesel,  Kellogg  (re-elected).  Re- 
elected for  two  year  terms  were  A.  M.  Peterson, 
Wallace,  Delegate,  and  Glen  M.  Whitesel,  Kellogg, 
Alternate  Delegate. 


Miner  re-appointed 

Terrell  O.  Carver,  Administrator,  Department  of 
Health,  announced  that  Governor  Robert  E.  Smylie 
has  re-appointed  Paul  F.  Miner,  Boise,  as  a member 
of  the  Hospital  Advisory  Council  for  a six-year  term. 

Charles  A.  Terhune,  Burley,  is  the  other  medical 
member  of  the  Hospital  Advisory  Council. 

joint  meeting  a success 

Members  of  the  Ada  County  and  the  Southwestern 
Idaho  District  Medical  Societies  accomplished  an 
excellent  public  relations  project  November  21,  by 


sponsoring  a joint  meeting  with  pharmacists  in  the 
areas  of  the  two  societies.  The  program  included 
a panel  discussion  of  the  common  problems  faced 
by  the  two  professions. 

joint  scientific  and  social  meet 

The  Ada  County  Medical  Society  and  the  South- 
western Idaho  District  Medical  Society  are  spon- 
soring a joint  scientific  and  social  meeting  at  the 
Shore  Lodge  in  McCall,  January  24,  25,  and  26. 
Co-chairmen  of  the  medical  meeting  are  Samuel 
C.  Taylor,  Nampa,  and  Hugh  V.  Firor,  Boise. 
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college  of  surgeons  held  mid-winter  meeting 

Boise  Valley  College  of  Surgeons  held  their  Mid- 
Winter  meeting  in  Boise  at  the  Owyhee  Hotel  on 
December  7.  Guest  Speakers  included  Lloyd  M. 
Nyhus,  Seattle,  Associate  Professor  of  Surgery,  Uni- 
versity of  Washington  School  of  Medicine,  and  James 
H.  Spencer,  Chicago,  Assistant  Director  of  the 
American  College  of  Surgeons.  Idaho  Speakers  at 
the  session  included  J.  Lesley  Montgomery,  Caldwell; 
Robert  S.  Smith,  Boise;  Scott  Earle,  Sun  Valley; 
Richard  O.  Vycital,  Boise;  and  Hugh  V.  Firor  and 
H.  A.  P.  Myers,  Boise,  by  invitation.  Beseth  Vise- 
shakul,  Bangkok,  Thailand,  also  spoke  at  the  session. 
Richard  A.  Forney  and  Wayne  G.  Crookston  are 
president  and  secretary-treasurer,  respectively,  of 
the  organization. 

Committee  work 

A new  committee  on  Medicine  and  Religion  has 
been  appointed  by  President  Paul  B.  Heuston.  Mem- 
bers include  Harold  F.  Holsinger,  Wendell,  Chair- 
man; H.  A.  P.  Myers,  Boise;  Henry  C.  Wesche, 
Nampa;  Aldon  Tall,  Rigby;  and  Duane  A.  Daug- 
harty,  Coeur  d’Alene. 

The  purpose  of  the  Committee  will  be  to  study 
the  relationship  between  physicians  and  clergymen 
and  to  bring  the  two  professions  together  to  discuss 
common  problems  in  the  total  treatment  and  care  of 
patients. 

Board  of  Health  Advisory  Committee  met  in 
Boise,  Saturday,  January  11.  Members  of  the  com- 
mittee are  James  R.  Kircher,  Burley,  Chairman;  J. 
Gordon  Daines,  Boise;  Wilbur  C.  Hayden,  Sand- 
point;  Emory  L.  Soule,  St.  Anthony,  and  Francis 
H.  Fox,  Twin  Falls. 

Dale  D.  Cornell,  Boise,  Chairman  of  the  associ- 


ation’s Mental  Health  Advisory  Committee  reports 
a meeting  of  the  committee  will  be  held  in  Boise, 
Saturday,  January  18.  Members  of  the  committee 
are  F.  Wayne  Schow,  Twin  Falls;  Robert  M.  Fraz- 
ier, Boise;  Jay  P.  Merkley,  Pocatello,  and  Frederick 
W.  Durose,  Bonners  Feriy.  Terrell  O.  Carver,  Ad- 
ministrator of  the  Department  of  Health,  among 
others  has  been  invited  to  meet  with  the  committee. 

hospital  bond  issue  approved 

On  October  22,  the  Kootenai  County  voters  gave 
approval  to  a $1,062,693  hospital  bond  issue  by 
better  than  75  per  cent  margin.  Approval  gives  the 
green  light  to  construction  of  an  82-bed  hospital. 
The  new  hospital  will  cost  just  under  $2,000,000. 

All  members  of  the  Kootenai-Benewah  County 
Medical  Society  are  to  be  congratulated  for  their 
outstanding  effort  in  assisting  in  the  successful  bond 
election. 

OBITUARIES 

dr.  orlando  j.  hawkins,  of  Meridan,  died  November 
27.  A native  of  Smith  Center,  Kansas,  he  received 
his  degree  from  University  of  Nebraska  College  of 
Medicine  in  1933.  In  1939  he  entered  the  Army 
Medical  Corps  and  received  the  commission  of 
Major.  Dr.  Hawkins  had  practiced  in  McCall  prior 
to  his  retirement  in  1949.  He  was  66. 

dr.  Charles  w.  dill,  widely  known  for  his  cure  of 
Rocky  Mountain  spotted  fever,  passed  on  December 
5 in  Shoshone.  His  degree  was  granted  by  Creighton 
University  School  of  Medicine  in  1906;  and  following 
graduation,  he  built  the  hospital,  named  after  him- 
self, in  which  he  practiced  until  his  retirement  in 
1951.  Dr.  Dill,  who  was  86,  helped  Father  Flannigan 
in  getting  the  first  boy  into  Boy’s  Town. 
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i from  the  1963 


fcJ 


nationwide 


survey  of  antibiotics 


FROM  66  HOSPITALS... 


FIVE  LEADING  ANTIBIOTICS  COMPARED  H 
VITRO  AGAINST  CLINICAL  ISOLATES  FROA 


EAR,  NOSE,  THROAT  AND  RESPIRATORY  TRACI 


(triacetyloleandomycin 


CHLORAMPHENICOL 

ERYTHROMYCIN 

TETRACYCLINE 

PENICILLIN 


Results  from  overt  clinical  infections  isolated  from  ear,  nose,  throat  and  respiratory  tract.  Percentage  of  cultures 

reported  susceptible  in  3,643  clinical  isolates  of  staphylococci  (1610),  streptococci  (beta-hemolytic)  (957),  pneumococci  (1010),  and  enterococci  (66). 


100 


Indications:  The  bacterial  spectrum  for  which  tao  (triacetyloleandomycin)  pri- 
marily is  effective  includes  staphylococci,  streptococci,  pneumococci  and  gono- 
cocci. It  is  recommended  for  acute  severe  infections  where  adequate  sensitivity 
testing  has  demonstrated  susceptibility  to  this  antibiotic.  It  has  been  shown  to  be 
particularly  effective  in  acute,  severe  infections  of  the  respiratory  tract,  bones 
and  joints,  genitourinary  tract  and  in  staphylococcal  enterocolitis.  It  is  not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious  processes  which  may 
require  more  than  10  days  continuous  therapy.  In  view  of  the  possible  hepato- 
toxicity  of  this  drug,  when  therapy  beyond  10  days  proves  necessary,  other  less 
toxic  agents,  of  course,  should  be  used  unless  the  organism  is  resistant  to  those 
agents,  or  in  those  cases  where  hypersensitivity  precludes  their  use.  If  clinical 
judgment  dictates  continuation  of  therapy  for  longer  periods,  serial  monitoring 
of  liver  profile  is  recommended,  including  BSP,  transaminase  (SGOT)  and  ceph- 
alin  flocculation  tests. 


The  1963  antibiotics  survey  provides  a nationwide  comparison  of  microbial : 
ceptibility  to  5 leading  antibiotics.  In  all,  susceptibility  results  of  9,331  culti 
were  obtained  from  66  hospitals  in  26  states.  Results  were  analyzed  and  tabul; 
by  electronic  data  processing  equipment. 

By  this  method,  analysis  of  results  in  clinical  isolates  from  ear,  nose,  th 
and  respiratory  tract  were  determined.  These  in  vitro  findings  indicate  the  o 
all  superiority  of  tao  (triacetyloleandomycin)  over  other  leading  antibiotic 
these  common  infections. 

Clinical  reports  confirm  its  usefulness.  As  an  example,  Shubin2  found  th< 
129  patients  with  upper  or  lower  respiratory  infections  treated  with  tao  (tria 
yloleandomycin),  120  had  a good  response.  A "good”  response  generally  sho 
“reduction  in  temperature  and  toxicity  within  48  hours  after  initiation  of  then 
with  subsequent  clinical  and  bacteriological  cure  of  infection." 


Precautions  and  side  effects:  Use  of  this  drug  may  produce  alterations  in  liver  func- 
tion tests  and  jaundice.  Clinical  experience  available  thus  far  indicates  that  these 
liver  changes  were  reversible  following  discontinuation  of  the  drug.  A review  of 
studies  by  several  independent  investigators  and  reports  from  practicing  physi- 
cians indicate  that  liver  function  abnormalities  may  occur  in  a significant  number 
of  patients  following  two  weeks  or  more  of  continuous  therapy  with  triacetyl- 
oleandomycin at  1.0  gram  per  day  in  divided  doses.  Clinical  symptomatology,  in- 
cluding jaundice,  has  been  observed  infrequently  in  these  individuals.  The  drug 
is  not  recommended  for  subjects  who  have  shown  abnormal  liver  function  tests 
or  hepatotoxic  reactions  to  it.  Based  upon  the  use  of  this  drug  over  a period  ex- 
ceeding 5 years,  the  incidence  of  jaundice  considering  all  reports  referable  to 
this  effect  is  6.3  per  million  courses  of  therapy.  When  only  those  which  definitely 
can  be  related  to  this  drug  are  equated  to  usage,  the  incidence  is  1.8  per  million 
courses  of  treatment. 

Although  reactions  of  an  allergic  nature  due  to  this  drug  are  infrequent  and 
seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions. 

References:  1.  Isenberg,  Henry  D„  Ph.D.:  Scientific  Exhibit  presented  at  the  meet- 
ing of  the  American  Medical  Association,  Atlantic  City,  New  Jersey,  June  16-20, 
1963.  2.  Shubin,  H.  et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (March)  1959. 


TAO 

(triacetyloleandomycin 

Available  as:  Capsules  (250  mg.;  125  mg.) 

Ready-Mixed  Oral  Suspension  (raspberry-flavored,  125  mg./5cc.) 
Pediatric  Drops  (100  mg./cc.)/Parenteral  (as  oleandomycin  phosphal 

New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Ii 
Science  for  the  World's  Well-Being® 

when  a high-potency  nutritional  supplement  is  required,  recommend 
VITERRA®  Therapeutic. 


TAO 

(triacetyloleandomycin) . . 92.9% 
CHLORAMPHENICOL..  91.4% 

ERYTHROMYCIN 88.9% 

TETRACYCLINE 72.0% 

PENICILLIN 67.3% 


results  from 

respiratory  tract  infections 

TAO 

(triacetyloleandomycin)..  91.9% 
CHLORAMPHENICOL..  85.3% 

ERYTHROMYCIN 82.8% 

TETRACYCLINE 69.7% 

PENICILLIN 65.2% 


AM  A at  Portland 


Portland  may  well  be  proud  of  one  of  the  most 
successful  AMA  Clinical  Meetings  ever  held.  Every- 
thing about  it  was  better  than  expected,  including 
the  weather.  There  have  been  bigger  meetings,  as  far 
as  registration  goes,  but  none  has  exceeded  it  for 
enthusiasm.  Although  there  were  many  factors,  basis 
for  the  broken  records  may  be  expressed  in  one 
word— program.  Physician  registration  of  3,144  was 
well  above  the  1956  Seatde  record  of  2,813. 

An  even  better  indicator  of  enthusiasm  for  the 
program  was  ratio  of  the  number  of  physicians 
attending  lectures  to  the  number  registered.  This 
was  at  an  all  time  high.  Most  of  those  who  attended 
the  meeting  wanted  to  learn.  They  were  well  re- 
warded. 

Success  of  the  meeting  was  no  surprise  to  those 
in  the  Northwest  who  knew  the  planners  and  what 
they  were  planning  but  it  was  not  anticipated  by 
some  members  of  the  AMA  Staff.  Their  most 
optimistic  forecast  of  physician  registration  was 
2,300.  Those  working  in  press  relations  were  not 
impressed  with  the  news  value  of  the  program  when 
it  was  first  released.  Mr.  Ralph  Creer,  Acting  Di- 
rector of  the  Department  of  Scientific  Assembly,  in 
discussing  the  comments  made  in  Chicago  said, 
“What  do  we  care  about  the  newspapers— this  pro- 
gram is  for  the  doctors.”  He  realized  very  well  that 
interest  displayed  by  physicians  would  be  reflected 
by  interest  of  the  press.  Coverage  of  the  Portland 
meeting,  national  as  well  as  local,  turned  out  to 
be  exceptionally  good. 

President's  remarks 

Sessions  of  the  House  of  Delegates  were  con- 
ducted efficiently  by  Speaker  Rouse  and  Vice- 
Speaker  Bomemeier.  Dr.  Ann  is  addressed  the  open- 
ing session,  devoting  almost  all  of  his  time  to  the 
King-Anderson  Bill.  He  reported  on  testimony  of- 
fered the  House  Ways  and  Means  Committee  on  the 
bill  and  urged  a strong  campaign  of  education  of 
the  public: 

“I  can  say  to  you  without  reservation:  The  com- 
bined testimony  of  the  American  Medical  Associ- 
ation, the  state  societies  and  our  allies  made  a far 
greater  impact  on  the  members  of  the  committee, 
friend  and  foe  alike,  than  at  any  other  time  in  the 
history.’  of  this  long  and  bitter  conflict. 

“Our  fundamental  arguments  against  the  inicpiities 
and  the  inequities  of  King-Anderson  legislation  have 
changed  little  in  the  more  than  two  years  since 
we  last  appeared  before  the  House  Ways  and  Means 
Committee.00  0 We  protested  the  basic  injustice 


of  imposing  a heavy  new’  tax  burden  on  the  nation’s 
already  over-strained  workers  to  purchase  health 
care  indiscriminately  for  all  the  aged,  the  wealthy 
along  with  those  truly  in  need.  O0OI  believe  it  will 
become  increasingly  clear  to  the  American  people 
as  time  goes  on  that  those  who  assert  [that  this  is 
an  insurance  program]  are  in  the  anomalous  position 
of  assigning  to  themselves  a higher  wisdom  than 
the  justices  of  the  Supreme  Court,  that  they  argue 
in  effect  that  the  highest  court  in  the  land  has  twice 
been  wrong.  As  early  as  1937  and  as  late  as  1960, 
the  Court,  in  major  decisions,  has  declared  unequi- 
vocally that  social  security’  is  a tax  program,  not 
insurance.000  \Wien  we  testified  in  1961,  slightly 
more  than  50  per  cent  of  the  aged  population  was 
covered  [by  voluntary  health  insurance].  Today, 
more  than  60  per  cent  has  this  protection.000  As  a 
result  of  Chairman  Mills’  searching  examination, 
HEW  actuaries  admitted  that  the  program  000 
would  require  a tax  rate  twice  as  high  as  they  have 
claimed.  000  the  health  insurance  industry’  has 
developed  figures  to  show’  that  a King-Anderson 
program  would  require  a tax  rate  of  1-1/2  to  2 per 
cent  on  a w’age  base  of  $5,200  [and  that]  by  1966, 
the  annual  cost  would  reach  at  least  2.7  billion 
dollars  compared  with  HEW  estimates  of  1.6  billion 
dollars,  and  that  by  1990,  would  rise  to  6.8  billions, 
compared  with  HEW  estimates  of  2.5  billions. 
°°°It  is  your  neighbors,  your  acquaintances,  your 
fellow’  townspeople  we  must  reach— all  over  Ameri- 
ca. We  must  reach  them  with  our  story,  honestly  and 
simply  told.” 


Dr.  Annis  is  reemphasizing  the  im- 
portance of  having  letters  written  to  legis- 
lators, particularly  letters  from  those  who 
are  not  physicians.  See  his  letter  starting  on 
page  8. 

Ed. 


tobacco 

Tobacco  was  given  major  attention  by  the  House, 
as  well  as  by  the  press  and  those  attending  the 
lectures.  Many  were  impressed  by  the  statistical 
study  on  tobacco  and  disease,  presented  at  the 
Coliseum  by  E.  Cuvier  Hammond,  ScD.  of  the 
American  Cancer  Society. 

The  House,  in  considering  a report  of  the  Board 
of  Trustees,  approved  a comprehensive  program  of 
research,  aimed  at  determining  factors  having  in- 
fluence on  health  and  possible  means  of  controlling 
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their  effects  or  eliminating  the  toxic  agents,  as 
well  as  answering  further  questions  about  harm.  It 
is  anticipated  that  substantial  financial  support 
will  be  added  to  that  provided  by  AMA. 

The  research  project  will  be  carried  out  by  the 
American  Medical  Association  Education  and  Re- 
search Foundation,  of  which  Raymond  M.  McKeown 
is  President. 

Constitution  and  bylaws  were  given  a thorough 
overhauling.  Proposed  changes  were  presented  at 
the  1963  Annual  Session  at  Atlantic  City,  June  1963. 
The  Constitution  adopted  at  Portland  was  the  one 


proposed  at  Atlantic  City.  The  Bylaws  adopted  had 
been  changed  in  a number  of  instances,  many  con- 
cerned only  with  terminology.  A state  organization 
is  now  a state  association  rather  than  constituent 
association  and  the  annual  and  clinical  meetings 
are  now  conventions  rather  than  sessions.  There  are 
now  active  and  special  members,  the  active  designa- 
tion applying  to  regular  members  and  the  special 
to  associate,  affiliate  and  honorary  categories.  Other 
changes  were  largely  administrative. 

House  sessions  were  well  attended  by  visitors  but 
were  marked  by  no  special  disagreement  or  con- 
troversy. Only  30  resolutions  were  presented.* 


MOKNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

ALLAN  G.  ROBERTS,  M.D.,  HENRY  COE, 

Medical  Director  Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses 
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PROFESSIONAL  classified 


Practice  Opportunities 

PEDIATRICIAN  WANTED-REDMOND 

To  share  office  full  or  part  time  with  ob-gyn  man. 
No  pediatrician  in  area— Redmond  Shopping  Square, 
Redmond,  Wash.,  TU  5-2828  or  GL  4-6738. 

SURGEON  WANTED  SUNNYSIDE 

Suite  available  for  surgeon.  Space  was  suddenly 
vacated  by  surgeon  with  large  practice  who  left 
the  area  unexpectedly.  Contact  Mr.  John  C.  Reith, 
TE  7-4601,  Horace  L.  Miller  Agency,  Sunnyside, 
Wash. 

CHIEF  MEDICAL  SERVICE 

Preferably  board  eligible  immediate  opening.  Salary 
$15,000  per  annum.  Completely  furnished  house  and 
utilities,  value  up  to  $150.00  per  month  included. 
Generous  fringe  benefits,  retirement.  Social  Security, 
11  paid  holidays  and  15  working  days  vacation  an- 
nually, paid  sick  leave.  Eligibility  California  licen- 
sure required.  Contact:  Medical  Director  Tulare- 
Kings  Counties  Hospital,  Springville,  California. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Rldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

EXCELLENT  GP  OPPORTUNITY 

Young  GP  to  associate  in  a two  or  three  physician 
practice.  Present  associate  is  accepting  a residency 
Jan.  64.  Patient  load  too  much  for  one  physician  to 
handle.  Partnership  available  after  reasonable  trial, 
if  mutually  agreeable.  Contact  Julius  R.  Rehal,  M.D. 
Stevenson,  Wash. 

ORTHOPEDIC  SURGEON 

American  board  certified  or  eligible,  to  share  service 
between  large  State  Hospital  and  Tulare-Kings 
Counties  Hospital  with  218  beds,  including  approved 
rehabilitation  center.  Hospitals  separated  by  15 
miles  of  excellent  highway.  Housing  available  to 
nearby  Porterville.  California  license  or  eligibility 
required.  Salary  $20,000  per  annum.  Limited  pri- 
vate practice  may  be  considered.  Apply:  Medical 
Director,  Tulare-Kings  Counties  Hospital,  Spring- 
ville, California. 


GP  FOR  SWEET  HOME,  ORE.  IMMEDIATELY 

General  practice  immediately  available  due  to  the 
death  of  physician;  excellent  practice;  80%  insur- 
ance claims.  Fully  equipped  office.  Terms  flexible. 
Mr.  Charles  O.  Porter,  858  Pearl  St.,  Eugene,  Ore- 
gon. Phone  area  code  503,  342-1218. 


Locations  Desired 

OG-GYN  LOCATION  DESIRED 

Board  eligible,  9 year  ob-gyn  private  practice.  Wash- 
ington license.  Would  like  to  associate  with  other 
ob-gyn  specialist,  or  in  clinic.  Write  Box  8-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash. 

INTERNIST  DESIRES  ASSOCIATION 

University  trained,  subspecialty  training  in  hema- 
tology. At  present  chief  medical  resident.  Will  be 
available  for  practice  in  July  1964.  Want  associ- 
ation with  other  internists  or  group.  Military  obli- 
gation completed.  Write  Box  7-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash. 

OTOLARYNGOLOGIST  SEEKS  NORTHWEST  ASSOC. 

Married,  age  32,  veteran,  desires  association  or  part- 
nership with  another  otolaryngologist  or  clinic.  Com- 
pleting 4 year  residency  June,  1964.  Interested  in 
general  ENT,  otology,  and  head  & neck  surgery. 
Write  Box  11-A,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 

GENERAL  SURGEON  SEEKS  WASHINGTON  LOCATION 

Central  Washington  preferred,  other  areas  consid- 
ered. Passed  written  exam.  gen.  surgery  board,  also 
nearly  3 years  training  in  orthopedics.  Graduate 
Kansas  Univ  ’54.  Age  36,  married,  military  com- 
pleted. Wash,  license.  Write  Box  12,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash. 


Office  Space 

MEDICAL  SUITE— BELLEVUE 

Available  January  1964,  approximately  1,400  sq. 
ft.,  of  desirable  space  in  established  modern,  medi- 
cal dental  clinic  in  the  heart  of  Bellevue,  Wash. 
Presently  set  up  for  two  physicians.  Interested 
parties  contact  Moyer  Investment  Co.,  1116  Norton 
Bldg.,  Seattle,  MU  2-3533. 
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MEDICAL  SUITE— OLYMPIA 


Prefer  neurologist  or  psychiatrist  for  suit  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 


MARINE  VIEW  DRIVE  MEDICAL  BUILDING 

Suite  available  in  new  medical  building,  located  in 
Des  Moines  area.  Air  conditioned,  over  850  sq.  ft., 
in  size.  Puget  Sound  view.  Ready  for  immediate 
occupancy.  Five  minutes  to  Burien  General  Hospital. 
MU  2-3750  or  eves  LA  4-5709. 

MEDICAL  SUITE-AUBURN  WASHINGTON 

Available  March  1,  1964.  Rapidly  growing  area. 
New  ultra-modem  professional  building,  5 blocks 
from  hospital.  Ra-Mar,  Inc.,  2nd  and  Division  S.E., 
Auburn,  TE  3-2410. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


59  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

★ Chart  Folders  ★ Shelf  Filing 

★ Interior  Designs 

For  Office  and  Reception  Room 

★ Steel  and  Wood  Furniture 

Carterfax  Paper— Remittance  Envelopes 
For  Monthly  Statements 

TRICK  & MURRAY 

115  Seneca  Street  Seattle,  Washington  98101 


{\g///OSP/Ml  Inc. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 

7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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OF  MEDICAL 


SOCIETIES 


ASIA  Annual — San  Francisco,  June  21- 
25,  1964,  New  York,  June  20-24, 

1965. 

AMA  Clinical — Miami  Beach,  Nov.  29- 
Dec.  2,  1964. 

Idaho  State  Medical  Association — June 
17-20,  1964,  Sun  Valley. 

Northwest  Soc.  for  Clin.  Research — Jan. 
10-11,  1964,  Vancouver,  B.  C. 

Pres.,  Denys  K.  Ford,  Vancouver 
Sec.,  R.  E.  Beck,  Vancouver 

Oregon  State  Medical  Association  — 
Oct.  13-17,  1964,  Eugene 

Washington  State  Medical  Association — 
Sept.  13-16,  1964,  Seattle. 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 
Pres.,  Robert  M.  Hansen,  Portland 
Sec.,  Thomas  E.  Talbott,  Portland 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association 
Pres.,  Emanuel  I.  Silk,  Pendleton 
Sec.,  Henry  H.  Dixon,  Jr.,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  Terence  Cochran,  Portland 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  Fred  C.  Shipps,  Jr.,  Portland 
Sec.,  James  A.  Schneider,  Portland 

Ore.  Soc.  Obst.  & Gynec.— Portland, 
Park  Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann,  Portland 
Sec.,  T.  A.  Treanor,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 


Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 

Pres.,  Arnold  Rustin 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 


Portland  Surgical  Society— last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  H.  Minor  Nichols 
Sec.,  H.  W.  Baker 


WASHINGTON 


Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle  or  Tacoma. 
Annual — Seattle,  Jan.  17,  18,  1964. 

Pres.,  Parman  Dorman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 
Pres.,  E.  B.  Parmelee 
Sec.,  W.  S.  Brown 


Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect.,  E.  T.  MacCamy,  Seattle 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
E.  J.  Wollenweber,  Seattle 
A.  L.  Skinner,  Seattle 


Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June)  Annual — Seattle,  Jan.  24-25, 
1964. 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 


Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Annual — Mar.  7,  1964 

Pres.,  Loren  Gothberg 
Sec.,  Arch  Logan,  Jr. 


Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 


Tacoma  Surgical  Club — May  2,  1964,  3rd 
Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 
Pres.,  Tom  Wall,  D.M.D.,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— Tacoma,  May  14-16,  1964 
Pres.,  Duncan  Robertson,  Seattle 
Sec.,  John  Gahringer,  Wenatchee 


Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green,  Seattle 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose.  Seattle 
Sec.,  Samuel  H.  Tarica,  Seattle 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson 
Sec.,  Donald  K.  Williams 
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release 

for 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ESKAT  RO  JL@Trademark 
Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE • 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories  ^ 


New  for  Ca  i iuiua  aiuiCai  id 

STAINLESS  (WASHABLE) 
GENTIAN  VIOLET  THAT 
CONSIDERS  THE  PATIENT 
AS  WELL  AS  THE  PROBLEM 

Foaming  action  propels  medication  to 
every  part  of  the  vaginal  vault  for  quicker, 
more  efficient  treatment. 

• Higher  concentrated  gentian  violet,  in  aerosol 
foam,  cures  moniliasis  with  as  little  as  4 to  6 
applications.1 

• Relieves  burning  and  itching  instantly  . . . and 
won’t  burn  upon  application. 

• Special  wetting,  dispersing  and  adhering  agents 
promote  more  effective,  longer-lasting  treatment 
per  application. 

• Nonstaining  and  so  easily  washed  off  there’s  no 
need  for  patients  to  wear  external  pads  to  protect 
undergarments. 


Available  with  two  different  applicators— one  for  physi- 
cian-administered office  use,  the  other  for  self-treat- 
ment at  home. 


Each  aerosol  can  contains  (exclusive  of  propellant) 
Gentian  Violet  1.35%;  Polyvinylpyrrolidone;  Benton- 
ite, U.S.P.;  Kaolin,  N.F.;  Corn  Starch;  Propylene 
Glycol,  U.S.P.;  Dioctylsodium  Sulfosuccinate,  N.F.; 
Sodium  Lauryl  Sulfate;  Glycerine,  U.S.P.;  Polysorbate 
80;  Benzalkonium  Chloride. 

1.  Karnaky,  K.  J.:  Tri-State  M.  J.  10:5,  1962. 
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Helps  to  make  the  epileptic’s  life  more  meaningful 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 


Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia  has  been 

reported.  Nystagmus  may  develop.  Nystagmus  in  combi-  > \ } 1 i j ,\w  | ■ j 

nation  with  diplopia  and  ataxia  indicates  dosage  should  be  1 ' IW‘  1 ' J 

reduced.  Periodic  examination  of  the  blood  is  advisable.  «mt  i cc.::;v:r/,  •»» 
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Don’t  feel  sorry  for  ACETEST®  Reagent  Tablet  — It  still  does  a good  job.  But 
new,  improved  KETOSTIX®  “dip-and-read”  test  for  ketone  bodies  in  urine, 
serum,  or  plasma,  is  more  convenient.  It’s  faster  (only  15  seconds)  and  more 
sensitive.  When  you  use  KETOSTIX  Reagent  Strips  you  don’t  even  need  a med- 
icine dropper.  Simply  dip  and  read  KETOSTIX  and  get  a more  defini- 
tive detection  of  ketone  bodies.  Still  like  ACETEST  Reagent  Tablets? 

That’s  okay,  but  remember,  we  said,  “KETOSTIX  Reagent  Strips  are 
more  modern.”  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  69964  ames 
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cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 


$ 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound. ..to  specify 

ANTITUSSIVE/DECONGESTANT/ANALGESIC 

‘EMPRAZIL-C’TABLETS 

Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  ma. 


Caffeine 30  mg. 

‘Warning  — may  be  habit  forming 
‘Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets  — 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet— 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

jK  BURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


UW  School  of  Medicine  Plans  Expansion 

EDITOR,  NORTHWEST  MEDICINE: 

A long-range  plan  to  increase  the  number  of 
medical  students  at  the  University  of  Washington 
by  two-thirds  is  being  developed  for  submission  to 
the  1965  Legislature. 

The  goal  is  to  increase  the  size  of  each  entering 
medical  class,  as  larger  numbers  of  qualified  students 
apply,  from  the  present  75  to  125.  This  would  bring 
the  total  medical-student  body  from  300  to  500. 

The  time  is  right  for  planning  new  facilities  to 
serve  more  students.  We  are  getting  more  qualified 
applicants,  the  state  needs  more  doctors,  and  there 
is  now  a federal  matching  program  which  can  help 
bear  the  costs.  We  cannot  increase  capacity  without 


support  for  more  space  and  faculty,  but  we  hope 
to  bring  the  issue  before  the  next  Legislature  in  order 
to  make  this  possible. 

An  upward  trend  in  the  number  of  qualified 
medical  school  applicants  has  been  evident  for  sev- 
eral years.  In  1962-63,  94  residents  of  the  State  of 
Washington  were  accepted  by  U.S.  medical  schools, 
66  by  the  University  of  Washington.  Of  the  approxi- 
mately 150  students  interviewed  for  the  1964  enter- 
ing class,  more  than  90  could  have  been  accepted  if 
facilities  had  been  available. 

We  expect  that  the  number  of  qualified  appli- 
cants in  excess  of  our  present  capacity  will  continue 
to  grow.  Our  state  is  larger,  a higher  proportion  of 
young  people  are  in  college,  and  interest  in  medical 
careers  continues  at  a high  level.  Our  state  needs 
more  doctors.  The  most  recent  study  estimated  that 
Washington’s  capacity  to  train  doctors  would  have  to 
be  increased  by  at  least  one-half  by  1970. 

Washington  medical  graduates  now  constitute 
about  10  per  cent  of  Washington’s  physicians  and 
an  additional  50  to  70  establish  practices  each  year. 
Total  medical  graduates  since  1950  now  number  916. 

Considerable  new  construction  will  be  required, 
since  basic  science  facilities  that  serve  medical 
students  also  serve  students  in  other  health-related 

continued  on  page  85 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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Why  treat  early, 
mild  or  labile 
hypertension? 

Current  opinion  strongly  indicates  that  the  early  control  of  mild  or  intermittent  hyper- 
tension prevents  or  delays  the  rise  of  blood  pressure  to  dangerous  levels  that  disable 
the  patient  or  shorten  his  normal  life  span.4-8-9’17  It  is  at  this  early,  still  responsive,  stage 
that  treatment  is  most  effective— blood  pressure  is  more  easily  held  in  check  and  symp- 
toms either  disappear  or  do  not  develop.  Therapy  should  be  not  only  safe  and  effective, 
but  as  free  as  possible  from  disturbing  side  effects  that  may  burden  the  often  asympto- 
matic hypertensive  patient.  Therapy  with  CAPLA  (mebutamate)  closely  meets  these 
requirements. 


the  right  therapy  for  the  early,  mild 

Brief  Summary 

Indications:  ‘Capla’  (mebutamate)  is  indicated  for  control  of  hypertension,  either  alone  in  mild  cases, 
or  in  conjunction  with  diuretics  or  peripherally  acting  hypotensive  agents  in  more  severe  cases. 
Its  mild  tranquilizing  properties  are  often  found  an  additional  benefit  to  its  antihypertensive  action. 
Side  effects:  Drowsiness  and  occasional  lightheadedness,  usually  transient,  are  often  signs  of  dosage 
higher  than  necessary  for  therapeutic  effect.  Contraindications:  There  are  no  known  contraindica- 
tions to  mebutamate. 

Complete  product  information  available  in  the  product  package  or  to  physicians  on  request. 
Dosage:  Usual  dosage,  one  300  mg.  tablet  3 or  4 times  daily,  before  meals  and  at  bedtime.  Dosage 
should  be  adjusted  to  individual  requirements;  for  example,  older  patients  may  require  lower  dosage. 
Supplied:  Each  tablet  contains  mebutamate,  300  mg.;  bottles  of  100  white,  scored  tablets. 

References:  1.  Berger,  F.  M.;  Douglas,  J.  F.;  Kletzkin,  M.;  Ludwig,  B.  J.,  and  Margolin,  S.:  The  pharmacological 
properties  of  2-methyl-2-jec-butyl-l,  3-propanediol  dicarbamate  (mebutamate,  W-583),  a new  centrally  acting  blood 
pressure  lowering  agent,  J.  Pharmacol.  & Exper.  Therap.  134: 356,  Dec.  1961.  2.  Bohe  '.sky,  F.  B.:  Mebutamate,  a 
new  drug  for  the  treatment  of  hypertension.  New  York  J.  Med.  62:841,  March  15,  1962.  3.  Carter,  F.  S.:  Experience 
with  a new  antihypertensive  agent,  Bol.  Asoc.  med.  Puerto  Rico.  54:149,  May  1962.  4.  Corcoran,  A.  C.:  Principles  of 
chemotherapy  in  hypertension,  J.  Indiana  M.  A.  55: 184,  Feb.  1962.  5.  Corcoran,  A.  C.,  and  Loyke,  H.  F. : Mebutamate 
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Why 

CAP  LA(mebutamate) 

is  indicated. 


CAPLA  (mebutamate)  aims  at  the  ideal  in  therapy  for  the  early,  mild  or  labile  patient— 
to  treat  the  hypertension  while  avoiding  dangerous  or  distressing  side  effects.2’3-5'7’10'16’18'20 
With  the  first  dose,  CAPLA  (mebutamate)  begins  to  ease  pressure  toward  normal;  and, 
on  regular  dosage,  helps  hold  blood  pressure  to  a more  normal  range.  CAPLA  (mebu- 
tamate) works  gently  by  acting  directly  at  the  vasomotor  control  centers  to  normalize 
the  flow  of  constricting  impulses  from  the  brainstem  to  the  arterioles.1  With  this  unique 
central  acting  pressure  lowering  agent,  all  autonomic  and  most  other  side  effects  are 
avoided. 2’3’5'7’10'16,18'20 


or  labile  hypertensive... CAPLA 

(mebutamate) 

as  antihypertensive  agent  in  hospital  outpatients,  J.A.M.A.  75/ : 1043,  Sept.  22,  1962.  6.  Costello,  A.  C.:  Clinical 
experience  with  the  antihypertensive  drug,  mebutamate,  M.  Times.  97:53,  Jan.  1963.  7.  DuChez,  J.  W.:  Clinical 
evaluation  of  a new  antihypertensive  drug  acting  in  the  CNS,  Scientific  Exhibit,  American  Medical  Association, 
New  York,  June  25-30,  1961.  8.  Duncan,  G.  G.:  Essential  hypertension,  the  dilemma  it  presents,  Pennsylvania  M.  J. 
64:1442,  Nov.  1961.  9.  Duncan,  G.  G.:  Dilemmas  in  the  management  of  essential  hypertension.  New  York  J.  Med. 
62:1573,  May  15,  1962.  10.  Fishback,  D.  B.,  and  Castor,  L.  H.:  Effective  hypertension  therapy  with  least  side  effects: 
Observations  on  mebutamate  and  hydrochlorothiazide,  J.  Am.  Geriatrics  Soc.  77:432,  May  1963.  11.  Gobel,  W.  K.: 
Clinical  report  on  mebutamate— a new  antihypertensive  agent,  North  Carolina  M.  J.  27:349,  Aug.  1962.  12.  Hobbs, 
L.  F. : Mebutamate,  a new  approach  to  the  treatment  of  hypertension,  Circulation  (Pt.  II).  24:956,  Oct.  1961. 
13.  Holloman,  J.  L.  S.,  Jr.:  Treatment  of  hypertensive  patients  with  mebutamate,  a new  antihypertensive  drug, 
J.  Nat.  M.  A.  54: 94,  Jan.  1962.  14.  Kheim,  T.,  and  Kountz,  W.  B.:  Treatment  of  hypertension  in  geriatric  practice, 
New  York  J.  Med.  62:1596,  May  15,  1962.  15.  Kolodny,  A.  L.:  Technic  of  drug  evaluation  in  hypertension,  New 
York  J.  Med.  62:1585,  May  15,  1962.  16.  Leslie,  C.  H.:  A new  antihypertensive  drug  (mebutamate)  in  the  treatment 
of  refractory  hypertension  in  geriatric  patients:  preliminary  report,  J.  Am.  Geriatrics  Soc.  70:85,  Jan.  1962.  17.  Page, 
I.  H.,  and  Dustan,  H.  R:  Persistence  of  normal  blood  pressure  after  discontinuing  treatment  in  hypertensive  patients. 
Editorial,  Circulation.  25:433,  March  1962.  18.  Shubin,  H.:  Evaluation  of  mebutamate  (Capla),  a new  concept 
in  hypertension  therapy,  Scientific  Exhibit,  American  College  of  Cardiology,  New  York,  May  17-20,  1961.  19.  Snow, 
E.  W.:  Efficacy  of  mebutamate  as  a basic  antihypertensive  drug  compared  with  previously  prescribed  antihypertensive 
drugs,  Clin.  Med.,  in  press.  20.  Turek,  L.  H.:  Clinical  evaluation  of  mebutamate,  an  antihypertensive  agent: 
preliminary  report,  Clin.  Med.  <8:1335,  July  1961. 

^©Wallace  Laboratories,  Cranburv,  New  Jersey 
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anxiety  reduced  to  its  proper  perspective  ||J|V|@ 

(chlordiazepoxide  HCI) 


ROCHE 


the  successor 
to  the  tranquilizers 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregularities, 
nausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determined. 
Advise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  com- 
bining with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usua 
precautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  tor 
pregnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 


Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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coordinated  action 


against  G.I.  pain,  spasm  and  anxiety 


ENARAX  5 provides  concerted  somatopsychic 
action  against  symptoms  of  peptic  ulcer,  func- 
tional bowel  syndrome  and  many  other  G.l.  dys- 
functions. Oxyphencyclimine,  the  anticholinergic 
with  chemically  “built  in”  prolonged  action,  gives 
sustained  relief  of  hyperacidity  and  hypermotility— 
while  Atarax®  (hydroxyzine  HCI)  relieves  the  ten- 
sion which  aggravates  or  causes  these  symptoms. 
Each  ENARAX  5 tablet  contains  oxyphencyclimine 


HCI  5 mg.,  hydroxyzine  HCI  (Atarax)  25  mg. 
Prescribe  ENARAX  10  when  extra  potency  is  de- 
sired. Low  toxicity  and  minimal  side  reactions 
permit  substantial  flexibility  of  dosage.  Whichever 
strength  you  choose,  your  G.l.  patients  are  bound 
to  benefit  from  the  concerted  therapeutic  action 
of  ENARAX.  Each  ENARAX  10  tablet  contains 
oxyphencyclimine  HCI  10  mg.,  hydroxyzine  HCI 
(Atarax)  25  mg. 


Precautions  and  Side  Effects:  As  with  other  anticholinergic  agents,  dryness  of  the  mouth,  blurring  of  vision,  consti- 
pation and  urinary  hesitancy  frequently  occur,  but  may  decrease  or  disappear  as  therapy  continues  or  is  adjusted. 
Use  with  care  in  patients  with  prostatic  hypertrophy.  Not  recommended  for  patients  with  an  associated  glaucoma 
except  with  ophthalmological  supervision. 


New  York  17,  N Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


GEARED  FOR 
CONTROL  OF 
G.l.  DISORDERS 


Oxyphencyclimine  HCI  + Atarax  (hydroxyzine  HCI) 
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continued  from  page  79 


an  ironclad  case 
against  anemia* 


Heptuna*  Plus 

arms  your  patients  to  fight  anemia  due  to 
deficient  iron  intake  and  loss  of  blood. 


Its  formula  has  been  improved  6 times  in  12 
years  to  reflect  findings  of  proven  nutritional 
importance  in  oral  therapy  of  hypochromic 


microcytic  anemias. 

Current  Formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate)  100  mg. 

Desiccated  liver,  N.F.  (undefatted).  50  mg. 

Vitamin  C (from  sodium 
ascorbate)  150  mg. 

Vitamin  B,2  (as  Stablets®) 
with  intrinsic  factor  concentrate 
(noninhibitory) 'h  N.F.  oral  unit+ 

Bi  (thiamine  mononitrate,  U.S.P.)  ...  3 mg. 

B2  (riboflavin,  U.S.P.) 2 mg. 

B6  (pyridoxine  hydrochloride,  U.S.P.).  2 mg. 

Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate,  U.S.P 1 mg. 

Cobalt  (from  cobalt  sulfate) 0.1  mg. 

Copper  (from  copper  sulfate) 1 mg. 

Molybdenum  (from  sodium 
molybdate)  0.2  mg. 

Calcium  (from  dicalcium 
phosphate)  37.4  mg. 

Iodine  (from  potassium  iodide)  . . . 0.05  mg. 

Manganese  (from  manganese 
sulfate)  0.033  mg. 

Magnesium  (from  magnesium 
sulfate)  2 mg. 

Phosphorus  (from  dicalcium 
phosphate)  29  mg. 

Potassium  (from  potassium  sulfate)  . .1.7  mg. 

’Hypochromic  microcytic  anemia. 


fPotency  established  prior  to  mixture  with  other  in- 
gredients. Stablets,  U.  S.  Pat.  No.  2,830,933. 


Precautions  and  Side  Effects:  Because  some 
patients  with  pernicious  anemia  do  not  re- 
spond to  oral  Vitamin  Bt2,  they  should  be 
followed  with  periodic  laboratory  studies. 
Anemia  is  a manifestation  of  an  underlying 
disease  and  it  is  necessary  to  make  an  etio- 
logical diagnosis.  In  a small  percentage  of 
patients,  iron  therapy  causes  gastrointesti- 
nal irritation.  In  these  patients,  administering 
Heptuna  Plus  with  meals  or  reducing  the 
dosage  usually  will  alleviate  the  symptoms. 
Supplied  in  bottles  of  100  capsules.  Rx  only. 
New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 


professions.  Total  enrollment  in  medicine,  dentistry, 
nursing  and  pharmacy  now  totals  2283,  or  more 
than  10  per  cent  of  all  University  students. 

Recent  federal  legislation  authorizes  2 for  1 
federal  matching  grants  in  medical  schools  which 
are  substantially  increasing  enrollment.  It  is  possible 
that  only  one-third  the  cost  of  this  expansion  need 
come  from  state  sources. 

Sincerely, 

GEORGE  N.  AAGAARD,  M.D. 

Dean 


Notice  of  Public  Hearing 

EDITOR,  NORTHWEST  MEDICINE: 

There  will  be  a public  hearing  of  the  Washing- 
ton State  Medical  Examining  Board  on  March  20  in 
Olympia  to  consider  the  application  for  accreditation 
of  the  Washington  College  of  Physicians  and  Sur- 
geons. All  parties  desiring  to  present  oral  arguments 
must  present  their  views  in  writing  to  the  Washing- 
ton State  Medical  Examining  Board  at  least  10  days 
prior  to  the  hearing. 

Sincerely, 

ROBERT  W.  SIMPSON,  M.D. 

Washington  State  Medical 
Examining  Board 


No  Harm  at  All 

EDITOR,  NORTHWEST  MEDICINE: 

It  is  a pity  that  Dr.  Warren  Kadas  of  Sutherlin, 
Oregon,  whose  letter  you  published  in  your  De- 
cember issue,  was  not  available  when  Dr.  Frederick 
Exner  was  trying  to  convince  a Federal  Court  that 
drinking  fluoridated  water  had  done  some  harm  to 
somebody,  somewhere,  some  time.  As  you  and  he 
may  recall,  Dr.  Exner  wasn’t  able  to  do  this;  the 
evidence  just  wasn’t  available,  or  wasn’t  convincing. 

Who  is  participating  in  the  conspiracy  of  silence 
about  which  Dr.  Kadas  speaks?  Not  you,  surely;  not 
I,  who  have  edited  a state  medical  journal  for  23 
years  in  a community  which  has  had  full  scale 
fluoridation  on  three  military  posts  for  nearly  six 
years. 

I suggest  Dr.  Kadas  consider  an  alternative  ex- 
planation of  the  siDnce— which  is  becoming  deafen- 
ing, indeed!— namely,  that  fluoridated  water  doesn’t 
actually  do  anybody  any  harm  at  all.  This  would 
explain  it  very  well. 

Sincerely  yours, 

HARRY  L.  ARNOLD,  JR.,  M.D. 

Editor,  Hawaii  Medical  Journal 
Honolulu,  Hawaii 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (ThiamineMononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B<,  (Pyridoxine  HCI)  2 mg. 

Vitamin  Bu  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder'' jars  of  30  and  100;  bottles  of  500. 


MiAQgtk  LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Constant  diagnostic  and  cardiac  distress 
information  around  the  clock  — with  immediate 
alarm  if  irregularities  in  heart  rhythm  occur  — 
are  automatically  provided  by  this  new  Sanborn 
Viso-Monitor.  This  compact,  integrated  bedside 
system  — for  recovery  room,  intensive  care  or 
OR  use  — includes  a built-in  electrocardiograph, 
pacemaker,  cardiotachometer  and  eight 
illuminated  alarm  indicators. 

Your  patient's  ECG  is  recorded  automatically 
for  10  seconds  at  either  pre-set  intervals  or  at 
the  onset  of  any  of  four  distress  conditions.  It 
can  also  be  taken  during  pacing,  for  valuable 
knowledge  of  the  patient’s  response  to  pacing. 
Heart  rate  is  continuously  displayed  on  the 
front  panel  meter,  which  has  adjustable  upper 
and  lower  thresholds  to  activate  alarms. 
Bradycardia,  tachycardia,  peripheral  pulse  loss, 
arrest  and  each  QRS  complex,  as  well  as 
operating  conditions  of  the  Viso-Monitor,  are 
shown  by  warning  lights.  Internal  or  external 
pacemaking  current  is  provided  by  the 
instrument,  with  adjustments  for  current  and 
rate  and  positive  safeguards  to  prevent 
accidental  pacing.  Audible  alarm  is  supplied  by 
an  optional  Remote  Alarm  unit,  which  also 
duplicates  visual  indicators  and  heart  rate 
meter  of  main  instrument.  The  new  Model  780 
Viso-Monitor  is  $1850,  the  Remote  Alarm  unit 
$250,  and  DC  Defibrillator  $1370 
(F.O.B.  Waltham,  Mass.,  continental  U.S.A.). 


your 

heart  patient 
is  in 
good 
hands 


SANBORN  COMPANY  • MEDICAL  DIVISION  • WALTHAM  54,  MASSACHUSETTS 

A Subsidiary  of  Hewlett-Packard  Company 


Seattle  Branch  Office  1 1 1 Second  Ave.  North,  Mutual  2-- 1 144 
Portland  Sales  & Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  W.  16th  Ave.,  Capitol  7-7559 
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Special  cough  formula  for  children 


Ped  iacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 


soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
Va  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 
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Definitely  Superior  to  Hydrocortisone” 


“By  a double  blind  study,  it  was  demonstrated  that  topical  application  of 
fluocinolone  acetonide,  0.025%,  in  a cream  base,  was  definitely  superior 
to  1.0%  hydrocortisone,  and  0.5%  prednisolone ...  also  somewhat  more 
effective  than  0.1%  triamcinolone  acetonide  in  the  treatment  of  derma- 
toses normally  responsive  to  topical  steroid  therapy.” 

Robinson,  H.  M.,  Jr.;  Raskin,  J.;  and  Dunseath,  W.  J.  R. : Topical  Therapy  with 
Fluocinolone  Acetonide,  Bull  Sch  Med  Univ  Maryland  47'. 21  (Apr)  1962 


Since  1960,  115  clinical  papers  have  appeared  or  are  in  press  on  the  use  of 
fluocinolone  acetonide.  These  reports,  on  4,562  patients,  confirm  the  success 
of  Synalar  (fluocinolone  acetonide)  in  the  treatment  of  a wide  range  of  inflam- 
matory dermatoses. 

Documented  results  show  that  this  important  advance  in  topical  therapy: 

• is  consistently  effective  both  initially,  and  should  retreatment  be  required 

• rapidly  relieves  pruritus 

• controls  both  chronic  and  acute  conditions 

• is  economical  because  less  medication  is  required 
to  rapidly  achieve  optimum  results 


Write  for  a clinical  supply  to  see 
how  superior  Synalar  (fluocinolone 
acetonide)  is  to  hydrocortisone. 


an  original  steroid  from 

SYNTEXea 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


A VAI  L A B L E : For  initiation  of  therapy — 
Cream  0.025%,  5 and  15  gm.  tubes.  For 
maintenance  therapy — Cream,  0.01%,  45 
gm.  tubes.  For  emollient  effect — Ointment 
0.025%,  15  gm.  tubes.  For  infected  derma- 
toses— Neo-Synalar®(  0.025%  fluocinolone 
acetonide  0.5%  neomycin  sulfate)  Cream, 
5 and  15  gm.  tubes. 

PRECAUTIONS:  Synalar  (fluocinolone 
acetonide)  preparations  are  virtually  non- 
sensitizing  and  non-irritating;  neomycin 
rarely  produces  allergic  reactions.  Although 
side  effects  are  not  ordinarily  ertcountered 
with  topically  applied  corticosteroids,  as 
with  all  drugs,  a few  patients  may  react 
unfavorably.  Where  there  is  systemic  infec- 
tion or  severe  local  infection,  systemic 
antibiotics  should  be  considered,  based  on 
susceptibility  testing. 


S-14 


PRO-BANTHINE' 

«...  op  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

Many  studies  by  many  investigators  over  many 
years  have  established  Pro-BanthTne  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective— Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-BanthTne  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable  — Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-BanthTne  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and,  theoretically,  a curare-like 
action  may  occur  with  Pro-BanthTne  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-BanthTne  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

g.  d.  SEARLE  & co. 

CHICAGO,  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 
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EDITORIAL 


Reclassification  oj  Drugs 


Pharmacists  and  their  two  national  organiza- 
tions hope  to  create  added  safeguards  for  health 
of  the  public  by  establishing  a new,  third  class 
of  drugs  to  be  distributed  through  their  own 
Profession  rather  than  in  super  markets  or  other 
uncontrolled  outlets.  They  are  actively  promot- 
ing federal  legislation  to  this  effect.  The  two 
organizations  are  in  quite  close  agreement  about 
the  drugs  to  be  controlled  but  they  differ  when 
it  comes  to  manner  of  sale. 

At  present,  federal  law  recognizes  two  classes 
—drugs  to  be  dispensed  on  prescription  only, 
called  legend*  drugs,  and  those  for  sale  over 
the  counter  (OTC).  Although  no  list  of  specific 
preparations  has  been  provided,  it  is  assumed 
that  the  new  class  would  remove  a number  of 
drugs  from  the  OTC  category  and  receive  from 
the  legend  group  those  products  or  dosages 
deemed  useful  for  self  medication. 

The  pharmacist  of  today  is  not  a mere  drug 
clerk  but  a highly  skilled  and  thoroughly  trained 
professional.  If  permitted  by  law  to  sell  a non- 
legend drug,  he  expects  to  give  the  patient  di- 
rection, advice,  and  warning.  He  defers  to  the 
physician  whenever  there  is  the  slightest  doubt 
about  need  of  the  patient  for  medical  care.  There 
can  be  no  comparison  whatever  between  his 
handling  of  drugs  and  that  of  the  grocery  clerk 
or  the  checker  at  a super  market. 

Legislators  have  been  impressed  with  the  con- 
structive nature  of  the  proposal  but  seem  dis- 
turbed by  what  appear  to  be  serious  differences 
between  the  two  organizations  of  pharmacists. 
They  agree  quite  well  on  the  types  of  drugs  to 
be  reclassified  but  differ  materially  on  applica- 
tion of  any  new  law.  One  says  drugs  should 
be  sold  in  a pharmacy,  the  other  that  they  be 
sold  by  a pharmacist.  The  American  Pharma- 
ceutical Association,  most  active  in  promoting 
the  measure,  insists  that  true  professional  ser- 


*So called  because  regulations  require  that  they  bear 
the  legend  "Caution:  Federal  law  prohibits  dispensing 
without  prescription.” 


vice  will  be  delivered  only  if  the  pharmacist  him- 
self handles  the  transaction.  The  National  Asso- 
ciation of  Retail  Druggists  does  not  support  this 
view  but  would  encourage  sale  of  drugs  by 
anyone  employed  in  a licensed  pharmacy. 

Membership  in  APhA  includes  those  in  hos- 
pitals, faculty  members  in  colleges  of  pharmacy, 
government  employees,  and  pharmacists  in  in- 
dustry, as  well  as  those  operating  pharmacies. 
Most  of  those  in  NARD  are  owners  or  proprie- 
tors of  drug  stores  conducting  some  business  in 
general  merchandise.  Aims  of  the  two  organiza- 
tions are,  quite  obviously,  based  on  viewpoint. 

Some  physicians  have  been  alarmed  by  the 
reclassification  proposal,  feeling  that  it  is  de- 
signed to  encourage  self  medication.  Part  of  the 
misunderstanding  may  have  been  stimulated  by 
unfortunate  choice  of  a word.  In  letters  and 
news  releases  the  APhA  has  used  autotherapy. 
It  is  perfectly  clear  in  meaning  but  not  neces- 
sarily beneficial  in  implication.  To  most  physi- 
cians it  carries  connotation  of  desirability  while 
the  time  honored  self  medication  recognizes  the 
fact  of  a widespread  practice  but  indicates  some- 
thing less  than  the  best  method.  Use  of  the 
established  term  can  play  its  part  in  discouraging 
unintelligent  self  dosing,  decried  by  pharma- 
cists and  physicians  alike. 

Careful  consideration  seems  to  indicate  that 
self  medication  would  not  be  promoted  but 
would  actually  be  diminished  by  the  proposed 
change.  No  grocery  clerk  knows  enough  to  make 
an  estimate  of  probable  consequence  of  drug 
use,  but  the  pharmacist  does.  No  grocery  clerk 
or  super  market  employee  will  be  apt  to  refer 
a patient  needing  medical  care,  but  a profes- 
sional pharmacist  will.  No  untrained  or  unskill- 
ed person  can  realize  that  two  drugs  taken  to- 
gether may  be  quite  incompatible,  but  the 
pharmacist  knows.  He  has  dedicated  his  life  to 
knowing. 

The  proposal  offered  by  APhA  has  much  merit. 
It  should  be  well  supported  by  the  medical  pro- 
fession. ■ 
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Foreign  Medical  Graduates 


World  leadership  of  the  United  States  in  medi- 
cine and  in  opportunities  for  postgraduate  train- 
ing led,  soon  after  World  War  II,  to  an  influx  of 
graduates  of  foreign  medical  schools.  Not  all 
were  qualified  for  internship  or  residency.  Some 
offered  certificates  from  medical  schools  whose 
quality  could  not  be  determined.  It  became 
necessary  to  test  applicants  before  admitting 
them  to  training. 

In  response  to  this  situation,  the  American 
Medical  Association,  the  American  Hospital  As- 
sociation, the  Association  of  American  Medical 
Colleges  and  the  Federation  of  State  Medical 
Boards  of  the  United  States  joined  in  sponsor- 
ing the  Educational  Council  for  Foreign  Medical 
Graduates.  Its  function  was  to  examine  appli- 
cants and  provide  certificates  to  those  able  to 
pass.  The  problems,  however,  did  not  end. 

Many  foreign  graduates,  already  in  the  United 
States,  failed  the  first  round  of  examinations.  To 
have  returned  them  would  have  worked  hard- 
ship, not  only  on  the  individual  but  also  on  the 
hospitals  where  they  were  needed.  This  led  to  a 


number  of  adjustments  and  postponements  of 
final  action.  The  last  of  these  is  now  being 
brought  to  an  end.  Only  the  Council’s  Standard 
Certificate  will  be  issued  after  the  examination 
on  March  25,  1964. 

Temporary  certificates  have  been  issued  to 
those  coming  within  five  points  of  the  passing 
grade  of  75.  They  have  been  good  for  two  years 
from  the  date  of  examination  and  thereafter  until 
the  next  succeeding  June  30.  The  holder  must 
pass,  with  grade  of  75  or  better,  before  expiration 
of  the  temporary  certificate  or  be  reported  as 
having  failed. 

The  new  rule  goes  into  effect  with  the  exami- 
nation scheduled  for  October  21,  1964.  Only  one 
type  of  certificate,  the  Standard,  will  be  issued. 
To  qualify  for  it  the  applicant  must  score  75  or 
better. 

The  council  was  encouraged  to  simplify  and 
clarify  admission  of  foreign  medical  graduates  by 
the  records  made  during  the  past  two  years.  Four 
examinations  were  given  in  1962  and  1963.  Pass- 
ing grade  or  better  was  achieved  by  12,097  ap- 
plicants. ■ 


Oral  Cholecystography  Risk 


Shortly  after  introduction  of  bunamiodyl,  an 
iodine  containing  compound  for  oral  cholecyst- 
ography, there  appeared  reports  of  acute  renal 
failure  associated  with  its  use.  Most  of  the  cases 
recovered. 

More  recently  there  have  been  reports  of 
deaths  due  to  tubular  necrosis  following  use  of 
bunamiodyl,  severity  of  reaction  usually  related 
directly  to  quantity  of  iodine  ingested.1  Most  of 
the  difficulties  have  been  encountered  after 
double  doses,  either  repeat  after  failure  of  the 
first  attempt  to  obtain  a gall  bladder  shadow  or 
increased  second  dose  given  for  the  same  rea- 
son. Death  has  occurred,  however,  after  single 
dose  of  4.5  gm,  the  amount  ordinarily  used. 
Normal  gall  bladder  function  is  said  to  give  ex- 
cellent shadow  with  this  dye. 

Renal  damage  seems  due  to  excretion  pattern, 
with  major  portion  of  the  dye  being  eliminated 


through  the  kidneys.  Renal  biopsy  in  cases  of 
renal  failure  after  this  drug  usually  show  active 
or  subsiding  tubular  necrosis.  Unidentified  cry- 
staline  material  has  been  found,  at  autopsy,  in 
tubule  cells.  Reactions  do  not  appear  to  be  ana- 
phylactoid but  are  delayed.  There  is  sharp  rise 
in  blood  urea  nitrogen. 

Bunamiodyl  appears  to  be  another  drug  of 
good  performance  for  a specific  purpose  but  cap- 
able of  occasional  serious  harm  in  non-target 
tissues.  The  only  rule  applying  is  the  necessity 
for  answering  a single  question  before  such  a 
drug  is  used— “Are  the  benefits  sufficient  to 
justify  subjecting  the  patient  to  the  known 
risk?”  ■ 

REFERENCE 

1 Setter,  J.  G.,  Maher,  J.  F.,  Schreiner,  G.  E..  Acute  renal 
failure  following  cholecystography,  JAMA  184:102-110 
(April  13)  1963. 


92 

Xorthwest  Medicine,  February  1964 


Poison  Information  Centers 


Poison  information  centers,  sometimes  errone- 
ously called  control  centers,  have  become  in- 
creasingly useful  and  are  being  increasingly  used. 
Record  of  one  such  center  will  illustrate.  It  was 
opened  in  1956.  In  the  first  year  of  operation 
there  were  1,061  calls.  In  1957  the  center  record- 
ed 1,275  calls  and  the  next  year,  3,295.  Last  year 
this  organization  was  called  11,879  times. 

Information  centers  are  not  necessarily  places 
where  there  are  facilities  for  treatment  of  poison- 
ing victims  although  a number  are  in  hospitals 
where  equipment  and  materials,  as  well  as  litera- 
ture, may  be  available. 

In  Oregon  there  are  two  centers  in  Portland, 
The  Oregon  Poison  Control  Registry  and  the 
Physicians’  Consultation  Center.  Hospitals 
throughout  the  state  have  been  encouraged  to 
establish  libraries  of  reference  material  on  poi- 


OREGON 

Portland 

Oregon  Poison  Control  Registry 
Rox  231 

Portland,  Oregon  97207 
Physician’s  Consultation  Center 
University  of  Oregon  Medical  School 
Portland,  Oregon 
Telephone:  228-9181 

WASHINGTON 

Aberdeen 

St.  Joseph  Hospital 
Telephone:  LE  3-0450 
Olympia 

St.  Peter  Plospital 
Telephone:  FL  2-7555 
Pasco 

Our  Lady  of  Lourdes  Hospital 
Telephone:  547-5551 


soning  and  to  stock  standard  antidotes.  Carl  G. 
Ashley,  Director  of  the  Registry,  states  that  he 
has  personally  consulted  with  many  of  the  hos- 
pitals and  has  found  their  facilities  quite  ade- 
quate. Public  callers  are  referred  to  their  physi- 
cians or,  in  emergency,  to  the  nearest  hospital. 

Idaho  has  a single  center,  at  Pocatello.  It  was 
established  to  serve  physicians  and  pharmacists, 
hence  all  physicians,  pharmacists  and  hospitals 
have  been  informed  of  the  availability  of  in- 
formation. 

There  are  seven  centers  in  Washington,  all 
operated  by  hospitals.  Primary  aim  in  establish- 
ing these  centers  has  been  to  create  libraries  of 
quickly  available  information  but  these  hospitals, 
as  well  as  most  others,  are  prepared  to  accept 
poison  victims  referred  by  physicians  or  those 
brought  in  as  emergencies. 

A directory  of  these  centers  is  carried  below. 


Seattle 

Children’s  Orthopedic  Hospital 
Telephone:  LA  4-4300 
Spokane 

Deaconess  Hospital 
Telephone:  MA  4-0171 
Tacoma 

Mountain  View  General  Hospital 
Telephone:  GR  4-0561 
Vancouver 
St.  Joseph’s  Hospital 
Telephone:  OX  3-4791 

IDAHO 

Pocatello 

Telephone:  233-2160,  Ext.  252  or  254 
If  no  answer  call: 

C.  Allen  Bradley,  Ph.D.,  232-7204 
John  V.  Bergen,  Ph.D.,  233-5587 
Franklin  R.  Cole,  Ph.D.,  233-2638 
N.  Marie  Higgins,  Ph.D.,  232-4880 
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both  reduce  the  cough,  but . . . 


reduces 

expectoration 


permits  normal 
expectoration 


Indications:  Novrad  is  an  antitussive  indicated  for  patients  with 
cough.  Contraindications:  No  absolute  contraindication  has  been 
established;  in  some  acute  and  chronic  clinical  conditions,  how- 
ever, it  may  not  be  advisable  to  decrease  the  frequency  or  in- 
tensity of  cough.  Side-Effects:  Nausea  has  occurred  in  1.3  per- 
cent of  cases  reported,  but  other  gastro-intestinal  symptoms  are 
rarely  seen.  Rash  or  urticaria,  drowsiness,  jitteriness,  and  dizzi- 
ness have  been  observed. 

Additional  information  available  upon  request.  Eli  Lilly  and 
Company,  Indianapolis  6,  Indiana. 

single-entity,  non-narcotic 

® 

LEVOPROPOXYPHENE 

(as  the  napsylate) 


S&t, 

300199 
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Carbon  Dioxide  Angiocardiography 

E.  C.  E B E R D T,  M.  D.  / H.  J.  S E M L E R,  M.  D.  / J.  A.  S C H N E I D E R,  M.  D. 

N.  L.  BLINE,  M.D.  Portland,  Oregon 


The  differential  diagnosis  of  myocardial  dilata- 
tion or  enlargement  and  pericardial  effusion  and 
thickening  has  long  been  known  to  be  difficult 
and,  at  times,  almost  impossible  on  clinical 
grounds  and  using  conventional  x-ray  techniques. 
C02  angiocardiography  has  been  reported  to  be 
a safe  and  useful  technique  in  the  diagnostic 
evaluation  of  cardiovascular  disease,  particularly 
in  the  differentiation  of  myocardial  dilatation 
from  pericardial  effusion.1-4  The  technique  itself 
has  been  known  and  used  for  several  years.  In 
1957,  articles  were  published  by  Durant  et  al.3 
and  by  Paul  and  co-workersr'  advocating  the  use 
of  pure  C02  for  intracardiac  gas  contrast  studies 
and  describing  the  techniques  of  injection.  The 
safety  of  C02  as  a contrast  agent  was  stressed. 
Stauffer  and  associates  reported  51  injections  of 
C02  in  40  patients.  Positive  evidence  of  peri- 
cardial disease  was  found  in  21  cases,  18  were 
found  to  be  normal,  and  12  cases  gave  equivocal 
results.1  These  investigators  concluded  that  C02 
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gon, U.S.A.)  Carbon  dioxide  angiocardiography. 
Northwest  Med  63:95-98  (Feb)  1964. 

Extent  of  pericardial  thickening  or  effusion 
may  he  estimated  readily  by  x-ray  after  intra- 
venous injection  of  carbon  dioxide.  The  method 
is  convenient,  quick,  safe,  and  does  not  require 
hospitalization.  Volume  injected,  usually  150  cc, 
is  controlled  by  syringe  and  stop  cocks.  The 
patient  is  in  left  lateral  decubitus;  films  are 
taken  at  15,  30,  and  60  seconds.  Of  seven  patients 
with  enlarged  cardiac  silhouettes  and  varying  de- 
grees of  disability,  two  had  increased  width  of 
shadow  between  right  atrium  and  pericardial 
periphery.  Both  had  effusion,  one  severe  enough 
to  require  emergency  relief  of  tamponade.  None 
of  the  seven  suffered  complication  or  aggrava- 
tion of  symptoms. 

Presented  at  Oregon  Medical  Association  Annual  Conven- 
tion, Portland,  Oregon,  September  26,  1963. 

From  St.  Vincent  Hospital,  Portland,  Oregon. 


angiocardiography  was  a convenient  and  safe 
method  for  the  demonstration  of  pericardial  effu- 
sion or  thickening.  Since  the  method  is  relatively 
new,  this  report  will  review  its  application  and 
usefulness  in  patients  seen  at  a community 
general  hospital. 

technique 

The  test  is  performed  by  injection  of  100  per 
cent  C02  intravenously  into  the  left  antecubital 
vein  with  the  patient  lying  in  the  left  lateral 
decubitus  position  on  an  x-ray  table.  Films  are 
then  taken  at  appropriate  intervals  to  show  a 
gas-fluid  level  within  the  right  atrium,  where- 
upon a direct  measurement  of  the  thickness  be- 
tween the  atrial  wall  and  pericardium  can  be 
made.  The  procedure  used  in  this  study  utilizes 
a C02  tank,  an  anethesia  bag,  three-way  stop- 
cocks and  a 50  cc  syringe. 

The  patient  is  placed  in  the  left  lateral  decubi- 
tus position  on  the  x-ray  table  and  an  intravenous 


abstract  o 

EBERDT,  E.  C.,  H.  J.  SEMLER,  J.  A.  SCHNEIDER,  N.  L. 

bline  (2447  N.  W.  Westover  Road,  Portland,  Ore- 
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El  grado  de  fibrosis  del  pericardio  o la  mag- 
nitud  del  hidropericardio  se  pueden  estimar 
facilmente  por  7neclio  de  los  rayos  X,  despues 
de  haber  inyectado  C02  por  via  intravenosa.  El 
metodo  es  conveniente,  rdpido,  seguro  y no  re- 
quiere  hospitalizacion.  El  volume  inyectado, 
alrecledor  de  150  cc.  se  controla  con  jeringa  y 
“ stop-cocks El  paciente  adopta  el  deciibito 
lateral  izquierdo  y las  placas  se  toman  a los  15, 
30  y 60  segundos.  En  este  estudio,  de  7 pacientes 
con  siluetas  cariiacas  agrandadas  y variable 
severidad  de  sintomas,  2 tuvieron  aumento  de  la 
sombra  radiogrdfica  entre  la  auricula  derecha  y 
la  periferia  del  pericardio.  Se  demonstro  hidro- 
pericardio en  los  dos,  uno  de  severidad  tal,  que 
requirio  pericardiocentesis  de  emergencia.  Ning- 
uno  de  los  siete  sufrio  complicaciones  o agrava- 
cion  de  los  sintomas. 
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infusion  of  5 per  cent  dextrose  in  water  is  started 
to  maintain  the  patency  of  the  needle.  Fig.  1. 
Two  three-way  stopcocks  are  attached  in  tandem 
to  the  needle  and  the  IV  tubing  is  connected 
to  the  proximal  stopcock.  To  the  second  stopcock 
are  attached  a 50  cc  syringe  and  the  tubing 
leading  from  the  CCb  source.  There  is  a filter 
and  a standard  inflatable  rubberized  bag  of  the 
type  used  on  anethesia  machines  within  the  tub- 
ing system. 


Fig.  1.  The  method  is  simple  and  special  equipment  is 
not  required. 


CCb  is  allowed  to  flow  into  the  anesthesia  bag 
and  the  tubing  and  syringe  are  flushed  several 
times  with  COL>  from  the  bag  to  remove  any  air 
particles  from  the  system.  The  x-ray  film  cassette 
is  then  positioned,  the  stopcocks  appropriately 
manipulated  and  150  cc  of  CCb  is  quickly  in- 
jected. The  stopcocks  are  then  reset  to  allow 
the  IV  drip  to  continue.  Films  are  taken  with 
conventional  x-ray  equipment  at  15  seconds, 
30  seconds,  and  60  seconds,  with  the  patient 
remaining  in  the  left  lateral  decubitus  position 
at  all  times.  Another  film  is  obtained  10 
minutes  after  injection  to  be  certain  all  of  the 
C02  has  been  absorbed.  If  so,  the  patient  is 
allowed  up  and  can  be  dismissed. 

If  the  result  is  not  ideal,  a repeat  injection  is 
performed  immediately  through  the  same  ap- 
paratus, using  as  much  as  200  cc  of  C02  intra- 
venously. If  all  of  the  injected  CCb  is  not  ab- 
sorbed within  10  minutes,  the  patient  is  main- 
tained in  position  and  a 20-minute  film  is  taken. 

A lighter,  more  compact  apparatus  has  re- 
cently been  used  successfully  by  Burch  and  co- 
workers utilizing  a small  C02  cartridge,  a single 
three-way  stopcock  and  a 100  cc  syringe.4  This 
reduces  the  size  and  weight  of  the  apparatus 
and  would  undoubtedly  save  considerable  time 
in  the  performance  of  the  test. 


interpretation 

Result  of  the  test  is  interpreted  according  to 
thickness  of  the  atrial  wall  and  pericardium  by 
actual  measurement  on  the  x-ray  film.  Normally 
this  thickness  is  5 mm  or  less  and  any  increase  in 
thickness  denotes  the  presence  of  pericardial 
thickening  or  fluid. 

In  this  series  the  technique  of  C02  angio- 
cardiography has  been  performed  on  7 patients 
with  a total  number  of  10  injections  having 
been  made.  The  cardiac  function  among  the 
patients  has  varied  from  mild  to  severe  decom- 
pensation, and  a patient  who  had  a large  peri- 
cardial effusion  with  early  cardiac  tamponade 
was  successfully  studied.  All  tolerated  the  pro- 
cedure well  with  no  complaints  during  or  after- 
ward and  there  was  no  evidence  that  die  proced- 
ure itself  had  in  any  way  altered  their  cardiac 
status. 


Fig.  2.  A pre-injection  film,  78  year  old  male. 


examples 

Figure  2 shows  the  pre-injection  film  of  a 
78  year  old  man  who  had  myxedema,  congestive 
heart  failure  with  massive  peripheral  edema  and 
markedly  enlarged  cardiac  silhouette  on  stand- 
ard chest  x-ray.  This  film  was  taken  in  P-A 
projection  at  distance  of  44  inches,  with  the 
patient  in  left  lateral  decubitus  position.  The 
right  atrium  is  seen  to  bulge  above  the  sternum 
and  is  outlined  against  the  relative  radiolucency 
of  the  right  lung.  Figure  3 shows  an  x-ray  of 
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Fig.  3.  Same  patient  as  in  figure  1.  Carbon  dioxide  in 
right  atrium  shows  normal  thickness  of  atrial  wall  and 
pericardium. 


the  same  patient  taken  30  seconds  after  the  rapid 
injection  of  150  cc  of  COa  into  the  left  ante- 
cubital  vein.  The  radiolucent  gas-fluid  level  can 
be  seen  to  have  accumulated  in  the  superior 
portion  of  the  right  atrium,  delineating  thickness 
of  the  atrial  wall  and  pericardium.  The  wall 
measures  3 mm  on  the  film  and  the  result  is 
negative  for  effusion  or  thickening. 

Figure  4 shows  the  pre-injection  film  of  a 
15  year  old  male  who  had  previously  been  hos- 
pitalized because  of  multiple  joint  effusions  and 
large  pleural  effusions.  He  subsequently  devel- 
oped a large  pericardial  effusion  and  both  pleural 
and  pericardial  effusions  were  successfully  as- 
pirated. He  improved  and  was  discharged,  but 
in  a short  time  was  readmitted  with  evidence 
of  cardiac  enlargement  and  early  cardiac  tam- 
ponade with  paradoxical  pulse,  tachycardia  and 
faint  heart  tones.  Figure  5 is  a film  after 
injection  of  150  cc  of  C02,  and  shows  a gas 
contrast  area  in  the  right  atrium  measuring 
25  mm  between  the  outer  atrial  wall  and  peri- 
cardial coat.  The  patient  was  taken  to  surgery 
several  hours  after  these  films  were  made  be- 
cause of  increasing  cardiac  tamponade.  Three 
hundred  cc  of  fluid  under  pressure  was  removed 
and  a pericardial  window  was  made.  His  post- 
operative course  was  uneventful. 

One  of  the  limiting  factors  of  this  procedure 
was  found  in  a 52  year  old  patient  who  had  an 


enlarged  cardiac  silhouette  and  a small  right 
pleural  effusion  due  to  congestive  heart  failure. 
The  C02  angiocardiogram  was  indeterminate 
because  the  pleural  fluid  had  migrated  by  grav- 
ity toward  the  hilar  area,  thus  obscuring  the 
right  atrial  shadow.  The  patient  was  subse- 
quently given  diuretics  and  returned  for  another 
injection  of  C02.  The  result  was  clearly  readable 


Fig.  5.  Same  patient  as  in  figure  4.  Gas  in  right  atrium 
is  outlined  by  broken  line.  The  pericardium  contained  300 
cc  fluid  under  pressure. 
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and  considered  negative  for  pericardial  effu- 
sion or  thickening. 

results 

The  technique  was  performed  on  six  males 
and  one  female,  with  ages  from  15  to  78  years. 
Their  condition  varied  from  asymptomatic  to 
chronic,  severe  cardiac  decompensation.  The  one 
clinical  finding  that  was  common  to  all  patients 
was  an  enlarged  cardiac  silhouette  on  a standard 
P-A  chest  x-ray.  One  patient  was  in  early  cardiac 
tamponade  at  the  time  he  was  studied.  Of  the 
seven  patients,  two  were  found  to  have  ab- 
normally increased  width  between  the  right 
atrial  wall  and  pericardial  space  due  to  peri- 
cardial effusion.  One  of  these  was  confirmed  at 
surgery.  Morbidity  was  nil  and  the  only  technical 
drawback  was  the  presence  of  a right  sided 
pleural  effusion  which  gravitated  to  the  right 
hilar  area  and  obscured  the  right  atrial  shadow. 

discussion 

The  technique  of  C02  angiocardiography  has 
several  advantages  which  recommend  its  use 
in  preference  to  previously  utilized  radio-opaque 
substances  which  are  used  in  intravenous  and 
selective  angiocardiography.  These  latter  pro- 
cedures are  technically  more  difficult  and  time 
consuming  than  C02  angiocardiography  and 
earn-  greater  hazards  with  occasionally  equivocal 
or  unsatisfactory  results.  Disadvantages  of  radio- 
opaque substances  include  the  frequent  occur- 
rence of  nausea  and  vomiting,  plus  the  risk  of 
previously  unknown  iodine  hypersensitivity.  The 
dyes  used  may  produce  vasodilatation,  fall  in 
blood  pressure  and  syncope;  and  they  have  occa- 
sionally caused  sudden  respiratory  arrest  from 
bronchospasm.  The  combination  of  these  ad- 
verse reactions  may  prove  rapidly  fatal.  Serious 
interference  with  the  coronary  circulation  may 
also  result  from  the  sharp  fall  in  blood  pressure. 
There  is  some  danger  of  over-exposure  to  irradi- 
ation if  patients  are  fluoroscoped,  x-rayed  fre- 
quently, then  catheterized  and  undergo  angio- 
cardiography in  two  planes  simultaneously.  In 
the  selective  techniques  with  the  introduction 
of  a catheter  into  the  right  atrium,  there  is  the 
additional  complication  of  possible  myocardial 
puncture  by  the  catheter  or  injection  of  contrast 
material  within  the  substance  of  the  myocardium. 


With  COo  angiocardiography,  none  of  these 
hazards  are  encountered  and  there  are,  to  our 
knowledge,  no  known  complications. 

The  procedure  is  technically  much  simpler 
than  conventional  angiography;  it  is  faster, 
requires  only  four  x-ray  films  be  taken  and 
utilizes  conventional  x-ray  equipment.  It  is  also 
possible  to  repeat  the  entire  procedure  within 
a few  minutes  if  the  first  result  is  unsatisfactory. 
It  must  be  stressed,  however,  that  only  medically 
pure  COo  be  used  and  that  all  air  be  flushed 
from  the  tubing  system  before  the  injection  is 
made.  After  the  injection  of  C02  is  completed, 
the  patient  should  be  maintained  in  the  left 
lateral  decubitus  position  until  the  C02  is  en- 
tirely absorbed.  This  is  usually  complete  within 
10  minutes  after  injection. 

Since  an  image  intensifier  and  cineradiography 
have  recently  been  introduced,  we  now  intend 
to  utilize  these  techniques  to  observe  the  con- 
tinuous passage  of  C02  throughout  the  cardiac 
chambers  with  the  hope  of  enhancing  the  diag- 
nostic value  of  this  procedure. 

conclusion 

Initial  studies  using  the  technique  of  intra- 
venous C02  angiocardiography  show  it  to  be  a 
safe,  technically  simple,  rapid  and  relatively  ac- 
curate technique  in  the  diagnostic  evaluation 
of  persons  suspected  of  having  pericardial 
disease.  ■ 

St.  Vincent’s  Hospital 
2447  N.W.  W estover  Road  (97210)  (Dr.  Eberdt) 
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Preventing  Cauliflower  Ears 

GILBERT  G.  E A D E,M.D.  Seattle,  Washington 


T raumatic  ear  hematomas  can  be  difficult  to 
manage  when  the  patient  wishes  to  continue 
wrestling  while  being  treated.  This  injury  sel- 
dom interferes  with  hearing,  becomes  infected, 
or  is  painful,  and  the  indication  for  care  is  to 
prevent  a cauliflower  ear.  There  is  no  urgency 
in  treatment,  as  the  process  is  reversible  for 
about  six  weeks,  but  if  the  person  continues  to 
wrestle,  early  therapy  will  prevent  extension  of 
the  hematoma. 

A useful  way  of  managing  this  condition 
without  restricting  activity,  is  to  tie  on  a dumb- 
bell dressing  with  through  and  through  ear 
sutures  after  aspirating  the  hematoma.  The 


technique,  illustrated  in  the  accompanying  fig- 
ures, has  the  following  advantages:  It  1.  is  very 
effective,  2.  avoids  bulky  or  tight  dressings  or 
plaster  casts,  3.  permits  full  activity  such  as 
wrestling  or  taking  a shower,  4.  is  comfortable 
and  well  tolerated,  5.  is  adaptable  to  any  variety 
or  location  of  ear  hematoma. 

Number  4-0  monofilament  synthetic  sutures 
are  used  since  they  cause  less  reaction  than 
multistrand  silk  or  cotton,  have  less  tendency 
to  cut  than  does  wire,  and  can  safely  be  left  in, 
from  seven  to  twenty-one  days,  depending  upon 
activity  desired.* 

1442  Medical  Dental  Building  (98101) 
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Clubbing  oj  Digits 

PETER  FISHER,  M.D.  Seattle,  Washington 


A 33  year  old  white  male  with  extreme  club- 
bing of  all  fingers  and  toes  came  to  my  office 
for  an  insurance  examination.  He  felt  well  and 
appeared  well  in  all  other  respects.  He  is  the 
subject  of  this  report. 

Clubbing  of  the  digits,  known  also  as  Hip- 
pocratic fingers  or  Marie’s  disease,  has  been 
reviewed  extensively  in  recent  literature.1  Men- 
dlowitz  cited  337  references  in  an  article  pub- 
lished in  1942. 2 

Very  marked  clubbing  of  the  digits  without 
apparent  disease,  however,  is  uncommon.  It  is 
sufficiently  uncommon  that  the  first  case  report 
presented  in  the  literature  concerning  a Negro 
was  published  in  1962. 3 Clubbing  may  result 
from  a variety  of  conditions  including  various 
pulmonary  parenchymal  diseases  and  arterio- 
venous aneurysms,  the  latter  sometimes  occur- 
ring from  trauma  and  existing  unilaterally.4 
Clubbing  may  or  may  not  affect  the  toes,  being 
modified  by  weight  bearing  and  pressure  of 
shoes. 

physical  characteristics  of  clubbing 

Clubbing  is  characterized  by  bulbous  enlarge- 
ment of  the  distal  phalanx  which  may  approach 
spherical  form  in  marked  clubbing.  The  begin- 
ning stages  can  be  detected  by  palpation  at  the 
base  of  the  nail.  The  nail  may  seem  more  freely 
movable,  may  give  a spongy  sensation  as  though 
being  ballotted  on  an  edematous  pad.  Skin  at 
the  nail  base  may  be  smooth  and  shining  with 
disappearance  of  the  minute  skin  creases.  There 
may  be  cyanosis  of  the  nail  bed  and  a pink  hue 
of  the  skin  at  the  base  of  the  nail. 
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fisher,  peter  (500  Wall  Street,  Seattle,  Washing- 
ton, U.S.A.)  Clubbing  of  digits.  Northwest  Med  63: 
100-101  (Feb)  1964. 

Clubbing  of  all  digits  was  observed  in  a 33 
year  old  male,  during  insurance  examination. 
He  had  no  complaints,  no  family  history  of 
clubbing  and  no  history  of  chronic  disease.  Ex- 
amination, including  chest  x-ray  and  pulmonary 
function  tests,  was  negative.  Various  hypotheses 
have  been  proposed  but  etiology  of  this  benign 
process  is  still  obscure. 


Fig.  la.  Spherometer. 

Fig.  lb.  Normal  profile  angle. 

Several  methods  of  objective  measurement 
have  been  devised.  An  instrument  called  a spher- 
ometer may  be  helpful,5  Fig.  la.  Experimentally 
an  increase  in  the  capillary  stream  can  be  mea- 
sured. Measurement  of  the  “profile  sign”  may 
aid  in  determination  of  presence  of  clubbing,1 
Fig.  lb.  This  sign  indicates  the  angle  between 
the  nail  and  dorsal  finger  surface.  The  apex  of 
this  angle  normally  points  to  the  palm  and  is 
an  angle  of  about  160  degrees.  In  clubbing,  it 
approaches  180  degrees,  or  a straight  line. 

pathophysiology 

The  mechanism  has  been  studied  extensively. 
In  a study  of  22  patients,  two  physiologic  find- 
ings were  constant. “ There  was  a small  peripheral 
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Se  nbservo,  en  tin  hombre  de  33  a has  de  edad, 
dedos  en  palillo  de  tambor  durante  tin  examen 
fisico  de  rutin, a.  Este  individuo  no  tenia  svntomas 
u otros  signos,  antecedentes  familiares  o historia 
cltnica  de  padecimiento  cronico.  La  exploracion, 
rayos  X del  torax  y pruebas  de  funcion  pulmonar 
fueron  negativos.  Varies  hipotesis  se  formulae., 
mas  la  explicacion  de  este  proceso  benigno  estd 
aiin  en  duda. 
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arteriovenous  oxygen  and  carbon  dioxide  dif- 
ference indicating  blood  shunt  across  the  hands 
and  pulmonary  venoarterial  admixture.  This 
shunting  of  blood  in  both  the  lungs  and  peri- 
phery is  believed  to  occur  in  the  existing  arteri- 
ovenous anastomoses.  It  is  postulated  that  an 
unknown  peripheral  vasodilator,  normally  de- 
stroyed in  the  lungs,  passes  through  these  shunts 
in  the  lungs  unaltered  and  opens  these  anasto- 
moses in  the  digits.7  Clubbing  is  believed  to  re- 
sult from  decreased  oxygen  tension  in  the  tissue. 
It  is  further  postulated  that  these  arteriovenous 
shunts  may  be  opened  by  some  irritative  phen- 
omenon in  the  lungs. 

The  deformity  of  clubbing  is  due  to  a local 
increase  in  the  number  and  caliber  of  blood  ves- 
sels together  with  hypertrophy  and  hyperplasia 
of  the  surrounding  fibrous  tissue  bed.7  8 

CASE  REPORT 


A 33  year  old  white  male  credit  supervisor  was 
first  seen  for  insurance  examination.  At  this  time, 
extreme  clubbing  of  digits  was  noted  (Fig.  2 and  3). 


Fig.  2.  Severe  clubbing,  all  fingers.  Note  departure  from 
normal  profile  demonstrated  in  view  of  left  hand,  above. 


He  was  healthy  appearing  in  all  other  respects,  ex- 
cept for  slight  obesity,  and  detailed  physical  ex- 
amination did  not  disclose  any  abnormalities.  He 
denied  any  symptoms.  He  admitted  to  several  bouts 
of  bronchitis  as  a child,  none  in  recent  years,  and 
surgery  for  skin  graft  of  leg  burns.  Otherwise  past 
medical  history  was  negative;  he  had  been  athletic 
and  vigorous  throughout  his  life. 

He  recalled  noting  clubbing  first  around  the  time 
of  going  to  college.  He  reviewed  this  matter  with 
his  family  and  there  was  agreement.  Some  baby 
pictures  were  reviewed  and  no  clubbing  was  ap- 
parent then.  He  denied  knowing  anyone  in  his  family 
with  clubbing.  His  mother  and  three  older  sisters 
were  living  and  well;  his  father  died  of  a myocardial 
infarction  and  he  had  four  children,  aged  2 to  7 
years,  all  well.  One  son  died  at  the  age  of  six 
months  with  pneumonia. 

Blood  counts,  sedimentation  rate,  urinalysis,  sig- 
moidoscopy, and  electrocardiogram  were  all  within 
normal  limits.  X-rays  of  the  hands  and  feet  showed 
the  soft  tissue  enlargement  but  not  distal  bony  ab- 
normality. X-ray  of  the  chest  was  normal.  Exercise 
tolerance  was  excellent;  timed  vital  capacity  and 
maximal  breathing  capacity  were  normal. 


Fig.  3.  Toes  showed  the  same  changes  but  to  a lesser  degree. 


summary  and  conclusion 

A case  of  severe  digital  clubbing  is  presented. 
This  appears  to  be  a non-hereditary,  non-familial, 
acquired  abnormality  unassociated  with  disease.® 

500  Wall  St.  (98121 ) 
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Preceptorships 

ROBERT  O.  VOY,  B.S.,  Lake  Grove,  Oregon 


H aving  attended  two  medical  schools  and  having 
discussed  mutual  problems  with  medical  stu- 
dents from  every  section  of  the  country,  I faive 
had  unique  advantage  as  Lin  observer.  I liLive 
become  increasingly  aware  of  the  need  for  pre- 
ceptorships. A goodly  number  of  medical  stu- 
dents Lire  frustrated  in  their  search  for  training 
and  understanding  in  the  area  of  general  or 
family  practice.  The  lack  has  become  a problem 
not  only  to  medical  students  but  also  to  medical 
school  faculties,  members  of  organized  medi- 
cine, and  to  government,  state  as  well  as  federal. 

Medicine  finds  itself  in  a quandary.  It  does 
not  know  the  exact  reasons  for  the  decreasing 
number  of  general  practitioners.  Nor  is  it  sure 
that  this  trend  is  a detriment.  I have  the  feeling 
tliLit  it  is  within  this  very  area  that  we  rmiy  find 
the  solution  to  the  many  professional  and  socio- 
economic problems  of  American  medicine  today. 

background 

This  year  the  Student  American  Medical  As- 
sociation issued  the  following  statement  of  pol- 
icy: “Currently,  approximately  20  per  cent  or 
fewer  medical  graduates  are  entering  general 
practice.  Increasing  emphasis  on  research  Lind 
specialty  training,  together  with  less  opportunity 
to  evaluate  general  practice  by  realistic  contLicts 
and  exposure  to  high  quality  family  practitioners 
during  medical  school  training,  contributes  to 
the  decreLising  number  of  graduates  entering 
general  practice  . . . SANIA,  through  adequate 
survey,  will  attempt  to  answer  these  questions 
over  the  coming  veLir  and  will  present  the  results 
of  such  study  to  all  those  responsible  for,  and 
engaged  in  medical  education.” 

Implications  present  in  this  statement  consti- 
tute the  most  important  deterrent  factors  at  work 
in  our  medical  schools.  They  are  responsible  for 
the  decreasing  interest  of  medical  students  in 
general  practice.  On  graduation  the  students  are 
not  undifferentiated  and  have  not  been  ade- 
quately exposed  to  general  practice. 


Mr.  Voy  is  a senior  medical  student  at  University  of 
Oregon  Medical  School  and  President  of  the  Student 
American  Medical  Association.  The  views  expressed  are 
those  of  the  author  and  are  not  currently  a part  of 
SAMA  policy. 


The  Student  American  Medical  Association, 
for  years  now,  has  been  cognizant  of  these  facts, 
Lind  has  recognized  the  need  for  establishment 
of  informal  education  to  supplement  our  formal 
curricula.  We  have  attempted  to  remedy  this 
ourselves,  directed  by  the  SAMA  House  of  Dele- 
gates. We  have  attempted,  almost  in  vain,  to 
institute  and  promote  preceptorship  programs. 
Our  representLitives,  over  the  past  few  years, 
have  also  urged  the  Academy  of  General  Prac- 
tice to  prepare  programs  designed  to  inform 
students  about  the  opportunities  in  general 
practice. 

Last  year,  SAMA  surveyed  medical  students 
through  its  widely  read  journal.  The  New 
Physician.  Within  a few  months,  a total  of  602 
replies  were  returned  and  tabukited.  These  602 
replies  represented  responses  from  74  of  the  na- 
tion’s 87  accredited  medical  schools. 

I should  like  to  repeat,  that  on  graduation 
most  students  are  not  undifferentiated  and  have 
not  been  adequately  exposed  to  general  practice. 
Answers  from  students  support  these  statements. 
To  the  question,  “How  well  does  your  school 
expose  students  to  family  practice  concepts?” 
66  per  cent  answered  “poorly.”  Only  25  per  cent 
indicated  that  they  had  been  well  exposed.  Two- 
thirds  of  America’s  medical  students  are  not 
satisfied  with  the  education  they  are  receiving 
in  family  practice.  This  is  significant!  It  is 
strong  testimony  that  there  are  medical  students 
interested  in  the  concepts  of  family  practice 
and  that  they  Lire  insisting  upon  a cliLinge  in 
curriculum  concepts  to  provide  more  adequate 
understanding  of  family  practice. 

Some  may  justifiably  ask,  how  do  medical 
students  consider  their  training  and  exposure  to 
family  practice  insufficient?  Let  me  answer  this 
by  discussing  what  I believe  to  be  the  reasons. 

The  tremendous  amount  of  research  money 
available  to  our  medical  schools  has  produced 
unwieldy  orgLinization  possessing  many  facets, 
of  which  the  training  of  medical  students  is  only 
one.  Faculties  comprise  some  dedicated  teachers, 
many  devoted  research  people,  and  an  ever- 
growing body  of  specialists. 

Medical  student  ciinnot  retain  that  which  is 
important  and  necessmy  to  the  total  practice 
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of  medicine  because  of  the  non-existence  of  one 
individual  in  this  massive  structure.  He  is  the 
man  who,  through  years  of  experience  in  prac- 
ticing general  medicine,  could  help  synthesize 
and  sift  the  tremendous  mass  of  information 
provided.  Some  general  practitioners,  it  is  true, 
do  teach  in  the  medical  schools,  but  this  is, 
again,  in  a specialized  way.  They  lecture  in  an 
area  in  which  they  are  particularly  interested, 
or  are  members  of  the  attending  staff  in  certain 
specialized  fields.  They  are  imparting  informa- 
tion as  specialists  and  not  as  family  practitioners. 
I have  found  that  few  specialists  take  the  time 
to  identify  what,  in  their  specialty,  is  useful  for 
the  student’s  general  medical  understanding. 
Many  pay  lip-service  to  the  idea  of  the  “whole 
patient,”  but,  because  of  the  medical  school’s 
specialist-oriented  structure,  the  student  is  shown 
a disease  entity  rather  than  the  whole  individual. 

There  is  an  atmosphere  in  many  of  our  medical 
schools  forcing  each  to  proclaim  his  field  the 
most  important.  Each  points  a finger  at  incom- 
petence of  the  general  practitioner,  whom  they 
consider  the  obvious  scapegoat  for  the  human 
errors  in  medicine.  Because  of  the  specialist’s 
“specialized”  knowledge  in  his  particular  field, 
intentionally  or  not,  he  helps  develop  a deep 
insecurity,  and  a needless  fear  of  not  doing 
what  is  right— only  to  avoid  malpractice  suits 
in  some  cases.  Where  else  but  in  the  medical 
school  can  the  student  better  see  the  continual 
stripping  of  the  family  practitioners’  rights  and 
privileges?  The  student  is  not  provided  with 
the  facts  that  hospital  privileges  are  not  impossi- 
ble to  gain  but  depend  on  the  physician’s  indi- 
vidual qualifications.  No  one  tells  this  bewildered 
student  what  these  qualifications  are.  Instead,  it 
is  implied  that  to  gain  surgical  privileges,  now 
or  in  the  future,  one  must  become  a surgeon; 
for  obstetrical  privileges,  one  must  become  an 
obstetrician,  etc.  The  creation  of  these  false 
impressions  of  hospital  privileges  available  to 
a family  practitioner  definitely  act  as  strong 
deterrents  against  contemplation  of  a career  as 
a family  practitioner.  Is  there  any  doubt  but 
that  this  naive  medical  student  does  not  have 
a chance  to  remain  undifferentiated? 

We  do  not  wish  to  openly  criticize,  because 
a student’s  complaints  are  usually  passed  off 
as  the  result  of  mistreatment,  sour  grapes  or 
immaturity.  We  simply  seek  knowledge  and 
training,  and  we  want  freedom  from  the  arti- 


ficial discipline  and  reproaches  emanating  from 
powerful  specialty  groups. 

The  foregoing  remarks  have  been  made  on 
behalf  of  the  Student  American  Medical  As- 
sociation. Those  to  follow  are  generally  my  own 
views  and  are  not  necessarily  those  of  the 
Student  American  Medical  Association. 


I should  like  to  propose  a plausible  solution. 
I’m  certain  that  this  will  not  be  the  panacea, 
but  I hope  that  it  will  at  least  be  a beginning 
course  of  treatment.  Treatment  now,  if  only 
paliation,  will  at  least  provide  us  with  a course 
of  action  to  follow  in  the  future.  Be  sure  of 
this,  that  if  American  medicine  wishes  to  main- 
tain the  concept  of  a family  practitioner,  it 
must  begin  now.  The  fewer  medical  graduates 
going  into  family  practice  the  more  it  declines 
in  prestige  and  relevance;  the  more  it  declines, 
fewer  are  the  medical  graduates  who  will  follow. 
Waiting  longer  will  only  hasten  the  complete 
demise  of  any  student  interest. 

The  therapy  that  I recommend  is  the  precep- 
torship  program.  I’m  sure  that  you  are  not 
impressed  with  this  submission.  I realize  that 
preceptorships  have  been  planned,  tried  and 
have  failed  in  the  past.  However,  this  does  not 
condemn  the  idea.  Surgery  has  always  been  the 
recommended  treatment  for  acute  appendicitis, 
however,  not  all  the  procedures  have  been  com- 
pletely satisfactory,  and  we  continue  in  our 
efforts  to  find  the  most  auspicious  of  surgical 
procedures  to  use. 

SAMA  has  attempted,  in  many  ways  and  at 
many  times  on  the  local  and  national  levels,  to 
establish  a workable  program.  Unfortunately, 
most  of  the  local  programs  have  failed.  SAMA 
had  all  but  given  up  the  idea  that  it  could  pro- 
duce such  programs,  when  the  Sears-Roebuck 
Foundation,  recognizing  the  need  for  this  in- 
formal education,  helped  by  establishing  the 
SAMA-SEARS  preceptor  program.  In  this,  its 
third  successful  year,  ten  medical  students  were 
placed  with  general  practitioners  in  the  Sears 
rural  community  projects.  I mention  this  because 
there  are  two  features  about  this  program  that 
are  crucial  to  the  future  establishment  of  any 
successful  preceptee-preceptor  program.  These 
features  are:  1.  The  student  spends  a minimum 
of  two  months  in  the  program  and,  2.  The  stu- 
dent receives  a stipend  and  room  and  board 
while  participating  in  the  program. 

Emphasis  on  the  importance  of  preceptorships 
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to  the  individual  medical  student,  is  provided  by 
the  fact  that  90  per  cent  of  the  students  surveyed 
stated  they  would  like  to  have  a four  to  six 
week  preceptorship  period  as  one  of  their  senior 
year  rotation  clerkships.  Medical  schools  have 
failed  to  produce  such  programs.  In  view  of 
this  inaction,  I think  that  it  becomes  impera- 
tive that  other  interested  groups  attempt  to 
establish  programs  of  their  own.  The  success 
of  this  venture  would  be  proof  of  the  fact  that 
this  concept  offers  a workable  and  feasible 
solution  to  the  problem. 

The  community  also  has  a stake  in  this  pro- 
gram. Having  a young  medical  student  present 
offers  the  community  an  excellent  opportunity 
to  influence  and  convince  the  student  of  the 
many  advantages  of  a small  town  practice.  Citi- 
zens might  even  find  the  student  to  be  just  the 
type  of  person  they  would  like  to  have  as  a 
physician  in  their  town,  and  could  exhibit  their 
interest  in  his  future.  The  physician’s'  patients 
might  appreciate  the  selection  of  their  doctor 
as  a leader  and  teacher.  They  might  also  realize 
that  his  contacts  with  students  and  the  medical 
school  would  provide  special  advantages  in 
keeping  up  with  medical  progress. 

objects  of  preceptorship  programs 

The  program  should  give  the  student  an  inside 
look  into  general  practice,  provide  first-hand 
knowledge  on  how  the  general  practitioner 
cares  for  patients  in  the  home,  in  the  office 
and  in  the  hospital.  It  should  provide  orientation 
in  the  economic  aspects  of  general  practice, 
to  include  office  planning,  bookkeeping,  and 
personnel  handling.  It  should  teach  the  student 
how  to  approach  private  patients  and  private 
practice,  and  allow  him  to  gain  appreciation  of 
a type  of  patient  he  is  not  apt  to  see  in  out- 
patient clinics— a self  sufficient  segment  of  the 
population  paying  its  own  way.  Recognition  of 
the  social,  moral  and  ethical  obligations  of  the 
practice  of  medicine  would  be  another  goal  of 
this  program. 

the  preceptor 

The  preceptor  in  all  cases  should  be  a gen- 
eral practitioner  preferably  in  a rural  commun- 
ity. Certain  programs  in  the  past  have  included 
specialists.  I cannot  support  this  practice  for 
two  reasons.  First,  the  stated  purpose  of  this 
proposed  program  is  to  attempt  to  sway  more 
students  into  the  branch  of  general  practice. 


Second,  the  utilization  of  specialists  automatic- 
ally places  students  back  into  urban  areas,  while 
the  object  is  to  get  more  family  physicians  into 
rural  areas.  The  medical  school  provides  the 
student  with  adequate  observation  of  specialty 
practice,  more  of  which  would  be  redundant  and 
would  make  the  program  less  attractive  to  the 
student. 

the  preceptee 

Students,  to  be  considered  eligible,  should 
have  completed  three  years  of  medical  school 
training. 

The  medical  student  should  be  considered 
an  observer  or  associate.  He  should  be  accorded 
responsibility  commensurate  with  his  training. 
At  no  time  would  it  be  expected  of  the  preceptee 
to  take  on  the  medical  or  surgical  treatment 
of  any  patient  without  the  full  supervision  of 
the  preceptor.  However,  the  student  must  not 
be  considered  a technician  or  employee. 

The  student  should  be  required  to  live  with 
the  physician  in  his  home,  or  in  the  hospital 
with  room  and  board  provided.  The  student 
should  be  allowed  to  become  acquainted  with 
the  preceptor’s  family,  friends  and  the  business 
people  of  the  community.  He  should  be  expected 
to  follow  the  preceptor  through  his  daily  rou- 
tine, day  and  night,  seven  days  a week.  He 
should  accompany  the  preceptor  on  ward  rounds 
and  home  emergency  calls.  If  asked,  he  should 
be  expected  to  attend  noon  luncheons,  business 
and  professional  meetings  with  the  preceptor. 
The  student  should  be  required  to  take  an  active 
interest  in  learning  the  fundamentals  of  hospital 
administration  and  personnel  problems.  He 
should  learn  the  mechanics  and  ethical  obliga- 
tions required  of  a general  practitioner  in  work- 
ing with  consultants. 

Since  many  students  are  married,  they  should 
be  accorded  some  free  time  in  which  their 
wives  and  families  coidd  visit.  The  student 
should  not  be  allowed  to  leave  the  community 
or  take  week-ends  off,  except  when  given  per- 
mission to  do  so  by  the  preceptor. 

remuneration 

Remuneration  is  an  important  consideration 
in  any  proposed  preceptorship  program.  Affili- 
ated programs  have  very  little  difficulty,  since 
the  preceptorship,  in  most  cases  is  taken  as 
an  elective  during  the  senior  year.  In  some 
cases  it  is  a requirement.  Although,  the  room 
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and  board  aspect  is  a considerable  expense  to 
the  preceptor,  he  is  usually  rewarded  by  being 
accorded  staff  recognition  by  the  medical  school. 

ft  is  in  the  unaffiliated  program  where  the 
problem  of  remuneration  acts  as  a deterrent 
factor.  Since  most  of  these  programs  can  only 
he  offered  to  students  during  their  summer 
or  off-months,  a stipend  is  necessary  to  sus- 
tain the  student  during  his  only  earning  period. 
In  this  day  and  age,  I think  that  it  is  unfair 
to  expect  the  student  to  consider  less  than  a liv- 
ing wage  for  his  efforts.  The  average  externship 
pays  $250  per  month,  as  does  the  SAMA-SEARS 
program.  Most  medical  school  research  fellow- 
ships pay  $300  per  month.  I think  it  would  be 
safe  to  imply  that  a minimum  of  $250  would  he 
acceptable  to  most  students.  It  would  be  abso- 
lutely inconsistent  and  wrong  to  consider  pre- 
ceptorships  financially  lucrative,  and  I would 
doubt  the  motivation  of  any  student  who  con- 
sidered it  as  such. 

The  most  obvious  question  that  arises  is  how 
does  the  preceptor  absorb  such  an  expenditure? 
I’m  not  sure  that  the  total  burden  would  neces- 
sarily have  to  be  carried  by  the  preceptor.  It 
would  not  surprise  me  to  find  ambitious  and 
dedicated  program  administrators  seeking  meth- 
ods to  help  defray  some  of  this  expense.  A 
program  of  matching  funds  might  be  considered. 
Interested  and  medically  needy  communities 
might  come  to  the  preceptors’  assistance.  This 
does  not  have  to  be  a problem,  if  interested 


parties  sincerely  think  that  the  program  is 
worthwhile. 

Let’s  not  forget  that  there  are  some  hidden 
returns  to  the  preceptor  also.  In  reading  reports 
of  other  programs,  I have  found  that  some 
preceptors  have  utilized  this  period  for  such 
things  as  annual  physical  examinations,  clinical 
trials  and  investigations,  vaccination  programs, 
or  elective  surgical  procedures.  These  are  cer- 
tainly of  value  to  the  student’s  educational  ex- 
perience and  in  no  way  reflect  profiteering  on 
the  student’s  assistance. 

conclusion 

Preceptorships  can  open  up  new  horizons  to 
physicians,  medical  students  and  society  in  gen- 
eral. Preceptorships  can  help  round  out  our 
system  of  medical  education.  They  could  be  the 
catalyst  that  is  so  badly  needed.  They  could 
help  to  cure  the  problem  of  a declining  number 
of  general  practitioners  in  the  rural  areas  and 
elsewhere.  Preceptorships  would  help  strengthen 
and  reunite  a currently  over  subdivided  pro- 
fession. Perhaps  most  importantly,  preceptor- 
ships could  improve  medicine’s  falling  image. 

I beseech  you  to  reexamine  preceptorships  -in 
the  light  of  these  remarks.  When  you  took  your 
oath  of  Hippocrates,  “.  . . to  teach  this  art, 
if  they  shall  wish  to  learn  it,  without  fee  or 
stipulation;  and  that  by  precept,  lecture,  and 
every  other  mode  of  instruction  . . .” 

You  inherited  this  obligation.  ■ 

15464  S.W.  Parker  Rd.  (97034) 


Preparation  of  this  article  teas  requested  by  the  Oregon  Academy  of  General 
Practice.  By  agreement  with  the  editor  of  the  Oregon  GP,  it  is  copied  from  the 
current  (February)  issue  of  that  journal.  Ed. 


Curtailment  of  New  Drug  Research 

The  drug  manufacturers  have  been  increasing  their  research  and  development 
expenditures  steadily  year  after  year  by  an  average  of  15  per  cent.  The  forecast  for 
1962  had  been  for  the  same  increase.  However,  when  the  year  was  over,  the  increase 
amounted  to  only  six  per  cent.  Why  was  it  cut  to  less  than  half?  Why  a sudden  slow 
down  in  research?  The  answer  is  in  one  word— Government.  As  PM  A President  Austin 
Smith,  M.D.,  commented  in  a masterpiece  of  understatement,  “Some  curtailment  of 
research  activities  and  a more  cautious  attitude  toward  investment  in  new  programs 
has  developed  in  connection  with  passage  of  the  1962  drug  amendments.” 

Editorial  in  Western  Pharmacy,  Sept.,  1963 
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False  Positive  Urine 

GORDON  D.  LAZERTE,  M.D./THOMA 

As  laboratory  tests  become  more  varied,  and  at 
the  same  time  new  drugs  are  being  introduced, 
one  may  expect  to  see  more  and  more  mislead- 
ing laboratory  residts.  Many  clinical  laboratory 
tests  are  empiric  and  non-specific,  their  reli- 
ability depending  upon  testing  of  many  normal 
and  known  positive  specimens  with  consistent 
results.  The  ingestion  of  drugs  adds  to  the  normal 
patient  a new  dimension  not  present  when  the 
tests  were  developed.  This  report  deals  with  drug 
induced  errors  in  urine  tests  for  urobilinogen 
and  porphobilinogen,  uroporphyrins,  5-hydroxy- 
indolacetic  acid  (5HIAA)  and  amylase. 

misleading  color 

The  color  of  a urine  specimen  may  be  the 
clue  to  a diagnosis;  it  is  often  the  first  sign  of 
liver  disease,  hemolysis,  or  porphyria.  Ordinarily, 
abnormal  color  leads  to  appropriate  chemical 
tests  to  confirm  the  suspected  diagnosis;  spurious 
colors  generally  yield  negative  results  with  the 
appropriate  tests.  We  have  noted  several  in- 
stances where  the  urine  color  was  not 
alone  in  suggesting  an  incorrect  diagnosis 
of  liver  disease  or  porphyria.  Some  addi- 
tional laboratory  tests  tended  to  confirm  the 
error.  In  these  cases  the  urine  is  usually  dark 
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lazerte,  c.  d.,  t.  j.  mc millin  (St.  Frances  X. 
Cabrini  Hospital,  Seattle,  Washington,  U.S.A.)  False 
positive  urine  tests  due  to  drugs.  Northwest  Med 
63:106-108  (Feb)  1964. 

Drugs  of  the  phenothiazine  and  meprobamate 
groups  may  yield  in  certain  individuals  urinary 
metabolites  which  cause  the  urine  to  darken  to 
a mahogany  brown  hue  and  give  false  positive 
tests  for  urobilinogen,  amylase,  uroporphyrins, 
porphobilinogens  and  5-hydroxyindolacetic  acid. 
No  untoward  clinical  signs  or  symptoms  attrib- 
uted to  the  drugs  have  been  noted  in  these  in- 
dividuals. A simple  purpling  reaction  with  nitric 
acid  is  a screening  test  for  such  substances  in 
the  urine.  Butanol  extraction  is  necessary  to  con- 
firm the  porphobilinogen  tests.  Physicians  in- 
terpreting laboratory  tests  should  always  con- 
sider the  possibility  of  spurious  results  due  to 
drugs  the  patient  may  be  taking. 

From  the  Department  of  Pathology,  Saint  Frances  Xavier 
Cabrini  Hospital,  Seattle,  Washington. 


Tests  Due  to  Drugs 

S J.  Mc  M I L L I N,  M.T.,  Seattle,  Washington 

amber,  sometimes  darkening  to  mahogany  brown 
on  standing.  Routine  tests  for  urobilinogen  and 
porphobilinogen  are  positive.1  Some  of  these 
colored  urines  yield  elevated  values  with  one 
of  the  simplified  methods  for  porphyrins.2  Mod- 
erately elevated  values  of  5HIAA  determined  by 
the  method  of  Sjoerdsma  et.  al.*  may  be  found 
in  the  range  of  75-200  mg  per  24  hours.  The 
only  apparent  common  link  among  these  cases 
is  a history  of  ingestion  of  drugs  in  the  pheno- 
thiazine or  meprobamate  groups. 

CASE  REPORT 

The  case  of  Mrs.  I.  H.,  a 56  year  old  cook  and 
lunchroom  operator  is  illustrative.  She  was  admitted 
to  the  hospital  in  1960  for  investigation  of  gas  pains 
and  nausea  of  six  weeks  duration.  One  year  before, 
she  had  a sub-total  gastrectomy  for  benign  pep- 
tic ulcer  with  prolonged  convalescence,  prob- 
ably due  to  postoperative  pancreatitis.  She 
had  been  emotionally  labile,  but  no  specific 
psychiatric  diagnosis  was  established.  Her  blood 
pressure  was  labile,  usually  about  140/80. 
Physical  examination  and  x-ray  findings  were  sug- 
gestive of  partial  small  bowel  obstruction,  which 
progressed  during  several  days  of  conservative  man- 
agement and  observation.  At  this  time  one  consult- 
ant considered  the  possibility  of  acute  intermittent 
porphyria  and  ordered  a . test  for  porphobilinogen 
and  porphyrins  in  the  urine  which  were  all  within 
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lazerte,  g.  d.,  t.  j.  mc millix  (St.  Frances  X. 
Cabrini  Hospital,  Seattle,  Washington,  U.S.A.)  False 
positive  urine  tests  due  to  drugs.  Northwest  Med 
63:106-108  (Feb)  1964. 

Medicamentos  del  tipo  de  la  fenotiazina  y el 
meprobamate  pueden,  en  ciertos  individuos,  dar 
lugar  a metabolitos  que  al  excretarse  en  la  orina, 
imparten  a esta  un  color  cafe  oscuro,  darnlo  reac- 
ciones  falsas  positives  para  el  urobilinogeno, 
amilasa,  aroporfirinas,  porfobilindgenos  y 5 
HIAA.  No  se  ban  visto  signos  o sintomas  en 
estos  individuos  atribuibles  a los  medicamentos. 
Un  simple  metodo  para  eliminar  estos  errores  es 
usando  acido  nitrico  que  al  anadirlo  a la  orina, 
da  un  color  purpura  si  esos  metabolitos  se  en- 
cuentran  presentes.  Extraccion  con  butanol  es 
necesaria  para  confirmar  la  presencia  de  porfo- 
bilinogeno.  El  medico,  al  interpretar  estos  anali- 
sis  deberd  estar  alerta  a la  posibilidad  de  que 
los  resultados  sean.  falsos  ij  debidos  a medica- 
mentos de  esta  clase. 

The  authors  are  indebted  to  R R.  Berueffy,  Ph.D.  for  per- 
forming the  tests  for  5-hydroxyindolacetic  acid  and  uro- 
porphyrins. 
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normal  limits.  On  the  third  hospital  day  laparotomy 
was  performed  and  a thick  adhesive  band  was  found 
with  a loop  of  small  intestine  wrapped  around  it. 
There  was  partial  obstruction.  The  adhesions  were 
cut  and  the  intestinal  tract  was  inspected  carefully. 
Abdominal  contents  were  palpated  thoroughly  and 
the  liver,  spleen  and  pancreas  were  examined,  all 
appearing  to  be  normal.  Twenty  mg  of  prochlor- 
perazine was  given  parenterally  in  divided  doses 
on  this  day,  and  10  mg  PRN  thereafter  was  ordered 
for  nausea.  On  the  third  postoperative  day  a twenty- 
four  hour  specimen  of  urine  was  reported  to  contain 
369.0  micrograms  of  uroporphyrin  (normal  0-20), 
method  of  Schlenker  and  Kitchell;2  there  was  a 
strong  chloroform  insoluble  color  with  Ehrlich’s 
aldehyde  reagent,  reported  as  strongly  positive  for 
porphobilinogen;  and  5HIAA  values  were  from  37.3 
to  40.7  mg  per  liter.  Tests  for  porphobilinogen  and 
uroporphyrins  performed  later,  in  the  absence  of 
interfering  drugs  were  all  within  normal  limits. 
Since  this  acute  episode,  she  has  continued  to  dis- 
play her  usual  choleric  disposition,  but  has  had  no 
further  abdominal  distress. 

The  urine  in  cases  such  as  this  has  another 
peculiarity,  however,  which  suggests  to  the  wary 
observer  that  some  unfamiliar  substance  may 
be  present.  The  addition  of  a few  drops  of  fum- 
ing yellow  nitric  acid  to  the  urine  produces  a 
deep  purple  color,  often  transient,  quite  differ- 
ent from  the  rainbow  to  green  effect  seen  in  the 
presence  of  bile.  One  ml  of  the  acid  is  added 
quickly  to  about  10  ml  of  urine  in  the  test  tube. 
As  the  acid  mixes  into  the  urine,  streaks  of  purple 
appear  if  the  test  is  positive.  The  color  fades 
and  may  disappear  in  a few  minutes.  This  purpl- 
ing test  has  proved  valuable  as  a check  for  in- 
terfering substances  in  the  urine  of  patients  tak- 
ing meprobamate  or  phenothiazine  drugs. 

influence  of  disease 

In  several  instances  we  have  observed  strong 
reactions  in  the  Ehrlich  aldehyde  test  for  urobi- 
linogen and  porphobilinogen  in  the  urine  of  an 
acutely  ill  patient  taking  these  drugs,  only  to 
find  little  or  no  interference  with  these  tests  with 
the  same  dose  of  drug  in  the  same  patient  dur- 
ing convalescence.  Other  individuals  taking  large 
doses  of  these  drugs  show  no  significant  increase 
in  Ehrlich  aldehyde  reactors  in  their  urine.  The 
colored  Ehrlich  complex  which  resists  chloroform 
extraction,  and  hence  would  ordinarily  be  re- 
ported as  porphobilinogen  can  be  extracted  by 
butanol.  Since  true  porphobilinogen  aldehyde 
cannot  be  extracted  with  butanol,  this  step  sep- 
arates the  false  reactors.  We  are  unable  to  ex- 
plain the  variation  in  excretion  in  Ehrlich  alde- 
hyde reactors  from  patient  to  patient  or  in  the 
same  patient  between  episodes  of  acute  illness 
and  convalescence,  but  we  have  noted  that  in- 


testinal obstruction  in  one  form  or  another  has 
been  common  among  the  patients  whose  urine 
specimens  have  shown  the;  strongest  reactions. 

amylase  tests 

The  amylase  tests  in  urine  may  also  be  af- 
fected in  patients  taking  these  drugs.  In  amylase 
tests  the  urine  is  incubated  with  a standard 
starch  solution  and  the  amount  of  amylase  is 
estimated,  either  by  measuring  the  glucose 
formed  by  the  action  of  amylase  on  starch,  or  by 
measuring  the  residual  unaltered  starch.  Iodine 
is  commonly  used  as  a starch  indicator  in  the 
latter  type  of  test  for  amylase,  producing  a char- 
acteristic blue  color  in  the  presence  of  starch.4 
Absence  of  color  in  the  final  reading  of  the  un- 
known indicates  degradation  of  starch  by  amy- 
lase in  the  urine,  and  is  read  as  a positive  test 
for  amylase.  The  negative  control  shows  the 
blue  color  of  the  unaltered  starch  reaction  with 
the  iodine.  Urinary  metabolites  of  phenothiazine 
interfere  with  the  development  of  the  search- 
iodine  blue  color,  causing  the  test  to  be  read 
falsely  high.  The  starch-iodine  color  reaction  in 
a control  tube  can  be  blocked  by  addition  of 
dilute  solutions  of  phenothiazine  drugs,  indi- 
cating that  the  unaltered  drug  interferes  directly 
in  the  color  reaction  of  starch  and  iodine. 

effects  in  healthy  volunteers 

Chlorpromazine  administered  to  four  healthy 
volunteers  in  doses  up  to  the  maximum  thera- 
peutic range  produced  changes  in  the  urine  un- 
related to  the  size  of  the  dose  of  drug.  In  no 
case  were  we  able  to  duplicate  the  strong  Ehr- 
lich aldehyde  reactions  we  encountered  in  some 
acutely  ill  patients.  All  of  the  specimens  showed 
an  increase  in  color  development  in  the  test  for 
5HIAA,  with  wide  individual  variations.  In  con- 
trast to  the  results  in  the  amylase  test,  solutions 
of  the  drugs  themselves  added  to  normal  urine 
specimens  did  not  affect  these  tests. 

Method  “A”  for  porphyrins2  gave  dramatically 
elevated  results,  but  method  “B”5  was  not  affect- 
ed. The  essential  difference  between  the  two 
methods  is  that  method  “A”  attempts  to  detect 
porphyrins  in  the  midst  of  various  impurities 
without  the  lengthy  extractions  used  in  the  more 
complex  method  “B”  to  purify  the  porphyrins. 
In  their  report  of  the  simplified  test,  Schlenker 
and  Kitchell  found  that  it  was  reliable  in  a group 
of  normals  but  did  not  take  into  account  pos- 
sible interfering  drugs. 
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Healthy  Volunteers  Taking  Chlorpromazine 
Orally  for  24  Hours 
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Qualitative  values  reported  are  of  mid-afternoon  specimens  the  first  day  of  drug  administration. 
Purpling  refers  to  color  development  with  fuming  yellow  nitric  acid  as  described  in  the  text. 
Urobilinogen  refers  to  all  substances  producing  characteristic  color  in  the  standard  test  for 
urobilinogen  with  Ehrlich’s  aldehyde  reagent,  expressed  as  mg/2  hrs. 

Porphobilinogen  refers  to  color  persisting  in  aqueous  solution  after  repeated  chloroform  ex- 
tractions of  the  urobilinogen.  In  all  cases  butanol  extraction  reduced  the  value  to  0. 


These  findings  suggest  that  some  individuals 
taking  these  drugs  excrete  in  their  urine  meta- 
bolites which  are  capable  of  coloring  the  urine 
and  producing  false  positive  reactions  in  some 
of  the  tests  for  porphobilinogen,  uroporphyrins 
and  5HIAA. 

experience  of  others 

The  literature  contains  scant  reference  to  false 
positive  laboratory  tests  due  to  drugs.  Watson," 
in  a recent  article  discusses  the  problem  of  Ehr- 
lich reactors  other  than  porphobilinogen  and 
urobilinogen,  and  emphasizes  the  necessity  for 
adding  the  step  of  butanol  extraction  to  the  test 
for  porphobilinogen.  Forrest  and  Forrest  have 
devised  a test  they  call  the  FPN  reaction  for  the 
detection  of  phenothiazine  products  in  the  urine; 
but  they  do  not  mention  interfering  colors  de- 
veloping in  the  course  of  routine  diagnostic  tests.7 

Fishman  and  Goldenberg  were  able  to  demon- 
strate a variety  of  degradation  products  in  the 
urine  of  patients  taking  chlorpromazine,  and  they 
demonstrated  considerable  variation  from  patient 
to  patient  in  the  pattern  of  urinary  metabolites.8 
In  some  cases  substances  acting  as  primary 
amines  were  isolated.  These  substances  may  pro- 
vide a clue  to  some  of  the  phenomena  we  de- 
scribe here,  since  the  5HIAA  reaction  depends 
upon  color  development  of  a diazo  reagent,  and 
these  primary  amines  may  combine  with  the 
diazo  reagent  to  produce  a different  colored  com- 
plex, giving  a false  positive  test. 

Rose,  Weinstein  and  Kobkar  have  demonstrat- 


ed chemical  interference  between  phenothiazine 
derivatives  and  the  test  for  5HIAA.”  They  point- 
ed out  that  the  apparent  lowering  of  5HIAA 
values  in  the  urine  of  patients  with  carcinoid 
syndrome  when  they  are  taking  chlorpromazine 
may  be  due  to  chemical  interference  in  the  test. 
In  their  cases  the  lowered  values  they  obtain 
are  still  above  the  normal  range,  and  correspond 
to  the  values  we  have  obtained  in  some  individ- 
uals taking  these  drugs  who  do  not  have  any 
clinical  evidence  of  carcinoid  syndrome.  ■ 

St.  Frances  X.  Cabrini  Hospital 
Terry  Ave.  & Madison  St.  (98104) 
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Don't  Worry  About  Reading  Your  Speech 

WILLIAM  A.  TERNENT,  B.S.  Daytona  Beach,  Florida 


At  a recent  technical  symposium  a speaker  rep- 
resenting a prominent  corporation  paraded  be- 
fore the  rostrum.  In  his  audience  sat  a group 
of  influential  professionals  in  his  field. 

The  situation  was  one  of  great  potential  value 
to  his  company.  He  stepped  behind  the  rostrum, 
produced  a fist  full  of  notes,  scratched  his  ribs, 
rubbed  his  chin,  and  proceeded  to  fall  flat  on 
his  corporate  image. 

As  an  advertising  man  who  places  many  signed 
articles  and  technical  presentations,  I could 
feel  honest  pain  for  my  counterpart  in  his  com- 
pany who  had  worked  hard  to  place  him  behind 
the  rostrum.  A splendid  opportunity  to  gain 
recognition  for  his  company,  its  products  and 
competence  was  flushed.  In  fact,  the  extremely 
poor  presentation  could  have  easily  degraded 
a lot  of  other  hard  work  and  expense  of  his 
company  in  advertising  and  sales  promotion. 

Talking  with  the  speaker  later,  he  allowed 
that  his  topic  may  have  been  interesting  . . . 
but  not  the  way  he  presented  it.  “I  rambled, 
stuck  in  too  much  information  that  didn’t  really 
need  to  be  covered  to  show  the  value  of  the 
technique,  and  being  without  a script,  I kept 
getting  lost  in  the  process.” 

“Why  didn’t  you  read  your  talk?” 

His  reply:  “I’d  been  told  that  the  only  proper 
way  to  make  a speech  is  from  notes  . . . that 
a read  paper  lacks  life  and  sounds  like  classic 
prose.” 

delightfully  different 

It  may  be  a hard  pill  to  swallow,  but  I contend 
that  most  often  a “once  in  a while”  speaker 
can  do  a much  better  job  of  reading  a prepared 
speech  than  he  can  of  speaking  from  notes. 

To  become  a good  “from  notes”  speaker  takes 
plenty  of  practice  . . . usually  more  than  the 
normal  person  ever  gets.  And,  if  you  do  get  a 
little  bit  of  “classic  prose”  in  the  presentation 

Reproduced  from  Advertising  and  Sales  Promotion, 
January,  1964,  by  permission  of  the  author  and  the 
publisher. 

Principles  voiced  here  were  presented  to  business 
men,  in  a business  magazine,  by  an  author  who  has  had 
much  experience  in  writing  and  delivering  speeches.  His 
ideas  transfer  very  readily  to  the  problem  of  presenting 
material  to  a medical  audience. 


. . . how  delightfully  different.  Words  flow 
endlessly  and  are  lost  almost  as  soon  as  they 
are  spoken.  Good  prose  lives.  You  not  only 
remember  an  idea  expressed  in  it,  but  you 
also  remember  the  words  that  so  well  described 
it.  In  fact,  the  ring  of  the  prose  may  be  exactly 
the  reason  for  your  remembering  the  idea  in 
the  first  place. 

True,  most  read  speeches  are  masterful  exam- 
ples of  mass  sedation.  But  they  don’t  need  to  be 
. . . and  if  you’ll  take  the  next  few  minutes 
to  read  on,  I’d  like  to  throw  out  a few  hints 
you  can  pass  on  to  your  speakers  on  how  such 
mass  sedation  can  be  turned  into  effective  mass 
communication . 

sell— sell— sell 

Most  speakers  seem  to  think  out  their  talks 
in  a self-centered  manner.  Just  listen  to  most 
talks  given  anywhere  and  judge  for  yourself  how 
many  are  truly  designed  with  the  listener  in 
mind. 

Think  of  yourself  as  a pitchman  with  a product 
to  sell  to  an  audience  that  isn’t  glued  to  its  seats. 
You’d  better  keep  ’em  hooked  or  they’ll  walk 
away  on  you.  Don’t  try  to  teach  in  20  minutes 
of  talking  what  probably  took  20  months  to 
learn.  Sell!  Sell  your  idea.  Sell  your  concept. 
Sell  your  wares.  And,  sell  in  terms  of  how  each 
individual  can  benefit  from  them.  If  you  have 
exhaustive  detail  to  back  up  your  sales  pitch, 
give  it  to  your  audience  in  written  form  so  they 
can  study  the  proof  of  your  arguments. 

Think  before  you  outline,  or  write,  or  you’ll 
develop  a case  of  diarrhea  of  the  mouth  in  front 
of  your  audience.  Think  about  their  agony  in 
having  to  sit  while  you’re  stretching  your  legs! 

Think  about  how  many  points  they  can  absorb 
verbally  in  the  space  of  20  or  30  minutes! 
Think  about  how  happy  they’ll  be  if  you  tell 
a story  that  is  easy  to  listen  to,  easy  to  absorb, 
and  easy  to  recall!  Think  about  how  happy 
they’ll  be  when  you  sit  down  if  you  haven’t 
thought  about  them  before  you  started  talking. 

writing  for  reading 

A critical  portion  of  preparing  a read  talk  is 
the  writing  of  the  text.  If  you  write  in  Shake- 
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spearean,  you’ll  sound  Shakespearean.  If  you 
write  in  19th  person  grammatical  form,  you’ll 
sound  like  the  19th  person  removed  from  your 
topic.  If  you  write  in  long,  involved  sentences 
with  clauses  dependent  upon  dependent  clauses, 
you’ll  sound  like  so  much  gibberish  to  your 
audience. 

If  you  ramble  from  one  point  to  another 
without  a semblance  of  organization,  you’ll  not 
only  confuse  your  audience,  you’ll  sound  as  if 
you’re  confused.  If  you  try  to  pack  too  much 
information  into  your  talk,  you’ll  lose  your  audi- 
ence in  a morass  of  detail  they  can’t  absorb. 

Write  as  you  talk  or  your  audience  will  wish 
you’d  never  written  it.  “You”  is  a magic  word. 
You  can't  use  it  too  often.  “I,”  as  “We,”  put  you 
and  your  subject  in  the  present. 

“We  are,”  “you  will,”  “I  am,”  etc.,  place  a block 
of  formality  between  you  and  your  audience. 
“We’re,”  “you’ll,”  and  “I’m”  are  more  conversa- 
tional—and  won’t  sound  as  if  you’re  reading  them 
from  a prepared  text. 

Organize,  reorganize,  and  reorganize  again  to 
make  sure  you’re  presenting  information  in  a way 
that  your  audience  can  follow,  remember,  and  re- 
call. In  organizing,  select  the  real  meat  of  the 
topic  and  eliminate  all  unnecessary  but  related 
information. 

If  when  reading,  your  text  seems  tight  and  a 
little  too  coldly  logical  to  be  conversational,  you 
haven't  given  the  listener  a chance  to  breathe. 

Solve  this  problem  by  inserting  a few  easily 
understood  examples  or  stories  to  give  the  listener 
a chance  to  digest  your  point  and  also  to  tell  him 
your  point  in  other  ways  that  may  increase  reten- 
tion. 

When  the  talk  is  completed,  the  time  has  come 
to  read  it  out  loud.  Is  it  speakable?  Are  there 
clumsy  word  combinations  that  leave  you  tongue- 
tied?  Does  it  sound  like  normal  conversation? 

Visual  aids  can  be  important  in  making  words 
meaningful  to  audiences.  Probably  the  most 
critical  point  in  the  use  of  visual  aids  is  realizing 
when  they  are  and  when  they  aren’t  needed. 
Running  a close  second  is  the  form  of  the  visual 
itself. 

While  a good  presentations  man  is  the  best 
place  to  go  to  get  visual  aids  help,  here  are  some 
general  considerations  on  the  subject: 

1.  Don’t  use  idiot  charts.  Generally,  a chart 
with  one  lone  word  is  a waste  of  time  and  money 
and  is  somewhat  of  an  insult  to  the  intelligence 
of  your  audience. 


2.  Visual  aids  should  be  concise.  Make  sure 
they  tell  the  story  . . . and  no  more.  Don’t  put 
any  more  on  a slide  or  chart  than  the  audience 
can  digest  in  the  few  seconds  you  have  it  in  front 
of  them. 

3.  Don't  let  visual  aids  steal  the  show.  Yon,  the 
speaker,  are  the  most  important  part  of  the  show. 
You,  alone,  can  sell  your  concept  or  your  wares 
. . . your  visual  aids  can’t  do  it  for  you. 

Visual  aids  are  only  aids!  Treat  them  as  such. 

Rehearsal  is  the  key  to  any  successful  presen- 
tation. It  is  imperative  to  the  success  of  the  read 
talk.  Let’s  assume  you’re  ready  to  start  rehears- 
ing. The  first  step  is: 

prepare  the  script 

1.  Have  the  script  typed  with  the  largest  type- 
writer face  you  can  find. 

2.  Double  space  the  lines. 

3.  Don’t  use  all  caps  . . . you  aren’t  used  to  rec- 
ognizing words  written  in  capital  letters. 

4.  Use  only  the  top  two-thirds  of  each  sheet  of 
paper  ...  it  will  keep  your  head  from  bobbing 
back  and  forth. 

5.  Start  out  specific  new  sections  of  your  talk 
. . . or  specific  examples  ...  on  new  pages.  Key 
the  beginning  of  new  sections  on  the  previous 
page  so  you’ll  be  aware  of  what’s  coming. 

6.  Leave  the  page  loose  or  at  the  very  most 
bind  them  in  a ring  binder  that  will  allow  you 
to  turn  pages  quickly  and  inconspicuously  and 
will  allow  the  pages  to  lie  flat. 

7.  Don't  type  your  script  on  both  sides  of  each 
sheet  of  paper.  It’ll  make  you  look  like  you’re 
doing  exactly  what  you’re  doing  . . . reading. 

8.  Fold  the  bottom  right-hand  corner  of  each 
page  ...  it  will  make  it  easier  for  you  to  turn 
pages  and  eliminate  fumbling  in  the  middle  of 
a statement. 

Script  prepared,  the  next  step  is: 

mark  it  up 

1.  Read  it  through  several  times  out  loud  to 
get  the  feel  of  it. 

2.  Go  through  the  talk  again  . . . this  time 
marking  it  for  points  of  emphasis,  pause,  ges- 
tures, speed,  etc. 

3.  Read  it  again.  Does  it  flow?  Does  it  have 
an  interesting  terrain?  Or  is  it  all  the  same  speed 
the  same  interest  level?  If  it  doesn’t  have  good 
flow,  highlights  of  interest,  rest  periods  for  the 
audience,  change  it! 

Note  is  the  time  to: 
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begin  practicing 

1.  Read  it  through  out  loud  until  you’re  satis- 
fied that  you  can  turn  to  any  page  of  the  script 
and  know  at  a glance  where  it  goes  from  there. 

2.  Now  that  you  have  an  intimate  feeling  for 
the  talk,  take  a tip  from  the  acting  profession. 
Take  each  of  the  important  parts  of  the  text 
and  rehearse  them  individually.  Polish  each  one. 
Get  all  of  the  dynamics  into  each  individual  sec- 
tion . . . and  rehearse  it  over  and  over  until 
you’re  in  the  “part.”  Depending  upon  the  size 
and  the  circumstances  of  your  audience,  you  may 
want  to  slightly  overact.  For  a large  audience  a 
slight  amount  of  overacting  is  necessary  if  you’re 
going  to  come  through  as  a personality  and  not 
a dead  fish.  If  it’s  a small  audience,  you’ll  have  to 
be  more  conversational  or  your  dynamics  will 
make  you  seem  like  a “ham.” 

3.  After  you’ve  polished  the  main  points  of 
your  talk,  put  it  together  and  rehearse  it  as  a 
whole.  You  may  have  to  make  some  minor  ad- 
justments to  make  the  total  talk  flow,  but  the 
very  act  of  rehearsing  some  portions  more  than 
others  will  usually  give  you  an  automatic  change 
of  pace  and  inflection  that  will  give  your  audi- 
ence those  breathers  they  need  to  keep  up  with 
you. 

set  the  stage 

It’s  the  day  before  the  big  talk.  You’re  re- 
hearsed and  ready  to  go  . . . but  a little  ap- 
prehensive because  you’ll  be  speaking  in  an  en- 
tirely different  environment  than  you’ve  been 
practicing  in.  There  are  a few  things  you'll  want 
to  do  before  you  approach  the  podium  and  your 
audience. 


1.  Go  into  the  room.  Sit  at  various  places  and 
get  a feeling  of  how  you’ll  appear  to  the  audi- 
ence. Determine  how  you’lL  want  the  stage  ar- 
ranged to  give  you  maximum  audience  contact. 

2.  Investigate  the  lighting  conditions  and  the 
audio  system.  Arrange  to  have  yourself  well 
lighted.  Also,  make  sure  you  arrange  for  enough 
light  to  make  your  listeners  visible.  You  can’t 
tell  how  they’re  responding  to  you  if  you  can’t 
see  them. 

3.  Set  up  the  lights  and  go  back  into  the  arena. 
Take  a critical  look  at  the  stage.  You’re  the  actor 
for  your  half  hour  . . . and  you  have  a right  to 
be  temperamental  about  being  upstaged  by 
chairs,  tables,  flowers,  flags,  people,  or  any  other 
object.  Get  rid  of  such  objects  before  your  pre- 
sentation. 

4.  If  possible,  set  the  stage  as  you  want  it  for 
your  presentation  and  come  back  in  the  dead  of 
night  and  run  through  your  talk  in  the  actual  en- 
vironment without  an  audience  . . . you’ll  feel 
more  secure  when  you  actually  present  the 
paper. 

5.  Corner  the  chairman  for  the  meeting.  Brief 
him  on  how  you’d  like  to  have  your  introduction 
handled.  His  remarks  can  help  put  the  audience 
in  the  frame  of  mind  and  mood  that  will  get  your 
talk  off  to  a good  start.  Also,  make  arrange- 
ments for  him  to  vacate  the  stage  while  you’re 
talking. 

At  this  point  you’ve  done  just  about  all  you 
can  humanly  do  to  assure  that  your  talk  will  be 
effective.  ■ 

General  Electric  Company 
P.O.  Box  2500  (32015) 


Can  “ Effective ” Drugs  be  U ineffective? 

Epilepsy  is  an  affliction  for  which  a variety  of  drugs  is  available.  For  reasons  not 
now  understood,  any  one  of  these  drugs  may  be  effective  in  some  cases  of  epilepsy  and 
worthless  in  others.  If  a new  drug  were  found  to  fail  in  80  per  cent  of  the  cases  in  which 
it  was  tested  and  successful  in  the  remainder,  would  it  be  released  by  FDA  as  “safe” 
and  “effective”  or  would  the  clinical  testing  required  be  so  extensive  and  costly  that  no 
manufacturer  could  afford  to  carry  through  such  a program  for  the  possibility  of  gaining 
only  20  per  cent  of  a limited  and  already  highly  competitive  market?  If  this  were  to 
happen,  it  might  deprive  a number  of  unfortunate  epileptics  of  a drug  uniquely  effective 
in  their  particular  cases. 

Theodore  G.  Klumpp,  M.D.,  at  Conference  of  Professional  and  Scientific  Societies, 

Chicago,  III.,  June  28,  1963 
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Vesicoureteral  Reflux 

L.  J.  SCHEINMAN,  M.D.,  Seattle,  Washington 


Vesicoureteral  reflux  is  a pathologic  condition 
characterized  by  varying  degrees  of  incompe- 
tency of  the  vesicoureteral  valve  mechanism,  re- 
sulting in  retrograde  passage  of  urine  into  the 
ureters  and  renal  pelves. 

Damage  occurs  by  hydrostatic  pressure  on 
renal  tissue  and  by  repeated  introduction  of  in- 
fected urine  into  the  kidney.  Hydronephrosis 
and  pyelonephritis  may  result. 

Two  mechanical  factors  assume  a role  in  re- 
flux; intravesical  pressure,  and  function  of  the 
intramural  portion  of  the  ureter.  Reflux  may 
occur  only  in  the  presence  of  high  pressure  ( due 
to  bladder  outlet  obstruction)  which  causes  de- 
compensation of  the  vesicoureteral  valve;  but 
reflux  can  also  occur  in  the  presence  of  normal 
bladder  outlet  and  at  intravesical  pressure  as 
low  as  10  mm  Hg,  due  to  vesicoureteral  junction 
abnormalities.  Length,  calibre,  flexibility,  fixa- 
tion and  backing  of  the  intramural  ureter  are 
all  of  consideration  in  its  efficacy  as  a valve. 
For  example,  it  has  been  demonstrated  that 
length  has  to  be  five  times  diameter  to  prevent 
reflux.  In  fact,  this  principle  is  the  basis  for  all 
successful  methods  of  surgical  repair.  There  is  a 
certain  similarity  to  the  inguinal  canal,  both 
are  channels  slanting  through  a muscular  wall. 

Normally  the  ureter  courses  obliquely  through 
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scheinman,  l.  j.  (626  Stimson  Building,  Seattle, 
Washington,  U.S.A.)  Vesicoureteral  reflux.  North- 
west Med  63:  112-114  (Feb)  1964. 

Vescioureteral  reflux,  leading  to  bouts  of  py- 
elitis and  eventually  to  kidney  damage,  is  due  to 
increased  intravesical  pressure,  incompetent 
vesicoureteral  valve,  or  both.  The  cystogram  is 
the  best  method  of  detecting  the  condition  since 
cystoscopy  and  pyelography  may  be  normal. 
Reflux  should  be  suspected  in  children  who 
have  repeated  attacks  of  pyelitis,  bouts  of  un- 
explained fever,  nocturia,  enuresis,  palpable 
bladder  or  other  related  but  unexplained  symp- 
tom-. Early  recognition  and  treatment  can  pre- 
vent late  development  of  irreversible  changes  in 
ureters  and  kidneys. 


Read  before  Seattle  General  Hospital  Staff  at  meeting 
of  October  8.  1963. 


bladder  wall  for  an  average  length  of  1.5  cm. 
In  this  manner  a valve  mechanism  is  formed.  A 
shorter,  dilated,  or  rigid  intravesical  ureter  will 
not  be  effectively  closed.  A congenitally  highly 
implanted  ureter,  as  often  seen  with  double  kid- 
ney, will  have  a very  short  intramural  portion 
and  be  more  susceptible  to  reflux,  as  will  neuro- 
genic bladders.  Scarring  resulting  from  chronic 
cystitis  may  lead  to  valvular  incompetency. 

natural  history  of  urinary  infections 

There  is  a natural  history  of  urinary  infections 
which  can  be  explained  by  the  normal  develop- 
ment or  maturation  of  the  intravesical  portion  of 
the  ureter. 

In  childhood,  urinary  infections  occur  more 
frequently  in  the  female,  and  pyelonephritis  is 
more  common  than  cystitis.  At  birth,  though 
intravesical  pressure  is  not  much  less  than  in  the 
adult,  the  intramural  ureter  is  very  short,  averag- 
ing only  5 mm.  This  gradually  lengthens  until 
about  12  years  of  age.  During  the  first  2 years, 
before  toilet  training,  reflex  bladder  action  pre- 
vents over-distention,  affording  some  measure 
of  protection  against  reflux. 

From  3 to  8 years  pyelonephritis  is  most  com- 
mon. Because  of  a short  urethra,  the  female  is 
more  vulnerable  to  ascending  bladder  infection 
than  is  the  male.  And  because  of  a short  intra- 
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scheinman,  l.  j.  (626  Stimson  Building,  Seattle, 
Washington,  U.S.A.)  Vesicoureteral  reflux.  North- 
west Med  63:  112-114  (Feb)  1964. 

El  refluvio  vesicoureteral,  ocasionando  ataques 
de  pielitis  y eventualmente  daho  renal,  se  debe 
al  aumento  de  la  presion  intravesical,  a la  in- 
competencia  de  la  vdlvula  vesicoureteral,  o a 
la  combinacion  de  estos  dos  factores.  El  cisto- 
grama  es  el  major  metodo  diagnostico  puesto 
que  la  cistoscopia  la  pielografia  pueden  ser  nor- 
males  en  estos  casos.  El  reflujo  se  debe  sospechar 
en  nihos  que  tienen  ataques  repetidos  de  pielitis, 
hipertermia  de  causa  obscura,  nocturia,  enuresis, 
vejiga  palpable  u otros  s'mtomas  relacionados. 
El  diagnostico  temprano  y tratamiento  puede 
prevenir  tardio  desarrollo  de  cambios  irrepara- 
bles  a los  ureteres  y rihones. 
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vesical  ureter  the  young  child  is  more  vulner- 
able to  reflux  of  infected  urine,  resulting  in 
pyelonephritis.  Edema  associated  with  cystitis 
is  also  a factor  in  causing  reflux  by  reducing 
obliquity  of  the  already  short  intramural  ureter. 

Early  teen  age  is  relatively  free  from  urinary 
infections.  The  ureterovesical  junction  has 
reached  maximal  development,  the  female  ure- 
thra has  lengthened,  and  perineal  hygiene  is  at 
its  best.  Vaginal  infections,  intercourse,  parturi- 
tion, catheters  and  douche  nozzles  lie  in  the 
future. 

In  the  achilt  period,  again  urinary  infection 
in  the  female  becomes  common,  but  now  usually 
as  cystitis.  The  upper  tract  is  protected  from  re- 
flux by  a mature  ureterovesical  junction.  How- 
ever, even  though  reflux  has  disappeared,  dam- 
age occurring  in  childhood  persists,  resulting  in 
that  large  group  of  non-obstructive  chronic  py- 
elonephritis cases  which  were  formerly  believed 
to  be  of  hematogenous  origin;  having  occasional 
flare-ups,  with  bacilluria  and  albuminuria,  end- 
ing in  uremia  and  hypertension. 

The  pyelograms  of  these  cases  show  calyceal 
blunting,  cortical  thinning  and  atrophy.  These 
are  irreversible,  inflammatory  changes  which  be- 
gan in  childhood  as  recurring  bouts  of  renal  in- 
fection caused  by  persistent  or  intermittent 
reflux,  incorrectly  treated,  and  poorly  under- 
stood. Progress  of  the  disease  has  been  well 
demonstrated  by  repeated  pyelograms,  but  its 
etiology,  reflux,  has  only  recently  been  con- 
sidered. 

treatment 

The  goal  of  treatment  is  to  preserve  or  restore 
renal  function  and  to  avoid  established  pyelo- 
nephritis. This  is  accomplished  by  elimination 
of  reflux.  Non-operative  indications  include  mini- 
mal bladder  neck  obstruction  and  minimum  re- 
flux. These  methods  of  treatment  include  bladder 
neck  dilatations,  appropriate  antibiotics  for  pro- 
longed periods,  and  repeated  evaluation. 

Operative  indications  are:  poor  response  to 
conservative  therapy,  more  advanced  changes  of 
bladder  neck  or  ureterovesical  valve  mechanism, 
and  upper  tract  dilatation.  Surgery  may  be  re- 
section of  bladder  neck  to  reduce  intravesical 
pressure,  ureterovesicoplasty  to  increase  length  of 
intramural  ureter,  or  diversion  and  drainage 
procedures.  Where  bladder  neck  obstruction  and 
ureterovesical  reflux  are  associated  with  normal 
appearing  ureteral  orifices,  primary  bladder  neck 


Fig.  1.  Normal  intravenous  pyelogram  in  a female  child 
with  history  of  recurring  left  pyelitis. 


revision  may  relieve  ureteral  regurgitation. 
However,  if  the  ureters  are  wide,  gaping,  and 
insert  directly  instead  of  obliquely  into  the 
bladder,  concomitant  ureterocystoplasty  is  nec- 
essary for  a successful  result. 

When  hydronephrosis  and  recurrent  infection 
have  resulted  in  severe  renal  damage,  recon- 
structive procedures  would  only  cause  further 
damage,  and  free  urinary  drainage  is  indicated 
to  protect  and  preserve  renal  tissue.  Usual  diver- 
sion procedures  are  bilateral  ureteral  transplant 
to  skin  or  ileal  pouch,  or  cystostomy  if  no  func- 
tional or  mechanical  ureteral  obstruction  exists. 

discussion 

Every  pediatrician  and  family  doctor  has  seen 
many  cases  of  recurring  urinary  infection,  chiefly 
in  female  children.  Most  seem  to  outgrow  the 
problem,  although  of  this  group  how  many  have 
established  chronic  pyelonephritis  which  will  not 
manifest  itself  until  later  in  life? 

Illustrative  x-rays  show  a normal  pyelogram 
and  pathologic  cystogram  ( demonstrating  re- 
flux) in  just  such  a case.  This  six  year  old  female 
had  several  attacks  of  pyuria,  fever,  abdominal 
and  left  flank  pain.  Each  time  she  became 
asymptomatic  after  a few  days  of  antibiotic 


113 

Northwest  Medicine,  February  1964 


Fig.  2.  Left  ureteral  reflux  in  the  same  patient  shown  in 
figure  1.  Voiding  pressures  were  within  normal  limits. 


Fig.  3.  A case  of  low  pressure  bilateral  reflux  with  severe 
back  pressure  changes  (hydro  ureter  and  hydronephrosis). 


I . 


therapy,  (Fig.  1).  Cystoscopy,  pyelography,  and 
bladder  pressure  studies  were  normal.  Cysto- 
gram  studies  revealed  reflux  up  to  the  left  ure- 
ter, (Fig.  2).  In  view  of  normal  bladder  voiding 
pressure  it  was  evident  that  her  defect  was  in 
the  ureterovesical  valve  mechanism.  Left  uretero- 
vesicoplasty  was  performed,  and  her  attacks  of 
pyelitis  ceased. 

It  may  not  be  possible  to  avoid  cystitis  in  the 
young  female  ( because  of  her  short  urethra ) but 
the  kidneys  must  be  protected.  If  reflux  does 
occur,  it  must  be  detected  before  irreparable 
upper  tract  damage  occurs. 

conclusion 

Reflux  should  be  suspected  in  even'  child 
with  recurring  urinary  infection,  bouts  of  unex- 
plained fever,  vague  abdominal  discomfort,  noc- 
turia, enuresis,  flank  pain,  a palpable  bladder, 
hydroneplirosis,  or  renal  osteodystrophy  and 
growth  failure.  Reflux  is  demonstrated  by  cysto- 
gram  studies.  It  may  be  delayed  or  immediate, 
transient,  recurrent,  sustained,  unilateral  or  bi- 
lateral. It  may  occur  only  under  stress  of  high 
pressure,  infection,  and  edema  and  may  not  be 


demonstrable  in  the  interval  phase  with  a mar- 
ginally competent  ureterovesical  valve.  It  is 
dynamic,  like  blood  pressure. 

Reflux  may  occur  in  cases  presenting  normal 
intravenous  and  retrograde  pyelograms.  These 
two  procedures  are  not  sufficient  to  completely 
evaluate  a pediatric  urologic  problem  which,  if 
not  controlled,  may  lead  to  severe  kidney  disease 
in  later  life.  ■ 

626  Stimson  Bldg.  (98101) 
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Are  you  a vegetarian,  Doctor? 


n If  you  are  not,  then  you  can  en- 
v,  joy  a wide  variety  of  Campbell’s 
I delicious  soups  made  with  fine 
meats  like  those  in  our  picture, 
u combined  with  many  different 
types  of  vegetables.  You’ll  like  many  of  these  soups,  we  think, 
and  they  can  often  be  useful  in  your  practice. 

Like  all  Campbell’s  more  than  thirty  different  kinds  of  soup, 
they  can  be  a great  help  in  planning  diets  for  your  patients. 
Appealing  in  appearance,  good  in  taste  and  texture,  such 
soups  as  Beef  Noodle  or  Vegetable  Beef  may  lend  new  interest 
and  variety  to  a diet.  And,  as  you  know,  allowing  a patient 
to  eat  what  he  can  enjoy  is  more  than  half  the  battle  of  getting 
him  to  follow  the  diet  you  prescribe. 

Most  of  Campbell’s  Soups  contain  a wide  variety  of  foods 
with  a wide  variety  of  essential  nutrients.  We  are  sure  you’ll 


find  several  of  our  soups  suitable  for  almost  any  type  of  diet 
you  care  to  recommend  . . . high  protein,  low  residue,  high  or 
low  calorie.  For  a high  protein  diet,  for  instance,  you  might 
suggest  our  Beef  Soup,  with  tender  pieces  of  lean  beef,  six 
different  vegetables,  and  about  9 gm.  of  protein  in  a 7 oz.  serv- 
ing. Or,  you  could  recommend  Split  Pea  with  Ham  (about 
8 gm.  protein  in  a 7 oz.  serving)  or  Chili  Beef  (about  6 gm. 
protein).  And  incidentally,  Doctor,  if  you  are  a vegetarian, 
we  have  just  what  you’d  like:  Vegetarian  Vegetable  Soup. 

To  help  you  plan  diets,  write  today  for  a series 
of  nutritive  analyses  of  all  our  soups:  Campbell 
Soup  Company,  Dept.  13,  Camden,  N.  J. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 


soup 
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Report  of  Local  Committee  on 
Arrangements  for  17th  Clinical 
Meeting  of  American  Medical  Association 


Presented  to  the  Board  of  Trustees,  Saturday, 
December  14,  1963 


After  the  1958  Clinical  Meeting  of  the  American 
Medical  Association  held  in  Minneapolis,  the  dele- 
gates of  the  Oregon  Medical  Association  were  en- 
couraged to  believe  that  the  new  facilities  contem- 
plated for  Portland  would  make  it  entirely  feasible 
to  host  a clinical  meeting.  This  Association’s  dele- 
gates, E.  G.  Chuinard  and  A.  O.  Pitman  and  its 
alternate  delegates,  John  G.  P.  Cleland  and  W.  Wells 
Baum,  therefore  recommended  that  the  Association 
submit  an  invitation  to  hold  the  1963  Clinical  Meet- 
ing in  Portland.  Thereupon,  the  Board  of  Trustees 
adopted  an  appropriate  resolution  for  the  consider- 
ation of  the  AMA  Board  of  Trustees. 

The  decision  regarding  the  1963  Clinical  Meeting 
was  to  be  made  at  the  Annual  Meeting  in  New  York 
City  in  1961.  At  that  time  the  AMA  Board  of 
Trustees  submitted  a resolution  that  the  ’63  Clinical 
Meeting  be  held  in  Las  Vegas,  Nevada.  At  this  point, 
the  Oregon  Medical  Association  flexed  its  muscles 
and  succeeded  in  reversing  the  recommendation  of 
the  AMA  Board  of  Trustees.  For  the  first  time  a 
hospitality  room  was  maintained  at  an  AMA  meeting 
and  through  that  project  and  yeoman  work  on  the 
part  of  our  delegates,  officers  and  the  officers  of  the 
Multnomah  County  Medical  Society  and  other  Asso- 
ciation members  attending  the  meeting  were  able 
to  swing  the  vast  majority  of  the  delegates  to  Port- 
land. Commendations  for  this  effort  would  be  grossly 
incomplete  if  the  wives  of  the  Association’s  delegates, 
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officers,  and  other  members  of  the  Woman’s  Auxili- 
ary did  not  receive  our  highest  accolades. 

Now,  about  the  meeting,  itself.  Even.'  aspect  of 
the  17th  Clinical  Meeting  of  the  American  Medical 
Association  was  eminently  successful.  The  facilities 
of  Portland’s  Memorial  Coliseum,  the  City  ’s  housing 
facilities,  our  taxi  drivers,  and  our  weather,  all 
were  at  their  best  during  the  meeting.  The  scientific 
program  was  of  highest  caliber  and  all  meetings  were 
well  attended  with  some  sessions  attracting  overflow 
crowds.  The  excellence  of  the  scientific  program 
is  a tribute  to  Huldrick  Kammer,  Chairman  of  the 
Committee  for  Scientific  Program,  and  his  associates. 
The  delegates’  dinner,  both  the  meal  and  the  enter- 
tainment were  declared  to  be  among  the  best  ever 
experienced  by  the  members  of  the  House  of  Dele- 
gates and  officers  of  the  AMA.  The  “Dixieland  Jazz 
Night”  at  the  River  Queen  was  a delight  to  the 
nearly  1300  guests  who  attended  and  participated. 

The  scientific  exhibits  were  unusually  high  cali- 
ber and  the  utilization  of  the  Memorial  Coliseum 
for  those  exhibits  and  the  commercial  exhibits  was 
declared  by  some  old  time  Portlanders  to  be  the  best 
organized  of  any  convention  ever  held  in  the  city'. 

The  ancillary  meetings  and  conferences  which 
were  held  during  the  Session  were  equally  well  at- 
tended and  received.  For  example,  we  were  informed 
that  the  Conference  on  the  Medical  Aspects  of  Sports 
held  on  Sunday,  December  1,  was  the  best  attended 
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of  any  such  conference  sponsored  by  the  American 
Medical  Association.  Many  of  our  own  members 
participated  in  the  program  and  were  highly  com- 
plimented for  their  presentations.  Much  of  the 
credit  for  the  excellent  attendance  of  Oregon  physi- 
cians and  school  and  college  athletic  directors  and 
coaches  goes  to  our  Association’s  Committee  on 
Child  Health  which  mailed  invitations  to  all  mem- 
bers of  the  Association  and  to  all  school  and  college 
athletic  directors  and  coaches  in  the  State. 

The  registration  was  a great  surprise  to  the 
officers  and  staff  of  the  American  Medical  Associ- 
ation who  had  anticipated  that  only  2,500  physicians 
would  register. 

The  total  physician  registration  for  the  meeting 
was  3,144  which  is  higher  than  the  physician  regis- 
tration at  ten  of  the  previous  16  clinical  meetings. 
This  includes  meetings  in  Cleveland,  St.  Louis,  Den- 
ver, Seattle,  Philadelphia,  Minneapolis  and  Dallas. 
The  total  registration,  including  physicians,  was 
7,103,  which  is  likewise  substantially  higher  than 
ten  other  previous  clinical  meetings. 

And  finally,  this  report  would  not  be  complete 
unless  highest  recognition  were  given  to  the  officers 
and  members  of  our  Woman’s  Auxiliary  who  enter- 
tained the  physicians’  wives  who  attended  the  meet- 
ing. We  are  told  that  nearly  500  physicians’  wives 
were  registered  by  our  Auxiliary  and  were  given 
our  exceptional  Oregon  hospitality.  Mention  should 
be  made  of  the  Portland  Guide  called  “Your  Trail- 
blazer”  and  the  special  gift  packages  prepared  by 


our  Woman’s  Auxiliary  and  which  elicited  most 
favorable  comment. 

Your  Committee  on  Local  Arrangements  be- 
lieves that  this  Association  should  convey  its  ap- 
preciation to  all  persons  who  contributed  to  the  out- 
standing success  of  the  17th  Clinical  Meeting  of 
the  American  Medical  Association  whose  names  are 
far  too  numerous  to  list  in  this  report. 

recommendations 

The  committee  recommends: 

1.  That  special  commendations  be  extended 
to  the  officers,  delegates  and  staff  of  the  Oregon 
Medical  Association,  the  Multnomah  County 
Medical  Society,  representatives  of  other  com- 
ponent societies  and  their  woman’s  auxiliaries, 
whose  efforts  were  responsible  for  bringing 
the  17th  Clinical  Meeting  of  the  American  Med- 
ical Association  to  Portland. 

2.  That  highest  recognition  be  given  to  all 
members  of  the  Oregon  Medical  Association, 
its  Woman’s  Auxiliary,  its  component  societies 
and  executive  staffs  who  participated  in  the 
preparation  for  and  the  conduct  of  the  17th 
Clinical  Meeting  of  the  American  Medical  As- 
sociation which  won  for  Oregon  highest  praise. 

3.  That  commendations  be  extended  to  all 
citizens  of  Oregon  and  especially  of  Portland 
who  contributed  their  facilities  and  services 
which  contributed  to  the  unusual  success  of  the 
17th  Clinical  Session  of  the  American  Medical 
Association. 


Proceedings  of  the  board  of  trustees 

Saturday,  December  14,  1963 


The  regular  monthly  meeting  of  the  Board  of 
Trustees  of  the  Oregon  Medical  Association  was  held 
on  Saturday,  December  14,  1963  at  2:00  p.m.  in  the 
Conference  Room  of  the  Association  headquarters 
office  in  Portland.  The  meeting  had  been  postponed 
from  December  7,  1963,  because  of  the  17th  Clinical 
Meeting  of  the  American  Medical  Association  held 
in  Portland,  December  1-4,  1963. 

The  following  members  of  the  Board  were 
present:  Daniel  K.  Billmeyer,  Melvin  W.  Breese, 
James  H.  Seacat,  M.  E.  McIntyre,  Ernest  T.  Liv- 
ingtone,  Glenn  M.  Gordon,  Blair  J.  Henningsgaard, 
Max  H.  Parrott,  Alfred  C.  Hutchinson,  H.  D.  Colver, 
J.  Scott  Gardner,  Clinton  S.  McGill,  John  W. 
Stephens,  James  V.  Woodworth,  W.  O.  Steele,  Merle 
Pennington,  William  C.  Crothers,  John  E.  Tysell, 
Melvin  E.  Johnson,  Paul  W.  Sharp,  W.  T.  Edmund- 
son  and  Dean  M.  Macy. 


The  following  members  of  the  Board  were 
absent:  Raymond  M.  McKeown,  Noel  B.  Rawls, 
George  J.  Schunk,  John  L.  Lang,  H.  Lee  Harris, 
Beverly  A.  Cope,  Lorance  B.  Evers,  and  Donald  F. 
Campbell. 

Other  members  of  the  Association  in  attendance 
were:  John  F.  Abele,  Chairman,  Joint  Committee 
on  Health  Problems  in  Education;  Stanley  A.  Boyd, 
Chairman,  Committee  on  Charitable  Medical  Care; 
Russel  L.  Baker,  Chairman,  Board  of  Trustees, 
Oregon  Physicians’  Service;  Roderick  L.  Johnson, 
Chairman,  Committee  on  Emergency  Medical  Serv- 
ice; and  Otto  C.  Page,  Chairman,  Local  Committee 
on  Arrangements  for  17th  Clinical  Session  of  the 
American  Medical  Association. 

Mrs.  J.  Cliffton  Massar,  President  of  the  Woman’s 
Auxiliary,  was  also  present. 

continued  on  page  120 
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When  you 
prescribe  for 
nasal 

congestion... 


remember 
‘Empirin’ 
Compound 
to  relieve 
common  cold 
discomfort 


• 100  • 


‘EMPIRIN’® 
Compound 

Eocb  contain* 

®r.  2>)/2 

Atptrln  flr.  5-1/2 

Coff« in or.  1/2 

hr  r*8»f  of  jfajpu  beaded**,  wsrclgto,  . 
and  dbtewfwfi  end  lerw  el 

to&CnON^-Advtn,  \ or  ? tablet*.  Mar  ** 
in  2 hovrv  Do  n©<  exceed  6 in  ***'' 
CltiWro*.  6 ta  t?  year*,  1/2  odidt  do**.  t'  of* 
0*r»i»H  a?  ret  tin  ftaqvenfly,  and  for  do»ao«  hr 
tnfldr#ft  under  6,  «on»wU  yotrr  phyvcicn- 

Wofft!«j.-~K«p  rhi»  a«d  o,i( 
me  dicing*  oaf  o<  children's  rooc**- 
-**,  euilROUGHS  WftLCOME  A CO 
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Also:  'Empirin'®  Compound  with  Codeine  Phosphate* 
gr.  '/a  - No.  1 / gr.  14  — No.  2/gr.  Vi  — No.  3/gr.  1 — No.  4 
“Warning— may  be  habit  forming 
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THE  MARCHING  CHILDREN 


How  long  would  it  take  500,000  children  to  pass  through  your  office? 

That’s  a tremendous  army  of  patients— but  it  is  the  number  of  children  under  14  whose  lives  you 
and  your  colleagues  have  saved  since  1935  in  just  four  diseases— tuberculosis,  syphilis,  influenza  and 
pneumonia.  And  among  working-age  victims  2,000,000  are  alive  today  who  would  not  have  survived 
if  the  1935  death  rate  had  remained  constant. 

In  the  past  25  years,  new  and  potent  drugs  have  played  a significant  role  in  reducing  mortality 
from  these  diseases.  Such  an  achievement  results  from  the  combined  efforts  of  many  organizations, 
professions  and  enterprises  . . . including  people  working  in  medical  and  pharmaceutical  research,  pro- 
duction, and  distribution,  who  make  drug  products  available  to  doctors  and  dentists,  hospitals  and 
pharmacies,  and  to  public  and  voluntary  health  agencies. 

The  prescription  drug  industry  is  proud  of  its  role  in  this  great  work. 


THIS  MESSAGE  IS  BROUGHT  TO  YOU  ON  BEHALF  OF  THE  PRODUCERS  OF  PRESCRIPTION  DRUGS. 
PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K.  STREET,  N.  W .,  WASHINGTON,  D.  C. 
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continued  from  page  117 

Also  in  attendance  were:  Mr.  John  J.  Coughlin, 
Legal  Counsel;  Mr.  Roscoe  K.  Miller,  Executive 
Secretary;  and  Mr.  Robert  H.  Eisner,  Executive 
Secretary.  Multnomah  County  Medical  Society. 

President  Billmeyer  introduced  Clinton  S.  Mc- 
Gill, as  Trustee  from  District  Xo.  1 (Multnomah 
Count>)  appointed  by  the  Multnomah  County- 
Medical  Society  to  fill  the  unexpired  term  of  Otto 
C.  Page  until  the  Association’s  1964  annual  meeting. 
President  Billmeyer  also  introduced  the  other  mem- 
bers of  the  Association  and  guests  attending  the 
meeting  of  the  Board. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  to  dispense  with  the  reading  of  the 
proceedings  of  the  meeting  of  Saturday,  November 
2,  1963  and  to  adopt  them  as  previously  submitted 
to  the  members  of  the  Board  of  Trustees  in  multi- 
lith  form. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  to  accept  the  monthly  financial  state- 
ment of  the  Secretary -Treasurer. 

The  Secretary-Treasurer  then  read  the  following 
correspondence : 

1.  A letter  from  I.  J.  Schneider,  Secretary  of  the 
Lincoln  County  Medical  Society  transmit- 
ting the  following  resolution  adopted  by  the 
Tillamook  County  Medical  Society  relative  to 
providing  medical  services  to  Oregon  Public 
Welfare  recipients: 

“Because  of  the  state  of  emergency  existing 
in  the  Financial  Department  of  the  State  of 
Oregon,  the  Tillamook  County-  Medical  So- 
ciety- has  resolved  to  forego  charging  for 
medical  services  during  the  period  of  emerg- 
ency. This  resolution  is  to  be  altered  or 
discontinued  by  the  majority  vote  of  the 
members. 

“The  time  of  starting  this  program  would  be 
approximately  the  first  of  December. 

“It  is  to  be  understood  that  this  is  in  no  way 
to  limit  medical  care,  the  only  requirement 
being  that  the  patient  be  certified  by  the 
Welfare  Commission  before  being  eligible. 
Then  they  would  be  afforded  the  same  medi- 
cal care  as  any  other  patient  regardless  of 
net  worth,  creed,  or  race.” 

2.  A letter  from  F.  J.  L.  Blasingame,  Executive 
Vice  President  of  the  American  Medical 
Association,  commending  the  Association 
officers,  members  and  staff  for  their  contribu- 
tion to  the  success  of  the  17th  Clinical  Meet- 
ing of  the  American  Medical  Association  held 
in  Portland,  December  1-4,  1963. 

3.  A letter  from  Raymond  M.  McKeown,  of 
Coos  Bay,  Trustee  of  the  American  Medical 
Association,  commenting  upon  the  many 


favorable  comments  he  had  heard  from  visit- 
ors regarding  the  success  of  the  17th  Clinical 
Meeting  of  the  .American  Medical  Association 
and  congratulating  Association  officers,  mem- 
bers and  staff  on  the  success  of  their  efforts. 

4.  A letter  from  Lyndon  B.  Johnson,  President 
of  the  United  States,  expressing  appreciation 
for  the  Association’s  telegram  sent  to  him  at 
the  time  of  his  inauguration. 

5.  A letter  from  Mark  O.  Hatfield,  Governor 
of  Oregon,  expressing  appreciation  for  the 
Association’s  letter  to  him  following  his  ad- 
dress on  the  occasion  of  the  Delegates  Dinner 
at  the  17th  Clinical  Meeting  of  the  American 
Medical  Association. 

President  Billmeyer,  Chairman  of  the  Executive 
Committee,  reported  that  the  Committee  had  con- 
vened at  9:00  a.m.  on  this  date  to  consider  mat- 
ters related  to  the  affairs  of  the  Association  and 
had  given  preliminary  consideration  to  the  budget 
for  1964  which  would  be  presented  to  the  Board 
for  consideration  at  the  January  meeting.  He  also 
submitted  the  following  recommendation  of  the 
Executive  Committee: 

1.  That  the  following  applicants  for  Life  mem- 
bership be  approved: 

Raymond  R.  Staub,  Portland,  Paul  F.  Lacey, 
Portland 

Upon  motion  duly  made,  second  and  carried, 
the  report  and  recommendations  of  the  Executive 
Committee  of  the  Board  of  Trustees  were  adopted. 

Otto  C.  Page,  Chairman  of  the  Local  Committee 
on  .Arrangements  for  the  17th  Clinical  Meeting  of 
the  .American  Medical  Association,  presented  a 
comprehensive  report  on  the  experience  at  that 
meeting  which  contained  the  following  recom- 
mendations: 

1.  That  special  commendations  be  extended  to 
the  officers,  delegates  and  staff  of  the  Ore- 
gon Medical  Association,  the  Multnomah 
County-  Medical  Society,  representatives  of 
other  component  societies  and  their  woman’s 
auxiliaries,  whose  efforts  were  responsible 
for  bringing  the  17th  Clinical  Meeting  of 
the  .American  Medical  Association  to  Port- 
land. 

2.  That  highest  recognition  be  given  to  all  mem- 
bers of  the  Oregon  Medical  Association,  its 
Woman’s  Auxiliary,  its  component  societies 
and  executive  staffs  who  participated  in  the 
preparation  for  and  the  conduct  of  the  17th 
Clinical  Meeting  of  the  American  Medical 
Association  which  won  for  Oregon  highest 
praise. 
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3.  That  commendations  be  extended  to  all  citi- 
zens of  Oregon  and  especially  of  Portland 
who  contributed  their  facilities  and  services 
which  contributed  to  the  unusual  success  of 
the  17th  Clinical  Session  of  the  American 
Medical  Association. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  to  amend  the  report  of  the  Local 
Committee  on  Arrangements  by  adding  the  follow- 
ing recommendation: 

4.  That  a special  expression  of  appreciation  and 
congratulation  be  extended  to  Otto  C.  Page 
and  all  members  of  the  Local  Committee  on 
Arrangements  for  their  outstanding  contribu- 
tion to  the  success  of  the  17th  Clinical  Meet- 
ing of  the  American  Medical  Association. 

Upon  motion  duly  made,  seconded  and  carried 
it  was  voted  that  the  report  of  the  Local  Committee 
on  Arrangements  for  the  17th  Clinical  Meeting  of 
the  American  Medical  Association  and  the  recom- 
mendations contained  therein  as  amended  be 
adopted. 

Mrs.  J.  Cliffton  Massar,  President  of  the  Woman’s 
Auxiliary,  presented  a verbal  report  on  the  activities 
of  the  Woman’s  Auxiliary  during  the  17th  Clinical 
Meeting  of  the  American  Medical  Association  as 
official  hostess  for  the  wives  of  physicians  attending 
the  meeting. 

John  F.  Abele,  Chairman  of  the  Joint  Commitee 
on  Health  Problems  in  Education  of  the  Oregon 
Medical  Association  and  the  Oregon  Education  As- 
sociation, discussed  the  principal  activities  at  the 
10th  National  Conference  on  Physicians  and  Schools 
sponsored  by  the  American  Medical  Association  and 
held  in  Chicago,  October  9-11,  1963  and  the  activi- 
ties of  the  Oregon  Joint  Committee  on  Health  Prob- 
lems in  Education. 

Dr.  Abele  as  a result  of  his  observation  expressed 
concern  lest  the  State  governmental  agencies  in  re- 
stricting their  activities  necessitated  by  budget  re- 
ductions discontinue  vital  health  programs  to  the  dis- 
advantage of  the  citizens  of  Oregon.  Dr.  Abele  there- 
upon recommended  the  adoption  of  the  following 
resolution: 

WHEREAS,  the  people  of  Oregon  by  use  of  the 
referendum  and  the  legislature  of  the  State  of  Ore- 
gon in  special  session  have  not  seen  fit  to  find  any 
current  appropriate  means  to  meet  present  budgetary 
requirements;  and, 

WHEREAS,  departments  of  the  government  of 
the  State  of  Oregon  are  courageously  cutting  current 
expenditures  percentagewise,  by  listing  required 
spending  items  by  priority;  and, 

WHEREAS,  items  of  new  expense,  maintenance 
and  repair  may  have  significant  health  features  that 
may  well  not  be  considered  in  their  proper  health 
perspective;  now  therefore  be  it 


RESOLVED,  that  the  Oregon  Medical  Associa- 
tion indicate  its  concern  through  appropriate  chan- 
nels to  the  Governor  of  the  State  of  Oregon  to  alert 
all  department  heads  of  the  need  to  at  least  preserve 
the  present  health  gains  established  in  our  State. 

Upon  motion  duly  made,  seconded  and  carried, 
the  resolution  submitted  by  Dr.  Abele  was  adopted. 

Dr.  Abele  also  called  to  the  attention  of  the 
Roard  that  many  high  schools  in  Oregon  were  de- 
bating the  subject  of  “Medical  Care  to  the  Aged 
Through  the  Social  Security  Approach”  and  sug- 
gested that  the  Association  offer  to  supply  debate 
kits  on  this  subject. 

Upon  motion  duly  made,  seconded  and  carried  it 
was  voted  that  the  Association  correspond  with 
the  debate  coach  in  each  of  Oregon’s  secondary 
schools  offering  to  supply  a debate  kit  on  the  subject 
of  “Medical  Care  for  the  Aged  Through  the  Social 
Security  Approach”  and  that  a return  self-addressed 
and  stamped  postcard  be  enclosed  with  the  letter  for 
use  in  requesting  such  information. 

Russel  L.  Baker,  Chairman  of  the  Board  of  Trus- 
tees of  Oregon  Physicians’  Service,  presented  a report 
on  the  current  status  of  Oregon  Physicians’  Service 
affairs  in  which  he  emphasized  substantial  progress 
in  the  reduction  of  operating  costs,  the  growth  in 
subscribers  and  the  improvement  in  utilization  con- 
trol. 

President  Billmeyer  called  attention  to  the  action 
of  the  Board  of  Trustees  at  its  meeting  on  November 
2,  1963  in  which  the  following  recommendations  of 
the  Committee  on  Charitable  Medical  Care  relative 
to  the  policies  and  practices  for  the  administration 
of  the  State  Public  Welfare  Commission’s  Medical 
Aid  program  were  laid  on  the  table  until  the  De- 
cember, 1963  meeting. 

1.  That  the  fee  differential  between  first  and 
subsequent  office  calls  be  removed  and  that 
all  office  calls  be  paid  at  a rate  of  $4. 

2.  That  home  and  office  calls  be  limited  to  two 
per  case  per  month. 

3.  That  hospital  calls  be  limited  to  three  per 
week  after  the  first  week. 

4.  That  post-operative  care  be  included  in  the 
flat  fee  for  surgical  procedures  but  that  a 
reduced  flat  fee  be  paid  if  post-operative  care 
is  given  by  another  physician  with  the  total 
fee  for  the  procedure  not  exceeding  the 
present  fee  schedule  for  such  procedure. 

5.  That  a maximum  fee  be  established  for  mul- 
tiple surgical  procedure  performed  on  any 
one  day  on  the  same  patient  subject  to  “in- 
dividual consideration.” 

6.  That  emergency  and  acute  conditions  may  be 
treated  without  prior  authorization  subject  to 
a post-audit. 

continued  on  page  123 
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The  discharged 
mental  patient . . . 
and  Thorazine ' 

brand  of  chlorpromazine 


“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics one,  n.s.:  Postgrad.  Med.  27=620  (May)  i960. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family — also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe” — with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, sk&f) — regardless  of  dosage — over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  SK&F)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 
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continued  from  page  121 

7.  That  the  position  of  the  local  medical  consult- 
ant be  reestablished  to  be  compensated  by 
the  State  Public  Welfare  Commission  but  to 
be  appointed  by  the  local  medical  society. 

8.  That  the  Commission  requirement  that  billing 
for  services  rendered  to  Welfare  recipients 
will  not  be  honored  unless  received  within 
sixty  days  following  the  treatment. 

9.  That  services  rendered  to  welfare  recipients 
beyond  the  home  and  office  and  hospital  calls 
specified  in  recommendations  2 and  3 above 
be  subject  to  prior  authorization  except  in 
emergency  or  acute  cases  which  shall  be  sub- 
ject to  post-audit. 

10.  Relative  to  the  Special  Session  of  the  Oregon 
State  Legislature,  your  Committee  recom- 
mends that  the  Association  make  no  presen- 
tation unless  requested  to  do  so  by  the  Legis- 
lature or  by  the  State  Public  Welfare  Com- 
mission. 

11.  That  the  Association  take  no  position  at  this 
time  relative  to  a Welfare  Commission  pro- 
posal that  payments  to  physicians  be  prorated 
on  a Statewide  basis  rather  than  on  a county 
by  county  basis  as  is  the  present  practice. 

Dr.  Billmeyer  then  stated  the  subject  was  open 
for  discussion. 

A motion  was  introduced  and  duly  seconded 
that  the  Board  of  Trustees  reaffirm  the  present  policy 
of  the  Oregon  Medical  Association  submitted  by  the 
Committee  on  Charitable  Medical  Care  and  adopted 
by  the  House  of  Delegates  at  its  1963  Midyear 
Meeting  held  in  Portland,  April  26-27. 

After  the  introduction  of  the  motion  the  fol- 
lowing recommendations  as  adopted  by  the  House 
of  Delegates  at  its  1963  Midyear  Meeting  were 
read: 

a.  That  the  practice  of  prorating  reimburse- 
ments to  physicians  for  services  rendered  to 
Public  Assistance  recipients  should  not  be 
continued. 

b.  That  physicians  should  be  paid-in-full  for 
services  rendered  to  public  assistance  recipi- 
ents just  as  any  other  purveyor  of  services 
and  that  an  adequate  schedule  for  reimburs- 
ing physicians  should  be  adopted. 

c.  That  physicians  in  Oregon  reaffirm  the  tra- 
ditional principle  that  they  will  continue  to 
care  for  patients  eligible  for  public  welfare 
benefits  when  sufficient  welfare  funds  are 
lacking  but  will  not  undertake  the  adminis- 
trative functions  required  by  the  Commission. 

d.  That  the  State  Public  Welfare  Commission 
should  request  adequate  funds  from  the  State 


Legislature  to  support  its  medical  aid  pro- 
grams and  that  the  Association  assist  the 
Commission  in  presenting  such  requests  at 
legislative  committee  hearings. 

e.  That  the  Association  appoint  a committee  to 
confer  with  the  subcommittee  on  Budget 
and  Finance  of  the  State  Public  Welfare 
Commission. 

f.  That  the  Association  cooperate  with  the  State 
Public  Welfare  Commission  in  developing 
methods  for  the  proper  utilization  of  physi- 
cians’ services. 

A motion  was  introduced  and  duly  seconded 
proposing  to  amend  the  above  motion  to  the  effect 
that  the  physicians  of  Oregon  not  accept  payment 
for  services  rendered  to  Public  Assistance  recipients 
and  do  only  necessary  paper  work  until  the  policies 
established  by  the  House  of  Delegates  at  its  1963 
Midyear  Meeting  are  accomplished  and  that  the 
money  thus  saved  be  diverted  to  the  payment  of 
hospital  services  rendered  to  Public  Welfare  recipi- 
ents. 

Following  an  extended  period  of  discussion  the 
motion  to  amend  was  not  adopted. 

After  further  discussion  the  motion  to  reaffirm 
the  policies  adopted  by  the  House  of  Delegates  at 
its  1963  Midyear  Meeting  failed  to  pass,  it  appar- 
ently being  the  consensus  of  the  Trustees  that  such 
an  action  is  not  necessary.  Likewise  a motion  duly 
made  and  seconded  proposing  that  recommendation 
No.  11  of  the  report  of  the  Committee  on  Charitable 
Medical  Care  presented  at  the  meeting  of  the  Board 
of  Trustees  on  November  2,  1963  be  adopted  was 
laid  on  the  table. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  that  recommendations  1,  2 and  3 of 
the  report  of  the  Committee  on  Charitable  Medical 
Care  presented  on  November  2,  1963  be  disap- 
proved. 

A motion  was  introduced  and  duly  seconded 
that  recommendations  4,  5 and  6 of  the  Committee 
on  Charitable  Medical  Care  presented  on  November 
2,  1963  be  approved. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  to  amend  the  motion  to  provide  that 
with  respect  to  recommendation  4 the  Association 
reaffirm  the  principle  that  post-operative  care  be 
included  in  the  flat  fee  and  that  the  only  exception 
be  in  emergencies  where  the  patient  can  be  trans- 
ported and  that  in  such  instances  a report  be  sub- 
mitted to  the  Public  Welfare  Commission. 

Thereupon  the  motion  to  approve  recommenda- 
tions 4,  5 and  6 as  amended  was  adopted. 

Upon  motion  duly  made,  seconded  and  carried 
it  was  voted  to  adopt  recommendation  7 contained 
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in  the  report  of  the  Committee  on  Charitable  Medi- 
cal Care  submitted  on  November  2,  1963. 

A motion  was  introduced  and  duly  seconded 
providing  that  recommendation  8 be  amended  to 
provide  that  the  Public  Welfare  Commission  would 
not  honor  bills  for  physicians’  services  rendered  to 
public  welfare  recipients  unless  they  were  submit- 
ted within  ninety  days  following  treatment. 

An  amendment  to  the  motion  was  introduced 
and  duly  seconded  providing  that  billings  for  physi- 
cians’ services  rendered  to  public  welfare  recipients 
will  not  be  honored  unless  received  within  sixty  days 
following  treatment  unless  exceptional  circum- 
stances prevail. 

Thereupon,  it  was  voted  that  the  motion  as 
amended  be  adopted. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  that  the  recommendations  contained  in 
the  report  of  the  Committee  on  Charitable  Medical 
Care  dated  November  2,  1963  as  amended  and  modi- 
fied be  adopted. 

Max  H.  Parrott  and  Blair  J.  Henningsgaard,  dele- 
gates to  the  American  Medical  Association,  presented 
reports  on  the  principal  actions  of  the  House  of 
Delegates  of  the  American  Medical  Association  at 
its  1963  Clinical  Session  held  in  Portland,  Decem- 
ber 2-4. 

Melvin  W.  Breese,  member  of  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association,  discussed  the  principal  actions 
of  that  Council  during  its  nearly  week  long  meeting 
during  the  1963  Clinical  Meeting  and  the  actions 
of  the  House  of  Delegates  on  the  report  and  recom- 
mendations of  the  Council. 

Ernest  T.  Livingstone,  Chairman  of  the  Com- 
mittee on  the  Study  of  Relationships  between  Doc- 
tors of  Medicine  and  Osteopaths  reviewed  the  dis- 
cussion and  information  presented  at  the  Special 
Conference  on  Osteopathy  called  by  the  Committee 
on  Osteopathy  of  the  American  Medical  Association 
during  the  17th  Clinical  Meeting  including  a review 
of  the  situation  in  California,  Washington  and  other 
states  where  progress  is  being  anticipated. 

Mr.  Miller,  Executive  Secretary,  reported  on 
the  Conference  on  the  Medical  Aspects  of  Sports, 
and  Physician  Placement  Service  and  the  Clinical 
Institute  conducted  by  the  Medical  Society  Execu- 
tives Association  which  were  held  in  conjunction 
with  the  17th  Clinical  Meeting  of  the  American 
Medical  Association. 

Clinton  S.  McGill,  Chairman  of  the  Committee 
on  Public  Policy,  commented  briefly  upon  the  ac- 
tions of  the  Oregon  State  Legislature  during  its 
special  session  which  convened  on  November  11, 
1963. 

Roderick  L.  Johnson,  Chairman  of  the  Commit- 
tee on  Emergency  Medical  Service,  presented  a re- 
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port  of  that  Committee  which  contained  the  fol- 
lowing recommendations: 

1.  That,  since  the  overall  policy  of  civil  defense 
is  the  responsibility  of  the  government  and 
that  until  government  support  can  be  ob- 
tained this  Committee  will  direct  its  efforts 
to  local  emergency  plans  encouraging  and 
promoting  medical  self-help  programs  where 
interest  can  be  generated. 

2.  That  each  component  society  devote  at  least 
one  meeting  each  year  to  civil  defense  and 
emergency  medical  care. 

3.  That  this  Committee  add  a representative  of 
the  Military  Services  to  its  personnel  in  order 
that  a stronger  and  more  direct  relationship 
can  be  developed  in  order  to  facilitate  dis- 
aster medical  care. 

4.  That  this  Committee  seek  the  guidance  and 
advice  of  the  American  Medical  Association 
Board  of  Trustees  and  its  Committee  on  Dis- 
aster Medical  Care  with  regard  to  the  grad- 
ing of  ambulance  standards  inasmuch  as  the 
ambulance  standards  of  Oregon  are  less  than 
adequate  or  desirable. 

5.  That  the  Committee  on  Emergency  Medical 
Service  change  its  name  to  “The  Committee 
on  Disaster  Medical  Care”  which  would 
comply  with  the  name  of  the  AMA  Commit- 
tee whose  objectives  are  similar  on  a national 
level. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  to  amend  recommendation  5 of  the 
Committee  on  Emergency  Medical  Service  to  pro- 
vide that  the  Committee  on  the  Revision  of  Bylaws 
and  Articles  of  Incorporation  be  directed  to  prepare 
an  amendment  to  the  bylaws  providing  that  the 
name  of  the  Committee  be  changed  to  the  Com- 
mittee on  Disaster  Medical  Care. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  to  amend  the  report  of  the  Committee 
on  Emergency  Medical  Service  to  provide  that  the 
Committee  correspond  with  Leon  P.  Minear, 
Superintendent  of  Public  Instruction,  State  Depart- 
ment of  Education,  and  John  F.  Abele,  Chairman 
of  the  Joint  Committee  on  Health  Problems  in  Edu- 
cation. suggesting  that  the  “Medical  Self  Help”  pro- 
gram be  introduced  in  the  secondary  schools  and 
colleges  of  the  State  and  offering  the  Association’s 
assistance  through  its  Committee  on  Emergency 
Medical  Service  in  the  conduct  of  the  program. 

Upon  motion  duly  made,  seconded  and  earned, 
it  was  voted  that  the  report  of  the  Committee  on 
Emergency  Medical  Service  and  the  recommenda- 
tions contained  therein  as  amended  be  adopted. 

There  being  no  further  business  the  meeting  was 
adjourned. 
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cigarette  smoking 

The  Multnomah  County  Medical  Society’s  Board 
of  Trustees  passed  the  following  resolution  at  their 
meeting  on  December  18: 

WHEREAS,  there  is  overwhelming  evidence  of  a 
definite  causative  relationship  between  the  smoking 
of  cigarettes  and  the  ever  increasing  incidence  of 
lung  cancer,  and, 

WHERAS,  there  is  also  good  evidence  that  illness 
and  death  from  other  common  diseases  such  as  em- 
physema and  coronary  artery  heart  disease  is  much 
higher  in  cigarette  smokers  than  in  other  persons, 
therefore  be  it 

RESOLVED,  that  the  Multnomah  County  Medical 
Society  goes  on  record  as  favoring  the  discourage- 
ment of  cigarette  smoking,  especially  in  young 
people.  Be  it  further 

RESOLVED,  that  this  Society  cooperate  with 
other  health  agencies  in  disseminating  information 
concerning  the  relationship  of  smoking  to  the  cau- 
sation of  disease,  and  further,  that  the  Delegates  to 
the  Oregon  Medical  Association  be  instructed  to 
propose  a resolution  similar  to  this  at  the  next  meet- 
ing of  the  House  of  Delegates. 


OBITUARIES 

dr.  thomas  j.  mathews,  a resident  of  Milwaukee 
who  specialized  in  internal  medicine  in  Oregon  City 
for  25  years,  died  December  24.  His  degree  was 
granted  by  the  University  of  Wisconsin  Medical 
School  in  1935.  A World  War  II  veteran,  Dr. 
Mathews  was  54. 

dr.  Charles  morris  FRAZEE,  a native  of  Iowa,  died 
November  21  of  cerebrovascular  thrombosis  and 
generalized  arteriosclerosis.  He  was  88.  A World 
War  I veteran,  he  had  practiced  in  Partland  for  45 
years  prior  to  his  retirement.  He  was  graduated  from 
University  of  Chicago,  The  School  of  Medicine  in 
1901  and  was  licensed  the  same  year. 

dr.  Clinton  t.  cooke,  who  had  practiced  in  Port- 
land since  1922,  died  December  31  in  San  Francisco 
where  he  had  lived  following  retirement.  He  gradu- 
ated from  Rush  Medical  College  in  1890  and  had 
taught  ophthalmology  at  the  University  of  Oregon 
Medical  School.  At  tune  of  death  Dr.  Cooke  was 
97,  he  had  been  retired  three  years. 

dr.  elmer  jones,  died  December  30  in  Temple, 
Texas  where  he  was  chief  surgeon  of  Temple  Vet- 
erans’ Administration  Center.  He  had  practiced  in 
Albany  before  his  move  to  Texas  in  1959.  He  re- 
ceived his  degree  from  University  of  Tennessee 
College  of  Medicine  in  1946,  and  was  licensed  in 
1953.  Dr.  Jones  was  44. 


Drug  Safety  Cannot  be  Legislated 

The  fundamental  lesson  that  can  be  drawn  from  our  experience  thus  far  with  the 
new  (FDA)  clinical  regulations  is  an  old  one:  morals  cannot  be  legislated.  Most 
pharmaceutical  firms  are  irked,  of  course,  that  they  are  now  being  compelled  by 
law  to  document  massively  the  steps  they  were  taking  before,  quite  voluntarily,  based 
on  good  business  practice  and  a feeling  of  public  responsibility  and  pride  in  their 
products.  The  necessity  for  putting  every  detail  on  paper  is  both  frustrating  and  time 
consuming.  Drug  safety  requires  scientific  judgment,  which  cannot  be  legislated.  Most 
companies  take  far  greater  precautions  than  called  for  by  the  law,  because  their 
business  sense  and  scientific  judgment  calls  for  such  precautions.  They  know  that  if 
anything  goes  wrong,  liability  will  rest  with  the  drug  manufacturer  and  not  the  Food 
and  Drag  Administration. 

Austin  Smith,  M.D.,  to  American  Psychiatric  Association,  St.  Louis,  Mo.,  May  7,  1963 
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WASHIJVGTOA 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

president  Robert  B.  Hunter,  M.D.,  Sedro  Woolley 
secretary  Carl  E.  Mudge,  Al.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
annual  meeting  September  13  - 16,  1964,  Seattle 


Immunologists  to  speak  at  Tacoma  Academy  of  Internal  Medicine 


S.  B.  CREPEA,  M.D. 


PAUL  VAN  ARSDEL,  JR.,  M.D. 


C.  E.  ARBESMAN,  M.D. 


The  subject  of  the  1964  Annual  Meeting  of  the 
Tacoma  Academy  of  Internal  Medicine  will  be 
“Hypersensitivity  and  Immune  Mechanisms.”  The 
meeting  will  be  held  March  14  at  Jackson  Hall  in 
Tacoma  General  Hospital.  Guest  speakers  include 
three  noted  internists:  Carl  E.  Arbesman,  Associate 
Clinical  Professor  of  Medicine,  Assistant  Clinical 
Director  of  Bacteriology  and  Immunology,  State 
University  of  New  York  at  Buffalo  School  of  Medi- 
cine; Seymour  B.  Crepea,  formerly  Associate  Pro- 
fessor of  Medicine,  University  of  Wisconsin  and 
currently  Medical  and  Research  Director,  Sahuaro 
School  for  Asthmatic  Children,  Tucson,  Arizona;  and 
Paul  P.  VanArsdel,  Jr.,  Associate  Professor  of  Medi- 
cine, University  of  Washington  School  of  Medicine, 
Seattle. 

A registration  fee  of  $7.50  includes  the  banquet, 
held  at  7:30  p.m.  with  an  address  by  Dr.  Arbesman 
on  “Reactions  to  Drugs.” 


PROGRAM 

9:30  Cases  of  Academy  members  for  discussion 
by  guest  speakers 

2:00  Pathophysiology’  of  Severe  Asthma 

Seymour  B.  Crepea,  M.D. 
2:50  Practical  Implications  of  Serum  Reactions 

Carl  E.  Arbesman,  M.D. 
3:55  Role  of  Histamine  in  Hypersensitivity 

Paul  P.  VanArsdel,  Jr.,  M.D. 
4:45  Round  Table  Discussion 
6:30  Social  hour,  Bayview  Room,  Winthrop  Hotel 
7:30  Banquet,  “Reactions  to  Drugs” 

Carl  E.  Arbesman,  M.D. 
(6  hours  category’  II  credit  allowed  by 
Academy  of  General  Practice) 

For  further  information,  contact  1964  Meeting 
Chairman,  John  Colen,  M.D.,  1207  Medical  Aits 
Building,  Tacoma,  Washington,  98402. 
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Internal  medicine  meeting  in  Spokane 


HAROLD  T.  DODGE,  M.D. 


J.  V.  WARREN,  M.D. 


F.  M.  SONES,  JR.,  M.D. 


Three  distinguished  cardiologists  will  form  the 
panel  of  guest  speakers  at  the  Spokane  Society  of 
Internal  Medicine  annual  meeting  to  be  held  on 
March  7 in  Spokane  at  the  Davenport  Hotel.  They 
are:  Harold  T.  Dodge,  Associate  Professor  of  Medi- 
cine, University  of  Washington  School  of  Medicine, 
Assistant  Chief,  Veterans  Administration  Hos- 
pital, Seattle,  and  Chief,  Cardiovascular  Section, 
Veterans  Administration;  F.  Mason  Sones,  Jr.,  Direc- 
tor of  Cardiac  Laboratory,  and  Staff  Member,  Car- 
diovascular Disease  Section,  Cleveland  Clinic  Foun- 
dation; James  V.  Warren,  Professor  of  Medicine, 
Chairman  of  Department  of  Medicine,  Ohio  State 
University,  College  of  Medicine,  and  past-president 
of  American  Heart  Association  (1962-63). 

PROGRAM 

9:30  Clinical  Application  of  Cine  Coronary  Arte- 
riography 

F.  Mason  S ones,  Jr.,  M.D. 
10:00  Measurement  of  Left  Ventricular  Volume 
and  Mass  and  Atrial  Volume  by  Angio- 
cardiography 

Harold  T.  Dodge,  M.D. 


Philip  L.  Peterson  Lecture 

The  first  Philip  L.  Peterson  Lecture  will  be  pre- 
sented Monday,  March  16,  1964  at  8:00  p.m.  in  the 
Harborview  Hall  auditorium  of  the  King  County 
Hospital,  Seattle. 

George  W.  Thorn,  Hersey  Professor  of  Theory 
and  Practice  of  Physics,  Harvard  Medical  School, 
and  Physician-in-Chief,  Peter  Bent,  Brigham  Hos- 
pital, will  speak  on  “Approach  to  the  Patient  with 
Hypertension.” 

The  late  Dr.  Peterson  was  Medical  Director  of 
the  King  County  Hospital.  Donations  from  his  many 
friends  have  made  possible  the  establishment  of  an 
annual  lectureship  in  his  name. 


11:00  Primary  Myocardial  Disease 

James  V.  Warren,  M.D. 
11:30  Panel— Differentiation  of  Coronary,  Myo- 
cardial and  Pericardial  Disease 

J.  Paul  Shields,  M.D.,  Moderator 
1:30  External  Cardiac  Massage 

Smith  Kline  6-  French  Film 
2:00  Cine  Cardioangiography  in  the  Study  of 
Acquired  Valve  Lesions 

F.  Mason  Sones,  Jr.,  M.D. 
2:30  Left  Ventricular  and  Atrial  Volume  Studies 
in  Man  with  Heart  Disease 

Harold  T.  Dodge,  M.D. 

3:30  Failing  Heart 

James  V.  Warren,  M.D. 
4:00  Panel— Cardiac  Management  Including  Anti- 
coagulants and  Monitoring  Systems 

R.  W.  Burroughs,  M.D.,  Moderator 
6:30  Social  Hour  (Wives  Invited) 

7:30  Award  for  best  scientific  exhibit,  address  by 
Mr.  Donald  Thulean,  Spokane  Symphony 
Conductor  (Wives  Invited) 

OBITUARIES 

dr.  william  a.  mitchell,  an  officer  in  the  Army 
Medical  Corps  during  World  War  I,  died  November 
15  in  Colfax  at  92  years.  Born  in  Ohiopyle,  Pennsyl- 
vania, he  was  graduated  from  Jefferson  Medical 
College  of  Philadelphia  in  1897.  Previous  to  his 
retirement  in  1949,  he  had  served  Whitman  County 
for  52  years. 

dr.  frank  l.  Ralston,  71,  died  December  5.  A 1916 
graduate  of  Chicago  College  of  Medicine  and  Sur- 
gery, he  had  specialized  in  ophthalmology  and  oto- 
laryngology at  Chicago  Eye  and  Ear  Institute,  New 
York  Eye  and  Ear  Institute,  Tulane  University  and 
the  graduate  medical  school  at  the  University  of 
Vienna.  He  practiced  in  LaGrande  from  1919  to 
1944  and  in  Walla  Walla  from  1945  to  1957.  Dr. 
Ralston  was  a veteran  of  World  War  1. 
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from  the  1963 


nationwide 


survey  of  antibiotics 


FROM  66  HOSPITALS... 


FIVE  LEADING  ANTIBIOTICS  COMPARED  If 
VITRO  AGAINST  CLINICAL  ISOLATES  FROM 


EAR,  NOSE, THROAT  AND  RESPIRATORY  TRACI 


TAO 

(triacetyloleandomycin) 


CHLORAMPHENICOL 

ERYTHROMYCIN 

TETRACYCLINE 

PENICILLIN 


0 10  20  30  40  50  60  70  80  90 


Results  from  overt  clinical  infections  isolated  from  ear,  nose,  throat  and  respiratory  tract.  Percentage  of  cultures 

reported  susceptible  in  3,643  clinical  isolates  of  staphylococci  (1610),  streptococci  (beta-hemolytic)  (957),  pneumococci  (1010),  and  enterococci  (66). 


100 


Indications:  The  bacterial  spectrum  for  which  tao  (triacetyloleandomycin)  pri- 
marily is  effective  includes  staphylococci,  streptococci,  pneumococci  and  gono- 
cocci. It  is  recommended  for  acute  severe  infections  where  adequate  sensitivity 
testing  has  demonstrated  susceptibility  to  this  antibiotic.  It  has  been  shown  to  be 
particularly  effective  in  acute,  severe  infections  of  the  respiratory  tract,  bones 
and  joints,  genitourinary  tract  and  in  staphylococcal  enterocolitis.  It  is  not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious  processes  which  may 
require  more  than  10  days  continuous  therapy.  In  view  of  the  possible  hepato- 
toxicity  of  this  drug,  when  therapy  beyond  10  days  proves  necessary,  other  less 
toxic  agents,  of  course,  should  be  used  unless  the  organism  is  resistant  to  those 
agents,  or  in  those  cases  where  hypersensitivity  precludes  their  use.  If  clinical 
judgment  dictates  continuation  of  therapy  for  longer  periods,  serial  monitoring 
of  liver  profile  is  recommended,  including  BSP,  transaminase  (SGOT)  and  ceph- 
alin  flocculation  tests. 

Precautions  and  side  effects:  Use  of  this  drug  may  produce  alterations  in  liver  func- 
tion tests  and  jaundice.  Clinical  experience  available  thus  far  indicates  that  these 
liver  changes  were  reversible  following  discontinuation  of  the  drug.  A review  of 
studies  by  several  independent  investigators  and  reports  from  practicing  physi- 
cians indicate  that  liver  function  abnormalities  may  occur  in  a significant  number 
of  patients  following  two  weeks  or  more  of  continuous  therapy  with  triacetyl- 
oleandomycin at  1.0  gram  per  day  in  divided  doses.  Clinical  symptomatology,  in- 
cluding jaundice,  has  been  observed  infrequently  in  these  individuals.  The  drug 
is  not  recommended  for  subjects  who  have  shown  abnormal  liver  function  tests 
or  hepatotoxic  reactions  to  it.  Based  upon  the  use  of  this  drug  over  a period  ex- 
ceeding 5 years,  the  incidence  of  jaundice  considering  all  reports  referable  to 
this  effect  is  6.3  per  million  courses  of  therapy.  When  only  those  which  definitely 
can  be  related  to  this  drug  are  equated  to  usage,  the  incidence  is  1.8  per  million 
courses  of  treatment. 

Although  reactions  of  an  allergic  nature  due  to  this  drug  are  infrequent  and 
seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions. 

References:  1.  Isenberg,  Henry  D.,  Ph.D.:  Scientific  Exhibit  presented  at  the  meet- 
ing of  the  American  Medical  Association,  Atlantic  City,  New  Jersey,  June  16-20, 
1963.  2.  Shubin,  H.  et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (March)  1959. 


The  1963  antibiotics  survey  provides  a nationwide  comparison  of  microbial  s 
ceptibility  to  5 leading  antibiotics.  In  all,  susceptibility  results  of  9,331  cultu 
were  obtained  from  66  hospitals  in  26  states.  Results  were  analyzed  and  tabula 
by  electronic  data  processing  equipment. 

By  this  method,  analysis  of  results  in  clinical  isolates  from  ear,  nose,  thr 
and  respiratory  tract  were  determined.  These  in  vitro  findings  indicate  the  ov 
all  superiority  of  tao  (triacetyloleandomycin)  over  other  leading  antibiotics 
these  common  infections. 

Clinical  reports  confirm  its  usefulness.  As  an  example,  Shubin2  found  thal 
129  patients  with  upper  or  lower  respiratory  infections  treated  with  tao  (triac 
yloleandomycin),  120  had  a good  response.  A "good”  response  generally  show 
"reduction  in  temperature  and  toxicity  within  48  hours  after  initiation  of  thera 
with  subsequent  clinical  and  bacteriological  cure  of  infection.’’ 


TAO 

(triacetyloleandomycin 

Available  as:  Capsules  (250  mg.;  125  mg.) 

Ready-Mixed  Oral  Suspension  (raspberry-flavored,  125  mg./5cc.) 
Pediatric  Drops  (100  mg./cc.)/Parenteral  (as  oleandomycin  phosphate 

New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Ini 
Science  for  the  World’s  Well-Being® 

when  a high-potency  nutritional  supplement  is  required,  recommend 
VITERRA®  Therapeutic. 


results  from  nose/throat 
infections 

TAO 

(triacetyloleandomycin)..  92.9% 
CHLORAMPHENICOL..  91.4% 

ERYTHROMYCIN 88.9% 

TETRACYCLINE 72.0% 

PENICILLIN .67.3% 


results  from 

respiratory  tract  infections 

TAO 

(triacetyloleandomycin)..  91.9% 
CHLORAMPHENICOL..  85.3% 

ERYTHROMYCIN 82.8% 

TETRACYCLINE 69.7% 

PENICILLIN 65.2% 


IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Paul  B.  Heuston,  M.D.,  Twin  Falls 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  17-20,  1964,  Sun  Valley 


surgeons  elect  officers 

New  officers  of  the  Boise  Valley  Chapter,  Ameri- 
can College  of  Surgeons,  elected  during  the  organiza- 
tion’s annual  mid-winter  session  in  Boise,  December 
7,  are:  President,  J.  K.  Helfertv,  Boise,  (YA  Hos- 
pital); President-Elect,  James  J.  Coughlin,  Boise; 
Secretary-Treasurer,  W.  G.  Crookston,  Boise,  re- 
elected, (VA  Hospital);  Councilors,  Norman  G. 
Hedemark,  Boise;  J.  Lesley  Montgomery,  Caldwell; 
and  Glenn  E.  Talboy,  Boise. 

The  retiring  President,  Richard  A.  Forney,  pre- 
sided over  the  meeting  which  was  attended  by  more 
than  65  physicians. 

The  spring  meeting  of  the  Boise  Valley  Chapter 
has  been  tentatively  set  for  May  2,  in  Boise. 

officers  and  councilors  meet 

The  second  meeting  of  the  Officers  and  Council- 
ors of  the  Idaho  State  Medical  Association  under 
the  leadership  of  President  Paul  B.  Heuston,  Twin 
Falls,  was  held  January'  31  and  February  1,  at  the 
Owyhee  Hotel  in  Boise. 

Attending  the  session  were  Immediate  Past- 
President  Manley  B.  Shaw,  Boise;  President-Elect 
Corwin  E.  Groom,  Pocatello;  Secretary -Treasurer 
A.  Curtis  Jones,  Boise. 

Councilors  John  M.  Ayers,  Moscow;  William  B. 
Jewell,  Emmett;  James  R.  Kircher,  Burley;  O.  D. 
Hoffman,  Rexburg;  A.M.A.  Delegate  Alexander  Bar- 
clay, Coeur  d’Alene,  and  A.M.A.  Alternate  Delegate 
Donald  K.  Worden,  Lewiston. 

In  addition  to  a large  number  of  important  items 
on  the  Officers  and  Councilors  agenda,  a combined 
meeting  w'as  held  with  the  Board  of  Directors  of  the 
South  Idaho  Medical  Service  Bureau,  Inc.,  and  the 
Idaho  Hospital  Service  for  the  purpose  of  initiating 


the  Joint  Operating  Agreement  and  launching  a 
sales  program  for  subscribers’  contracts  for  the 
physician-sponsored  pre-paid  medical  care  program 
in  South  Idaho. 

Physicians  on  the  Board  of  Directors  of  the  South 
Idaho  Medical  Service  Bureau,  Inc.  are:  Joseph  M. 
Thomas,  Boise,  President;  Lloyd  S.  Call,  Pocatello, 
Vice-President;  William  D.  Forney,  Boise,  Secretary- 
Treasurer;  A.  Curtis  Jones,  Boise;  Kenneth  E.  Drou- 
lard,  Nampa;  F.  Wayne  Schow,  Twin  Falls;  Fred  E. 
Wallber,  Idaho  Falls;  Dean  H.  Mahoney,  Burley; 
O.  D.  Hoffman,  Rexburg;  Quentin  W.  Mack,  Boise; 
Russell  Tigert,  Jr.,  Soda  Springs;  and  Paul  B. 
Heuston,  Twin  Falls. 

man  charged  with  practicing  medicine  without  license 

R.  A.  Kellogg,  a Nampa  naturopath,  was  arrested 
on  December  24  and  charged  with  six  counts  of 
practicing  medicine  without  a license.  Canyon 
County'  Prosecuting  Attorney,  C.  Robert  Yost,  said 
Kellogg  is  being  charged  with  using  x-ray,  doing 
blood  tests,  using  a hypodermic  needle,  diagnosing 
cancer,  and  using  a salve  to  treat  it. 

He  is  being  sued  for  malpractice  by  a patient  who, 
after  seeing  a local  physician,  found  he  did  not  have 
cancer. 

State  Board  of  Medicine  section 

At  the  July  meeting  of  the  Board,  the  following 
were  appointed  members  of  the  Physical  Therapy 
Advisory  Committee:  Mr.  William  R.  Hull,  Poca- 
tello, one-year  term;  Mr.  Douglas  Raymond,  Idaho 
Falls,  two-year  term;  and  Mr.  J.  Perry  Silver,  Jr., 
Boise,  three-year  term. 

Members  of  the  Board  of  Medicine  are:  Samuel 
M.  Poindexter,  Boise,  Chairman;  W.  Wray  Wilson, 
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Coeur  d’Alene,  Vice-Chairman;  John  E.  Comstock, 
Pocatello;  Charles  E.  Kerrick,  Caldwell;  Charles 
A.  Terhune,  Burley;  James  S.  Newton,  Lewiston;  and 
Mr.  E.  R.  Hopper,  the  State  Commissioner  of  Law 
Enforcement. 

Twenty-two  physicians  will  be  applying  for  li- 
censes to  practice  medicine  and  surgery  in  the  State. 

A temporary  license  was  issued  in  December  to 
Gerald  C.  Bauman  of  Caldwell.  He  is  a June  2,  1962, 
graduate  of  Washington  University  School  of  Medi- 
cine in  St.  Louis,  Mo.  He  interned  at  St.  Luke’s 
Hospital  in  St.  Louis  July,  1962  through  July,  1963 
and  served  his  residency  in  general  practice  at  Good 
Samaritan  Hospital,  Portland.  He  was  granted 
TL-319  on  December  30  for  general  practice. 

committee  meetings  held  in  January 

The  Association’s  Program  Committee,  headed  by 
George  W.  Warner  of  Twin  Falls,  met  January  4 to 
review  arrangements  for  the  scientific  portion  of  the 
72nd  annual  meeting  to  be  held  in  Sun  Valley  on 
June  17-20.  Members  of  the  committee  include: 
J.  Douglas  Davis,  Idaho  Falls;  Oliver  M.  Mackey, 
Lewiston;  and  Richard  A.  Fomey,  Boise. 


The  Board  of  Health  Advisory  Committee  met 
with  officers  of  the  State  Department  of  Public 
Health  on  January  11.  Members  of  the  committee 
are:  James  R.  Kircher,  Chairman,  Boise;  J.  Gordon 
Dairies,  Boise;  Wilbur  C.  Hayden,  Sandpoint;  Emory 
L.  Soule,  St.  Anthony;  and  Francis  H.  Fox,  Twin 
Falls. 

On  January  18,  the  Association’s  Mental  Health 
Advisory  Committee  met  in  Boise.  The  committee 
is  composed  of  Dale  D.  Cornell  of  Boise,  Chairman; 
F.  Wayne  Schow,  Twin  Falls;  Robert  M.  Frazier, 
Boise;  Jay  P.  Merkley,  Pocatello;  and  Frederick  W. 
Durose,  Bonners  Ferry. 


OBITUARY 

dr.  benjamin  david  ruben,  73,  a veteran  of  both 
World  Wars,  died  October  21  of  congestive  heart 
failure  and  arteriosclerotic  heart  disease.  He  speci- 
alized in  otolaryngology  and  general  practice  at 
Veterans  Administration  Center  in  Boise.  Dr.  Ruben 
teas  a 1913  graduate  of  Jefferson  Medical  College 
of  Philadephia. 


Administrative  Woes  of  New  Drug  Law 

Nearly  all  (pharmaceutical)  companies  report  that  their  costs  have  risen.  Most 
of  the  additional  expense  is  in  the  areas  of  research,  packaging,  labeling,  advertising, 
and  in  meeting  foreign  competition.  One  company  estimates  an  increase  of  seven 
per  cent  in  research  costs,  due  exclusively  to  additional  paperwork.  Another  states  it 
will  have  to  destroy  $85,000  in  non-complying  packaging  materials  despite  every  effort 
to  anticipate  the  regulations  and  minimize  losses.  Still  another  company  had  to  reprint 
inserts  for  and  repackage  450,000  items  already  in  inventory  or  actually  distributed 
when,  in  its  judgment,  the  change  demanded  was  minor,  of  questionable  validity  and 
could  just  as  well  have  been  made  effective  with  new  production.  Because  of  the 
amount  of  information  now  required  in  advertisements,  many  companies  fear  they  must 
now  purchase  multiple  section  ads  where  before  smaller  ads  were  sufficient,  or  give 
up  some  of  their  advertising.  The  requirement  that  the  generic  name  be  used  every 
time  the  trade-mark  is  mentioned  is  anticipated  to  prove  cumbersome  and  only  time 
will  reveal  how  costly  and  grotesque  in  appearance  this  type  of  display  may  prove  to  be. 

Austin  Smith,  M.D.,  President,  Pharmaceutical  Manufacturer's  Association 
to  Federal  Bar  Association  meeting,  Washington,  D.C.,  June  27,  1963 
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Component  Society 


Monthly  Meetings 


OREGON 


Baker 

Pres.,  Robert  Pollock,  Baker 
Sec.,  Carl  Kostol,  Baker 
First  Monday  — 7 p.m.  — St.  Elizabeth 
Hospital  Staff  Room,  Baker 

Benton 

Pres.,  L.  J.  Krakauer,  Corvallis 
First  Monday  — 6:30  p.m.  — Country 
Kitchen,  Corvallis 

Central  Oregon 

Pres.,  Clarence  McCusker,  Bend 
Sec.,  F.  R.  Kerkoch,  Bend 
First  Monday  — 7:30  p.m.  — Pine  Tav- 
ern, Bend 
Clackamas 

Pres.,  J.  F.  Dinsmore,  Canby 
Sec.,  R.  A.  Payne,  Milwaukie 
Second  Tuesday  — 6:30  p.m.  — Seids 
Restaurant,  Oregon  City 

Clatsop 

Pres.,  R.  P.  Moore,  Astoria 
Sec.,  R.  D.  Neikes,  Astoria 
No  regular  schedule 

Columbia 

Pres.,  R.  F.  Day,  Scappoose 
Sec.,  L.  L.  Ackerson,  St.  Helens 
First  Tuesday  — 8 a.m.  — Columbia 
District  Hospital,  St.  Helens 

Douglas 

Pres.,  Daniel  Halferty,  Roseburg 
Sec.,  Robert  Iwata,  Roseburg 
Second  Tuesday  — 6:30  p.m.  — Rose- 
burg Country  Club 

Jackson 

Pres.,  T.  C.  Bolton,  Medford 
Sec.,  R.  H.  Saul,  Medford 
Second  Wednesday  — 7:30  p.m. — 
Rogue  Valley  Country  Club 

WASHINGTON 

Benton-Franklin 

Pres.,  O.  W.  Patchett,  Pasco 
Sec.,  A.  G.  Webster,  Kennewick 
Third  Tuesday  — 6:30  p.m.  — Black 
Angus  Hotel,  Kennewick 

Chelan 

Pres.,  Lloyd  Smith,  Wenatchee 
Sec.,  W.  B.  Zook,  Wenatchee 
First  Monday  — 6:30  p.m.  — 

Wenatchee  Golf  and  Country  Club 

Clallam 

Pres.,  K.  M.  Morrison,  Port  Angeles 
Sec.,  J.  F.  Standard,  Sequim 
Third  Monday  — 8 p.m.  — Generally 
Olympic  Memorial  Hospital,  Port 
Angeles 

Clark 

Pres.,  Franklin  Butler,  Vancouver 
Sec.,  James  Keirnan,  Vancouver 
First  Tuesday  — 6:30  p.m.  — Royal 
Oaks  Country  Club,  Vancouver 

Cowlitz 

Pres.,  S.  R.  Norquist,  Longview 
Sec.,  C.  E.  Buck,  Longview 
Third  Tuesday  — 7 p.m.  — Bart's  Char- 
coal Broiler,  Longview 


Josephine 

Pres.,  D.  R.  McCarthy,  Grants  Pass 
Sec.,  R.  Frantz,  Grants  Pass 
Time  and  location  by  announcement 

Klamath 

Pres.,  M.  E.  Robinson,  Klamath  Falls 
Sec.,  F.  W.  Johnson,  Klamath  Falls 
Second  Tuesday — 7 p.m.  — Winema 
Hotel,  Klamath  Falls 

Lake 

Pres.,  J.  D.  Bonzer,  Eugene 
Sec.,  O.  M.  Byerly,  Eugene 
First  Tuesday  — 6:30  p.m.  — Eugene 
Hotel 

Lane 

Pres.,  D.  M.  Brinton,  Eugene 
Sec.,  S.  G.  Oberg,  Cottage  Grove 
First  Tuesday  — 6:30  p.m.  — Eugene 
Hotel 

Lincoln 

Pres.,  B.  O.  Woods,  Agate  Beach 
Sec.,  M.  Gruber,  Toledo 
No  regular  date 

Linn 

Pres.,  A.  G.  Denker,  Lebanon 
Sec.,  C.  W.  Schoen,  Lebanon 
Second  Monday  — 6:30  p.m.  — loca- 
tion announced 

Malheur 

Pres.,  A.  M.  Tanaka,  Ontario 
Sec.,  Warren  Hall,  Ontario 
No  regular  schedule 

Marion-Polk 

Pres.,  S.  M.  Lancefield,  Salem 
Sec.,  O.  F.  Kraushaar,  Salem 
Third  Tuesday  — 6:30  p.m.  — lllahee 
Country  Club,  Salem 


Grant 

Pres.,  John  Cooksey,  Moses  Lake 
Sec.,  John  Trantow,  Quincy 
Second  Monday  — 7:30  p.m.  — Moses 
Lake  or  Ephrata 
Grays  Harbor 

Pres.,  J.  A.  Moore,  Montesano 
Sec.,  S.  A.  McCool,  Elma 
Third  Wednesday  — 6:30  p.m.  — Grays 
Harbor  Country  Club 
Jefferson 

Pres.,  H.  G.  Plut,  Port  Townsend 
Sec.,  B.  N.  Brydges,  Port  Townsend 
Second  week  — Rotate  between  mem- 
bers' homes 

King 

Pres.,  Donald  T.  Hall,  Seattle 
Sec.,  J.  F.  Nelson,  Seattle 
First  Monday  (Feb.,  May,  Oct.,  Dec.) 
Kitsap 

Pres.,  C.  D.  Muller,  Bremerton 
Sec.,  Robert  Foley,  Bremerton 
Second  Monday  — 6:30  p.m.  — 
Hearthstone,  Bremerton 
Kittitas 

Pres.,  R.  H.  Welding,  Ellensburg 
Sec.,  Virgil  Brown,  Ellensburg 
Feb.,  May,  Aug.,  Dec.  — 7:30  p.m.  — 
Elks  Club,  Ellensburg 
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Mid-Columbia 

Pres.,  J.  R.  Schlichting,  The  Dalles 
Sec.,  L.  L.  Hoffman,  Hood  River 
Second  Tuesday  — 6:30  p.m.  — Alter- 
nate between  Hood  River  and  The 
Dalles 
Multnomah 

Pres.,  R.  M.  Reichle,  Portland 
Sec.,  A.  J.  Kreft,  Portland 
First  Tuesday  (Oct.,  Nov.,  Dec.,  March, 
May)  — 6 p.m.  — Location  announced 
Southwestern  Oregon 

Pres.,  J.  D.  Hauschildt,  Wheeler 
Sec.,  J.  H.  Gardner,  Myrtle  Point 
Third  Wednesday  (Sept. -June)  — 

8 p.m.  — Courtel,  Coos  Bay 
Tillamook 

Pres.,  H.  Beckwith,  Wheeler 
Sec.,  I.  Schneider,  Wheeler 
Second  Friday  — 7 p.m.  — Victory 
House,  Tillamook 

Umatilla 

Pres.,  G.  W.  McGowan,  Pendleton 
Sec.,  Bruce  Till,  Pendleton 
Third  Tuesday  — 7:30  p.m.  — Pendle- 
ton Country  Club 
Union 

Pres.,  J.  E.  Indihar,  LaGrande 
Sec.,  J.  R.  Sloop,  LaGrande 
On  call  of  president 
Washington 

Pres.,  Herb  Mason,  Beaverton 
Sec.,  E.  A.  Noyes,  Forest  Grove 
First  Monday  — 8 p.m.  — Forest  Hill 
Golf  Course 

Yamhill 

Pres.,  J.  D.  Treneman,  McMinnville 
Sec.,  L.  A.  Haglund,  McMinnville 
First  Tuesday  — 7 p.m.  — Oriental 
Garden,  McMinnville 


Klickitat-Ska  mania 

Pres.,  H.  W.  Holderby,  Goldendale 
No  regular  meetings  — annually  — alt- 
ernating between  Goldendale, 
White  Salmon  and  Stevenson 
lewis 

Pres.,  C.  Van  Prooyen,  Centralia 
Sec.,  W.  J.  Dugaw,  Toledo 
Second  Monday  — 8 p.m.  — Local  hos- 
pital in  Chehalis  or  Centralia,  alt- 
ernately 
Lincoln 

Pres.,  E.  R.  Salter,  Davenport 
Sec.,  John  Remington,  Davenport 
Three  times  annually 

Okanogan 

Pres.,  Everett  Meyer,  Omak 
Sec.,  D.  J.  Bone,  Omak 
On  call  at  Okanogan 
Pacific 

Pres.,  D.  C.  MacDonald,  Raymond 
Sec.,  J.  C.  Proffitt,  South  Bend 
Second  Wednesday  — 6:30  p.m.  — 
Bridges  Inn,  Raymond 
Pierce 

Pres.,  F.  J.  Rigos,  Tacoma 
Sec.,  A.  J.  Herrmann,  Tacoma 
Second  Tuesday  — 8:15  p.m.  — Medi- 
cal Arts  Bldg.  Auditorium,  Tacoma 


Skagit 

Pres.,  M.  L.  Johnson,  Mt.  Vernon 
Sec.,  R.  E.  Carney,  Mt.  Vernon 
Fourth  Monday  — 7 p.m.  — Dale's  Res- 
taurant, Mt.  Vernon 

Snohomish 

Pres.,  C.  A.  Hammond,  Marysville 
Sec.,  R.  G.  Wyrens,  Everett 
First  Tuesday  — 7:30  p.m.  — Everett 
Golf  and  Country  Club 

Spokane 

Pres.,  L.  S.  Highsmith,  Spokane 
Sec.,  R.  J.  Albi,  Spokane 
Fourth  Tuesday  — time  and  place  an- 
nounced, Spokane 

IDAHO 

Ada 

Pres.,  J.  C.  F.  Chapman,  Boise 
Sec.,  T.  R.  Florentz,  Boise 
Third  Tuesday  each  month 

Bear  River  Valley 

Pres.,  E.  F.  Landers,  Montpelier 
Sec.,  Glenn  Schoper,  Montpelier 
First  Friday  — 7:30  p.m.  — alternately 
between  Preston,  Soda  Springs  and 
Montpelier 

Bonner-Boundary 

Pres.,  C.  J.  Edwards,  Bonners  Ferry 
Sec.,  Helen  Peterson,  Sandpoint 
Irregular 

Idaho  Falls 

Pres.,  Wendell  Nielsen,  Idaho  Falls 
Sec.,  Reed  Fife,  Idaho  Falls 
Every  other  month.  Flamingo  Restau- 
rant, Idaho  Falls 


Stevens 

Pres.,  K.  J.  May,  Chewelah 
Sec.,  M.  B.  Snyder,  Chewelah 
First  Tuesday  — 8 p.m.  — Chewelah 
and  Colville  Hospitals  alternately 

Thurston-Mason 

Pres.,  J.  J.  O'Leary,  Olympia 
Sec.,  F.  F.  Balz,  Olympia 
Fourth  Tuesday,  Olympia  Country  and 
Golf  Club 

Walla  Walla  Valley 

Pres.,  Fred  Davis,  Walla  Walla 
Sec.,  John  Cranor,  Walla  Walla 
Second  Thursday  — 6:30  p.m.  — Walla 
Walla  Country  Club 


Kootenai-Benewah 

Pres.,  H.  H.  Greenwood,  Coeur  d'Alene 
Sec.,  D.  M.  Gumprecht,  Coeur  d'Alene 
First  Tuesday  — 7 p.m. 

North  Idaho 

Pres.,  W.  P.  Merineau,  Moscow 
Sec.,  R.  L.  Olson,  Lewiston 
Third  Wednesday  — each  month 

Shoshone 

Pres.,  R.  E.  Staley,  Kellogg 
Sec.,  G.  M.  Whitesel,  Kellogg 
Monthly  meetings.  Doctors  Clinic, 
Kellogg 

South  Central 

Pres.,  W.  H.  Woodson,  Twin  Falls 
Sec.,  E.  M.  Wright,  Twin  Falls 
Second  Tuesday  — (Feb.,  May,  Sept., 
Nov.)  — 7:30  p.m.  — place  varies 


Whatcom 

Pres.,  W.  C.  Flint,  Ferndale 
Sec.,  J.  S.  Mason,  Bellingham 
First  Monday  (except  June,  July,  Aug.) 
— 6:30  p.m.  — Leopold  Hotel,  Belling- 
ham 

Whitman 

Pres.,  W.  N.  Freeman,  Colfax 
Sec.,  B.  K.  Adams,  Pullman 
Third  Tuesday  each  month 

Yakima 

Pres.,  A.  W.  Stevenson,  Yakima 
Sec.,  H.  R.  Bowman,  Naches 
Second  Tuesday  — 6:30  p.m.  — Yakima 
Country  Club 


Southeastern  Idaho  District 

Pres.,  R.  G.  Goates,  Blackfoot 
Sec.,  R.  R.  Kendrick,  Pocatello 
First  Thursday  — 7:30  p.m. 

Southwestern  Idaho  District 

Pres.,  H.  W.  Brown,  Nampa 
Sec.,  J.  F.  Clauser,  Nampa 
Monthly  on  call 

Upper  Snake  River 

Pres.,  L.  J.  Petersen,  Rexburg 
Sec.,  M.  F.  Rigby,  Rexburg 
First  Monday  — Dinner  meeting  — Ro- 
tated between  towns  in  Upper  Val- 
ley 


RALEIGH  HILLS  HOSPITAL 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF, 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D.  John  W.  Evans,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 
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RECOGNIZE 
THIS  PATIENT? 
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When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deprol'  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 


cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ alcoholism 

■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ chronic  infectious  diseases 

■ dermatoses  ■ G.l.  disorders,  and  many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'Deprol'  is  indicated: 


fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and  post-operative  fears 

■ postpartum  despondency  ■ family  problems  ■ death  of  a loved  one  ■ loss  of  work 

■ retirement  problems  ■ financial  worries,  and  many  other  stressful  situations. 


Deprol 


meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg 


BRIEF  SUMMARY:  Indications:  Depression,  especially 
when  accompanied  by  anxiety,  tension,  agitation,  rumina- 
tion or  insomnia.  Side  Effects : Slight  drowsiness  and, 
rarely,  allergic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Meprobamate  may 
increase  effects  of  excessive  alcohol.  Use  with  care  in 
patients  with  suicidal  tendencies.  Consider  possibility  of 
dependence,  particularly  in  patients  with  history  of  drug 


or  alcohol  addiction.  Withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  avail- 
able in  the  product  package,  or  to  physicians  upon 
request. 


USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased 
gradually,  as  needed,  to  3 tablets  q.i.d.;  with  establishment 
of  relief,  may  be  reduced  gradually  to  maintenance  levels. 


SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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PROFESSIONAL  classified 


Practice  Opportunities 

PEDIATRICIAN  WANTED-REDMOND 

To  share  office  full  or  part  time  with  ob-gyn  man. 
No  pediatrician  in  area— Redmond  Shopping  Square, 
Redmond,  Wash.,  TU  5-2828  or  GL  4-6738. 

SURGEON  WANTED  SUNNYSIDE 

Suite  available  for  surgeon.  Space  was  suddenly 
vacated  by  surgeon  with  large  practice  who  left 
the  area  unexpectedly.  Contact  Mr.  John  C.  Reith, 
TE  7-4601,  Horace  L.  Miller  Agency,  Sunnyside, 
Wash. 

CHIEF  MEDICAL  SERVICE 

Preferably  board  eligible  immediate  opening.  Salary 
$15,000  per  annum.  Completely  furnished  house  and 
utilities,  value  up  to  $150.00  per  month  included. 
Generous  fringe  benefits,  retirement.  Social  Security, 
11  paid  holidays  and  15  working  days  vacation  an- 
nually, paid  sick  leave.  Eligibility  California  licen- 
sure required.  Contact:  Medical  Director  Tulare- 
Kings  Counties  Hospital,  Springville,  California. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

EXCELLENT  GP  OPPORTUNITY 

Young  GP  to  associate  in  a two  or  three  physician 
practice.  Present  associate  is  accepting  a residency 
Jan.  64.  Patient  load  too  much  for  one  physician  to 
handle.  Partnership  available  after  reasonable  trial, 
if  mutually  agreeable.  Contact  Julius  R.  Rehal,  M.D. 
Stevenson,  Wash. 

OPHTHALMOLOGIST  WANTED 

Disenchanted  with  cloudy,  rainy  weather— desirous 
of  sunny,  dry  climate  in  which  to  practice?  Univer- 
sity community  in  heart  of  suburban  Southern 
California.  Most  of  the  fringe  benefits  for  you  and 
your  family.  Opportunities  to  teach.  Expanding 
medical  school.  Four  accredited  hospitals  with  total 
of  575  beds.  I would  hope  for  responses  from  certi- 
fied responsible,  civic  minded  persons,  outlining  their 
qualifications  and  personal  data.  In  turn  I will 
furnish  mine  and  be  willing  to  enter  into  any  reason- 
able, mutually  acceptable  agreement.  Write  Box 
14-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.,  98121. 

GENERAL  PRACTICE  FOR  SALE-EUGENE 

Well  equipped  office,  suitable  for  GP,  internist,  or 
pediatrician  in  growing  residential  area.  Population 
50,000.  Location  of  University  of  Oregon.  Leaving 
for  residency  July  1.  Excellent  lease,  free  parking. 
L.  E.  Trombley,  M.D.,  1027  River  Road,  Eugene, 
Oregon. 


LOCUM  TENENS  WANTED 

While  leaves  to  complete  training.  Contact  R.  Evoy, 
M.D.,  235  - 4th  PI.,  Renton,  Wash. 

ORTHOPEDIC  SURGEON 

American  board  certified  or  eligible,  to  share  service 
between  large  State  Hospital  and  Tulare-Kings 
Counties  Hospital  with  218  beds,  including  approved 
rehabilitation  center.  Hospitals  separated  by  15 
miles  of  excellent  highway.  Housing  available  to 
nearby  Porterville.  California  license  or  eligibility 
required.  Salary  $20,000  per  annum.  Limited  pri- 
vate practice  may  be  considered.  Apply:  Medical 
Director,  Tulare-Kings  Counties  Hospital,  Spring- 
ville, California. 

GENERAL  PRACTICE  OPPORTUNITY 

To  practice  in  association  with  another  GP  in  beau- 
tifully situated  Cascade  town  80  miles  east  of  Seattle 
by  four-lane  super-highway.  New  three-unit  office 
adjacent  to  fully-equipped  20-bed  hospital.  Basic 
salary,  office,  personnel,  provided  by  local  pre-paid 
medical  plan  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in 
area  serving  4,000.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing 
and  skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle 
Elum  Beneficial  Association  Hospital,  Cle  Elum,  or 
F.  J.  Rogalski,  M.D.,  Roslyn,  Wash. 

EXCELLENT  GP  OPPORTUNITY— WILLAMETTE  VALLEY 

GP  needed  to  take  over  busy  practice.  Reasonable 
terms  for  all  equipment  and  furnishings.  Have  to 
leave  for  another  type  of  practice  by  late  May  64. 
Desire  to  introduce  to  patients  before  leaving.  Write 
Box  15-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 

GENERAL  SURGEON  WANTED 

Specialist  desires  physician  to  take  over  well- 
established  practice  because  of  ill  health.  Open  to 
any  offer.  Medical  Dental  Personnel,  508  Medical 
Dental  Bldg.,  Seattle,  Wash.  98121 

OPENING  FOR  GENERAL  PRACTITIONER  & SURGEON 

Mapleton,  Oregon,  area  of  approx  2,500  people. 
New  22  bed  hospital  within  15  miles.  3 sawmills,  3 
veneer  plants,  employing  900  people.  650  students 
in  local  schools.  Six  room  office  space  available,  also 
housing.  Located  in  Siuslaw  Valley  50  miles  from 
Eugene.  For  further  information  call  Mapleton  Lions 
Club,  phone  268-4234. 

Locations  Desired 

GENERAL  SURGEON  SEEKS  WASHINGTON  LOCATION 

Central  Washington  preferred,  other  areas  consid- 
ered. Passed  written  exam.  gen.  surgery  board,  also 
nearly  3 years  training  in  orthopedics.  Graduate 
Kansas  Univ  ’54.  Age  36,  married,  military  com- 
pleted. Wash,  license.  Write  Box  12,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash. 
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PEDIATRICIAN  DESIRES  LOCATION 

Board  certified,  age  33,  prefers  location  with  group 
or  solo  on  coastal  area.  Write  Box  16-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash. 

Office  Space 

MEDICAL  SPACE-TACOMA 

Medical  Center  has  space  available.  Immediate  oc- 
cupancy. Call  MA  7-8206  or  FU  3-1717,  Tacoma, 
Wash. 

FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Two  physician  suites  of  800  and  400  sq.  ft.,  or  can 
make  one  suite  of  1,200  sq.  ft.  Adequate  facilities 
and  plumbing.  If  desired  will  remodel  to  needs. 
Ample  parking.  Rent  to  be  negotiated.  Contact  Mr. 
Jack  Brown  of  Ross  Downs,  MU  2-4370. 

EXCELLENT  GP  OPPORTUNITY-ANACORTES 

Available  in  two,  two  man  clinics,  a three  man  clinic 
and  in  individual  practice.  This  San  Juan  Island  com- 
munity of  13,000  people  needs  and  can  support 
several  additional  physicians.  For  further  information 
contact  Mr.  T.  K.  Robinette,  Island  Hospital,  Ana- 
cortes,  Wash.,  Area  Code  206  CY  3-3183 

MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  tuite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 


MEDICAL  SUITE— CLARKSTON,  WASHINGTON 

Practice  opportunity  for  GP,  internist,  pediatrician. 
New  office  suite  next  to  hospital,  available  immedi- 
ately. Other  suites  occupied  by  obstetrician-gynecolo- 
gist and  dentist.  Valley  of  40,000  population,  draw- 
ing area  of  107,000,  2 hospitals  8 minutes  apart. 
Beautiful  recreational  area  with  facilities  for  boating, 
hunting,  and  fishing.  Bayman  & Humphrey,  Clark- 
ston,  Wash. 


MARINE  VIEW  DRIVE  MEDICAL  BUILDING 

Suite  available  in  new  medical  building,  located  in 
Des  Moines  area.  Air  conditioned,  over  850  sq.  ft., 
in  size.  Puget  Sound  view.  Ready  for  immediate 
occupancy.  Five  minutes  to  Burien  General  Hospital. 
MU  2-3750  or  eves  LA  4-5709. 


Investments 

POSTAGE  STAMPS  FOR  INVESTMENT 

Our  P.S.I.  program  will  be  of  advantage  to  you. 
Details  and  a selection  will  be  sent  upon  request. 
Lawrence  M.  Nathan,  CPA,  4534%  University  Way, 
N.E.,  Seattle,  98105. 


Services 


PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


too,  is 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bit  of  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — San  Francisco,  June  21- 
25,  1964,  New  York,  June  20-24, 
1965. 


AMA  Clinical — Miami  Beach,  Nov.  29- 
Dec.  2,  1964. 


Idaho  State  Medical  Association — June 
17-20,  1964,  Sun  Valley. 

Oregon  State  Medical  Association  — 
Oct.  13-17,  1964,  Eugene 


Washington  State  Medical  Association — 
Sept.  13-16,  1964,  Seattle. 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept. -May. 
Pres.,  Robert  M.  Hansen,  Portland 
Sec.,  Thomas  E.  Talbott,  Portland 


Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association 
Pres.,  Emanuel  I.  Silk,  Pendleton 
Sec.,  Henry  H.  Dixon,  Jr.,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  Terence  Cochran,  Portland 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  Fred  C.  Shipps,  Jr.,  Portland 
Sec.,  James  A.  Schneider,  Portland 


Ore.  Soc.  Obst.  & Gynec.— Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  F.  Keith  Markee,  Portland 
Sec.,  J.  W.  Fergus,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 


Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Congress  Hotel 
Pres.,  Arnold  Rustin 
Sec.,  Irl  Clarg 


Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 


Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  H.  Minor  Nichols 
Sec.,  H.  W.  Baker 


WASHINGTON 


Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle  or  Tacoma. 
Pres.,  Parman  Dorman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 
Pres.,  E.  B.  Parmelee 
Sec.,  W.  S.  Brown 


Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre.  Seattle 
Sect.,  E.  T.  MacCamy,  Seattle 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May).  College  Club 
E.  J.  Wollenweber,  Seattle 
A.  L.  Skinner,  Seattle 


Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June) 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 


Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Annual — Mar.  7,  1964 

Pres.,  Loren  Gothberg 
Sec.,  Arch  Logan,  Jr. 


Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 


Tacoma  Surgical  Club — May  2,  1964,  3rd 
Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 


Washington  Academy  of  Clinical  Hyp 
nosis — 3rd  Friday  (Sept. -June) 
Pre.,  Ivar  W.  Birkeland,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 


Washington  Academy  of  General  Prac- 
tice— Tacoma,  May  14-16,  1964 
Pres.,  Duncan  Robertson,  Seattle 
Sec.,  John  Gahringer,  Wenatchee 


Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green,  Seattle 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose,  Seattle 
Sec.,  Samuel  H.  Tarica,  Seattle 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson 
Sec.,  Donald  K.  Williams 
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they  never  even  had  a chance  to  complain  about  the  cost  of  drugs 


*Valk  through  any  older  cemetery,  and  you  will  find 
he  same  ugly  story  repeated  many  times.  Died,  age 
50  years . . . died,  age  8 years . . . died,  age  6 months. 

Sometimes,  you  will  see  evidence  of  entire  families 
Deing  struck  down  almost  simultaneously.  You 
wonder,  was  it  influenza?  Diphtheria?  Infectious 
liarrhea?  Or  a host  of  other  diseases  whose  very 
names  were  synonymous  with  terror? 

You  will  see,  “Died,  age  22  — childbirth.” 

There  are  many  reasons  why  you  don’t  see  a 
:ontinuation  of  these  tragic  stories  today  — not  the 
least  of  which  has  been  the  dedication  of  American 
physicians  and  the  quality  of  medical  education.  And 


another,  we  sincerely  believe,  has  been  the  quality 
of  medicines  which  have  been  made  available. 

Yet,  the  value  of  independent  drug  research  has  been 
seriously  challenged  — research  which  has,  in  the 
past  30  years  alone,  helped  to  add  nearly  10  extra 
years  to  the  average  lifespan  in  the  United  States. 
Yet,  because  the  cost  of  the  search  must  be 
reflected  in  the  price  the  patient  pays  for  a 
prescription,  is  it  too  expensive  to  continue? 
Unfortunately,  perhaps  those  who  might  have  the 
best  answer  can  offer  only  silent  testimony. 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products. 


A reproduction,  for  display  in  your  waiting  room,  is  available.  Write: 

PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


New  for  Candida  albicans 

STAINLESS  (WASHABLE) 
GENTIAN  VIOLET  THAT 
CONSIDERS  THE  PATIENT 
AS  WELL  AS  THE  PROBLEM 

Foaming  action  propels  medication  to 
every  part  of  the  vaginal  vault  for  quicker, 
more  efficient  treatment. 

• Higher  concentrated  gentian  violet,  in  aerosol 
foam,  cures  moniliasis  with  as  little  as  4 to  6 
applications.1 

• Relieves  burning  and  itching  instantly  ...  and 
won’t  burn  upon  application. 

• Special  wetting,  dispersing  and  adhering  agents 
promote  more  effective,  longer-lasting  treatment 
per  application. 

• Nonstaining  and  so  easily  washed  off  there’s  no 
need  for  patients  to  wear  external  pads  to  protect 
undergarments. 

Available  with  two  different  applicators— one  for  physi- 
cian-administered office  use,  the  other  for  self-treat- 
ment at  home. 


(HOME)  (OFFICE) 


Each  aerosol  can  contains  (exclusive  of  propellant) 
Gentian  Violet  1.35%;  Polyvinylpyrrolidone;  Benton- 
ite, U.S.P.;  Kaolin,  N.F.;  Corn  Starch;  Propylene 
Glycol,  U.S.P.;  Dioctylsodium  Sulfosuccinate,  N.F.; 
Sodium  Lauryl  Sulfate;  Glycerine,  U.S.P.;  Polysorbate 
80;  Benzalkonium  Chloride. 

1.  Karnaky,  K.  J.:  Tri-State  M.  J.  10: 5,  1962. 

CUTTER  LABORATORIES 
Berkeley,  California 
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Dimethyl  Sulfoxide  (DMSO)  in  Acute  Musculoskeletal  Injuries 
and  Inflammations 

I.  Dimethyl  Sulfoxide  in  Acute  Subdeltoid  Bursitis 

Edward  E.  Rosenbaum,  M.D.  / Stanley  W.  Jacob,  M.D.  Portland,  Oregon 
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Reversible  Renal  Shutdown  Secondary  to  Necrotizing  Renal  Papillitis 
Report  of  a Case  Associated  with  Phenacetin  Abuse 
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The  Postgastrectomy  Floating  Stool 

Thomas  T.  White,  M.D.  Seattle,  Washington  / R.  G.  Elmslie,  M.B. 

Sydney,  Australia  / Donal  F.  Magee,  M.D.,  Ph.D.  Seattle,  Washington 
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epilepsy  may  limit 
opportunity... 


uiianun 


(diphenylhydantoin) 

PARKE-DAV1S 


extends  horizons 


This  agent  "...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containingO.l  Gm. and0.03 Gm. 

•Roseman,  E.:  Neurology  11:912,  1961. 


PARKE-DAVIS 

PAME.  DA  WS  A COtfiPAJi  Y.  Dr!.-**.  Me*  *9332 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  "hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  “...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (1/2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 
1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y, 
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Do  you  have  time  to  read  all  this  material?  It 

should  be  done  to  analyze  your  securities  effectively. 
Dean  Witter  & Co.  will  do  it  for  you. ..and  provide  you 
with  an  objective  appraisal  of  your  portfolio  on  a regular 
basis.  Save  valuable  time  by  having  Dean  Witter  & Co.  give 
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Dean  Witter  & Co. 
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GOING 


COMING 


West  Coast  Airlines  ’64  Style 
offers  you  the  best  schedules  ever. 

Thanks  to  our  new  expanded  fleet  of  F-27  prop-jets  the  new  West 
Coast  Airlines  now  serves  the  Northern  West  with  more  flights,  with 
more  convenient  schedules.  West  Coast  Airlines,  '64  style.  New  from 

the  ground  up,  way  up  West  Coast  Airlines 


Obestat  suppresses  the  appetite 

of  the  overweight  patient  who  must  reduce. 

One  Ty-Med*  taken  before  breakfast 
provides  timed-release  anorectic, 
calorigenic  and  mood  elevating  medication 
for  all  day  appetite  control. 

OBESTAT  Ty-Med* 

Each  green  and  white  tablet  or  capsule  contains: 
Methamphetamine  Hydrochloride  10  mg. 
Amobarbital  (Warning,  may  be  habit  forming)  60  mg 
Thyroid  150  mg. 

“Lemmon  brand  of  timed-release  medication. 
Nervousness,  excitability  or  insomnia 
are  mild  and  infrequent. 

Any  increase  in  blood  pressure  or  BMR 
should  be  observed  carefully. 

Contraindicated  in  myocardial  and  coronary  disease, 
diabetes,  marked  hypertension,  hyperthyroidism 
or  idiosyncrasy  to  the  ingredients. 

Available  in  bottles  of 

30,  100  and  1000  tablets  or  capsules. 

Caution:  Federal  Law  prohibits 
dispensing  without  prescription. 

Haack  Laboratories,  Inc. 

Division  of  Lemmon  Pharmacal  Company 
Portland,  Oregon  97208 


coordinated  action 


against  G.I.  pain,  spasm  and  anxiety 


ENARAX  5 provides  concerted  somatopsychic 
action  against  symptoms  of  peptic  ulcer,  func- 
tional bowel  syndrome  and  many  other  G.l.  dys- 
functions. Oxyphencyclimine,  the  anticholinergic 
with  chemically  "built  in”  prolonged  action,  gives 
sustained  relief  of  hyperacidity  and  hypermotility— 
while  Atarax®  (hydroxyzine  HCI)  relieves  the  ten- 
sion which  aggravates  or  causes  these  symptoms. 
Each  ENARAX  5 tablet  contains  oxyphencyclimine 


HCI  5 mg.,  hydroxyzine  HCI  ( Atarax ) 25  mg. 
Prescribe  ENARAX  10  when  extra  potency  is  de- 
sired. Low  toxicity  and  minimal  side  reactions 
permit  substantial  flexibility  of  dosage.  Whichever 
strength  you  choose,  your  G.l.  patients  are  bound 
to  benefit  from  the  concerted  therapeutic  action 
of  ENARAX.  Each  ENARAX  10  tablet  contains 
oxyphencyclimine  HCI  10  mg.,  hydroxyzine  HCI 
(Atarax)  25  mg. 


Precautions  and  Side  Effects:  As  with  other  anticholinergic  agents,  dryness  of  the  mouth,  blurring  of  vision,  consti- 
pation and  urinary  hesitancy  frequently  occur,  but  may  decrease  or  disappear  as  therapy  continues  or  is  adjusted. 
Use  with  care  in  patients  with  prostatic  hypertrophy.  Not  recommended  for  patients  with  an  associated  glaucoma 
except  with  ophthalmological  supervision. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


GEARED  FOR 
CONTROL  OF 
G.l.  DISORDERS 


Oxyphencyclimine  HCI  + Atarax  (hydroxyzine  HCI) 
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Who  developed 
the  first  compound 
charcoal  filter? 


HERE'S  THE  ANSWER  IN  BLACK  AND  WHITE: 
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The  first  cigarette  with  a mod- 
ern compound  charcoal  filter 
was  introduced  by  The  Ameri- 
can Tobacco  Company  in  1958. 
Its  name:  Dual  Filter  Tareyton. 

Behind  the  introduction  of 
this  first  compound  filter  lay 
years  of  research  and  experi- 
mentation by  American  Tobac- 
co scientists  to  produce  a filter 
that  would  improve  the  taste 
and  flavor  of  fine  tobacco.  This 
was  a large  order,  but  it  was 
filled  bythe  Dual  Filter  Tareyton 
compound  filter.  . 

With  an  outer  filter  of  white 
cellulose  acetate  and  an  inner 
filter  of  activated  charcoal,  this 


compound  filter  is  just  the 
right  complement  to  Dual  Filter 
Tareyton’s  quality  tobaccos. 
Proof  of  its  success  may  be 
seen  in  the  exceptional  loyalty 
Dual  Filter  Tareyton  smokers 
have  for  their  brand. 

Developing  and  perfecting 
the  first  compound  charcoal  fil- 
tertook  manyyears.  Maybe  this 
proves  something:  our  persist- 
ent dedication  to  maintaining— 
and  ever  improving— the  high 
quality  of  our  products. 

For  at  The  American  Tobacco 
Company, QUALITY  OF  PRODUCT 
IS  ESSENTIAL  TO  CONTINUING 
SUCCESS. 
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—colloidal  solution  of  denatured 


proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer.  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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anxiety  reduced  to  its  proper  perspective 


?OCHE 


LIBRIUM’ 

(chlordiazepoxide  HCI) 

the  successor 
to  the  tranquilizers 


n prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric 
oatients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregularities, 
lausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determined, 
.dvise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  com- 
'ining  with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
irecautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for 
>regnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Teen-age  Denture  Wearers 

EDITOR,  NORTHWEST  MEDICINE; 

This  is  in  regard  to  my  previous  letter  in  regard 
fluoridation,  (December,  1963)  your  editorial  note 
regarding  same,  and  the  letter  from  Dr.  Arnold  of 
Hawaii  appearing  in  the  February,  1964,  issue. 

I must  confess  that  I have  been  most  disap- 
pointed by  your  reaction  to  my  letter.  It  appears 
that  you  have  abandoned  the  fight. 

Ah,  for  the  good  old  days— when  you  published 
Dr.  Exner’s  complete  work  on  the  evils  of  fluorida- 
tion. And  all  of  the  other  little  studies  and  editorials 
with  the  anti-fluoridationist  tone.  And  never  a word 
in  favor.  Those  were  the  days.  When  the  Oregon 
Medical  Association  took  a poll  which  showed  that 
90  per  cent  of  its  members  were  in  favor  of  fluori- 
dation, not  a word  of  it  appeared  in  your  journal. 
I call  that  responsible  medical  journalism. 

And  Dr.  Exner,  that  stalwart  fighter  for  freedom, 
who  has  almost  singlehandedlv  fought  the  fight. 
This  in  the  face  of  the  fact  that  we  have  the  most 
serious  dental  decay  problem  right  here  in  the  Pacific 
Xorthwest  of  any  place  in  the  United  States.  Where 
else  can  you  find  so  many  18  and  19-year  olds 
with  complete  upper  and  lower  dentures?  Magnifi- 
cent!! 

We  know,  of  course,  the  real  reason  for  the  high 
decay  rate  here  is  the  fact  that  the  kids  here  eat 
more  candy  than  anywhere  else  in  the  United  States 
and  that  they  brush  their  teeth  less  often  than  any- 
where else  in  the  United  States.  The  fact  that  our 
water  has  a very  low  mineral  content  has  absolutely 
nothing  to  do  with  it.  These  are  obvious  facts  known 
to  any  observant  and  discerning  doctor. 

Yours  very  truly, 

WARREN  A.  KADAS,  M.D. 

Sutherlin,  Oregon 

In  response  to  the  first,  superbly  ironic,  letter  from 
Dr.  Kudos  we  stated,  “ Absence  of  scientific  material 
or  letters  promoting  fluoridation  of  public  water 
supplies  merely  indicates  failure  of  supporters  to 
communicate.” 

We  profoundly  regret  any  apparent,  or  imagined, 
imbalance.  If  there  is  one,  it  is  not  contrived.  We 
reserve  the  traditional  journalistic  right  to  voice 


opinion  in  editorial  columns  but  have  no  right  what- 
ever to  suppress  reasonably  expressed  views,  or 
factual  material,  submitted  by  others.  Beyond  that, 
we  have  invited  material  in  favor  of  fluoridation  and 
shall  do  so  again. 

We  believe  the  statements  made  in  the  letter 
above  shoidd  be  presented  in  an  article  meeting  the 
usual  criteria  for  accurate  documentation.  If  Dr. 
Kadas,  or  anyone  else,  cares  to  submit  such  an  article, 
it  will  be  welcome.  Ed. 

Proof  of  No  Proof 

EDITOR.  NORTHWEST  MEDICINE: 

Dr.  Harry  Arnold’s  letter,  in  your  February  issue, 
and  many  similar  statements  by  others,  err  both  as 
to  facts  and  logic.  As  proof  that  fluoridation  is  safe, 
he  says  I was  unable  to  “convince  a Federal  Court 
that  drinking  fluoridated  water  had  done  some  harm 
to  somebody,  somewhere,  some  time.” 

In  1955,  I sued  in  a State  Court  to  collect  a 
reward  “offered  to  anyone  who  can  prove  that  fluor- 
ides in  one  part  per  million  have  caused  any  ill 
effect  on  anyone  anywhere.”  As  proof,  I presented 
a patient  with  badly  disfigured  teeth. 

It  was  undisputed  that  the  teeth  were  disfigured, 
that  the  disfigurement  was  caused  by  fluoride,  and 
that  the  Denver  city-water,  used  when  the  effect 
was  produced,  contained  only  one  part  per  million 
of  fluoride  naturally  present. 

Every  attempt  to  testify  that  the  disfigurement 
was  an  “ill  effect”  was  objected  to  by  the  defense; 
and  the  objections  were  sustained  by  the  Judge  who 
then  ruled  that,  since  no  one  had  testified  that  the 
disfigured  teeth  were  “an  ill  effect,”  I had  failed  to 
sustain  the  burden  of  proof  that  an  ill  effect  had 
been  produced. 

No  other  effect  of  fluoride,  either  good  or  bad, 
was  at  issue;  and,  far  from  proving  fluoridation  safe, 
the  case  merely  proves  that  thenceforward,  in  the 
eyes  of  the  law  in  the  State  of  Washington,  disfigur- 
ed teeth  are  not  “an  ill  effect.” 

Sincerely  yours, 

F.  B.  EXNER,  M.D. 

316  Medical-Dental  Bldg. 

Seattle,  Wash.  98101 

Volunteers  Needed  in  Peace  Corps 

EDITOR.  NORTHWEST  MEDICINE: 

General  practitioners,  surgeons,  pediatricians  and 
gynecologists  have  the  unique  opportunity  to  serve 
for  two  years  in  the  Peace  Corps  in  the  tropical 
African  country  of  Sierra  Leone. 

This  medical  service  will  offer  new  chances  to 
participate  actively  in  the  building  of  good  health 


152 

Northwest  Medicine,  March  1964 


systems  for  a young  nation  eager  to  lift  itself  but 
handicapped  by  desperate  medical  and  public  health 
needs.  The  medical  teams  will  instruct  host  country 
personnel,  help  carry  out  government  plans  to  make 
the  hospital  a base  medical  center,  give  advice  and 
guidance  for  expanding  and  improving  rural  health 
programs,  organize  school  canteens  and  milk  pro- 
grams, and  make  nutritional,  plasma  protein,  and 
demographic  studies. 

It  is  hoped  that  some  of  the  new  Volunteers  will 
have  special  interest  in  diseases  of  the  eye,  and  that 
others  may  help  to  expand  programs  of  public  health 
and  preventive  medicine.  The  surgeons  operative 
work  will  involve  inguinal  hernias,  Caesarean  sec- 
tions, major  and  minor  abdominal  operations,  thor- 
acotomies, excision  of  onchocercerial  nodules,  hydro- 
celectomies,  skin  grafts,  circumcisions,  pvloromy- 
otomies,  bone  and  periosteal  biopsy,  and  a wide 
variety  of  other  surgical  procedures.  Pediatricians 
will  be  in  charge  of  pediatric  services  at  the  hos- 
pitals and  will  occasionally  be  called  upon  to  serve  at 
leprosy  out-patient  clinics,  as  well  as  to  respond 
to  emergencies  at  the  satellite  clinics. 

A twelve  week  training  course  at  an  American 
university,  which  will  begin  in  June,  will  include  in- 
tensive classroom  and  laboratory  work  in  Mende,  the 


language  of  Sierra  Leone.  Volunteers  will  receive 
special  briefings  in  tropical  diseases,  public  health 
and  hygiene,  sanitation  and  preventive  medicine. 

Questionnaires  (applications)  should  be  submit- 
ted as  soon  as  possible.  They  may  be  obtained  by 
writing:  Physicians,  Division  of  Recruiting,  Peace 
Corps,  Washington,  D.C.  20525. 

Sincerely, 

ROBERT  L.  GALE,  DIRECTOR 

Division  of  Recruiting 

Taking  Salt  with  Reading  Disability 

EDITOR,  NORTHWEST  MEDICINE: 

I wish  to  take  rather  vigorous  exception  to  the 
article  “Reading  Ability  in  Relation  to  Several  Physi- 
cal Conditions”,  as  published  in  the  January,  1964 
edition  of  northwest  medicine.  I sincerely  doubt 
the  reliability  of  the  answers  given  by  the  parent  rela- 
tive to  something  that  occurred  five  or  more  years 
previously.  As  a practicing  physician,  I also  doubt  the 
validity  of  their  knowledge  of  the  exact  birth  weight 
of  their  children.  Unless  the  actual  record  of  the 
attending  physician  and/or  the  hospital  were  con- 

continued  on  page  155 


MOKN1NGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

ALLAN  G ROBERTS,  M.D.,  HENRY  COE, 

Medical  Director  Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses 
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Vertigo  couldn't  stop  beat  Nick  from  painting, , , 


and  his  canvases  brought  him  wealth  and  fame* 


One  day,  a doctor  prescribed  Antivert  for  him# 


— 


Antivert  stopped  the  vertigo  (easel-y), , » 


but. . . 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include: 
cutaneous  flushing,  sensations  of 
warmth,  tingling  and  itching,  burning 
of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity. 
In  explaining  these  reactions  to  the 
patient,  it  is  suggested  that  they  be 
regarded  as  a desirable  physiological 
sign  that  the  nicotinic  acid  is  carrying 
out  its  intended  function  of  vasodilation. 
Because  of  this  vasodilation,  severe  hy- 
potension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

•Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

flnTIVPrT  meclizine  HCI 

Fll  I LI  V Ul  l nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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continued  from  page  153 


NEOBON  HELPS  KEEP  THEM  “ON  THE  GO” 

Neobon  combines  hormones,  essential  hemato- 
poietic factors,  digestive  enzymes,  and  vitamins 
and  minerals  with  the  important  amino  acids 
L-lysine  and  glutamic  acid. 

Neobon 

Each  capsule  contains: 

(1) Vitaminsand  Minerals 

Vitamin  A (acetate) 2000  U.S.P.  units 

Vitamin  D (irradiated 

ergosterol) 200  U.S.P.  units 

Vitamin  B,  (thiamine 

mononitrate,  U.S.P.) 0.5  mg. 

Vitamin  B2  (riboflavin,  U.S.P.) 0.5  mg. 

Vitamin  B6  (pyridoxine  HCI,  U.S.P.) ...  0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate,  U.S.P 5 mg. 

Vitamin  E (from  alpha  tocopherol  acetate)  5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt  sulfate) 0.033  mg. 

Molybdenum  (from  sodium 

molybdate)  0.066  mg. 

Copper  (from  copper  sulfate) 0.33  mg. 

Manganese  (from  manganese  sulfate)  0.33  mg. 
Magnesium  (from  magnesium  sulfate)  . . 2 mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Potassium  (from  potassium  sulfate)  . 1.66  mg. 
Zinc  (from  zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate) 3.40  mg. 

Vitamin  B,2  (cobalamin  concentrate,  N.F., 

as  Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzymes 

Pancreatic  substance* 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone  1.0  mg. 

Ethinyl  estradiol  . . . . 0.006  mg. 

(5)  Amino  Acids 

L-Lysine 50  mg. 

Glutamic  acid  30  mg. 

♦Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

Precaution:  Contraindicated  in  patients  wherein 
estrogen  or  androgen  therapy  should  not  be  used, 
as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  di- 
rected by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 

New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being® 


suited,  one  would  have  to  take  all  of  these  data  with 
a grain  of  salt. 

You  know,  many  years  ago  we  used  to  associate 
poliomyelitis  with  swimming  because  most  of  the 
cases  occurred  in  the  summertime  and  everyone 
went  swimming  in  the  summertime,  or  if  one  wished, 
one  could  always  associate  poliomyelitis  with  some 
trauma,  since  every  child  had  some  type  of  fall  the 
week  before  the  onset  of  his  illness. 

I appreciate  the  work  that  these  people  are 
attempting  to  do,  but  I sincerely  believe  their 
approach  is  wrong. 

Sincerely, 

ROBERT  A.  TIDWELL,  M.D. 

738  Broadway 
Seattle,  Washington  98122 

EDITOR,  NORTHWEST  MEDICINE: 

I have  just  finished  reading  the  article,  “Read- 
ing Ability  in  Relation  to  Several  Physical  Condi- 
tions” by  Dr.  Cook,  et  al. 

These  statistics  linking  poor  reading  ability  with 
congenital  defects  would  be  more  valid  if  they 
were  considered  in  light  of  the  following  important 
facts.  Congenital  disabilities  are  much  higher  in  the 
lower  economic  strata  of  our  life.  In  general  these 
are  the  same  strata  that,  either  for  economic  or 
mental  reasons,  do  not  provide  an  atmosphere  con- 
ducive to  the  development  of  reading  ability.  It 
would  be  interesting  to  determine  if  the  increased 
reading  disability  among  those  with  congenital  de- 
fects is  significantly  higher  among  families  that 
would  normally  be  expected  to  provide  a healthier 
background  for  the  development  of  these  reading 
abilities. 

Sincerely, 

FERRIS  F.  KETCHAM,  M.D. 

4140  California  Avs. 

Seattle,  Washington  9 SI  16 


The  Art  of  Healing 

EDITOR,  NORTHWEST  MEDICINE: 

I have  just  finished  reading  an  enlightening  little 
book.  I feel  that  I am  a better  doctor  for  having 
read  it,  and  that  is  why  I hope  you  will  find  it  pos- 
sible to  review  the  volume  or  at  least  take  editorial 
notice  of  it.  This  is  Your  Health  and  Chiropractic, 
by  Thorp  McClusky  (1962,  Pyramid  Books,  50 
cents).  The  book  is  based  on  chiropractic  philos- 
ophy and  will  not  confirm  much  of  your  own  knowl- 
edge of  disease.  The  arguments  put  forth,  how- 
ever, reveal  much  about  public  attitudes  that  you 
may  not  have  considered  previously. 

The  several  healing  arts,  ours  included,  have 
existed  since  antiquity,  simply  because  there  have 

continued  on  page  156 
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always  been  sick  people  who  feel  the  need  of  per- 
sonal ministrations  and  are  willing  to  pay  for  same. 
Fifteen  years  of  medical  practice  have  taught  me 
what  every'  healer  of  our  and  every  other  era  and 
persuasion  has  come  to  understand:  — (1)  that  more 
than  half  of  all  illness  (some  would  place  the  figure 
at  eighty’  per  cent)  is  functional,  irrational,  emo- 
tional, psychological,  delusional,  spiritual,  or  non- 
organic;  and  (2)  that  the  healer’s  role  is  simply 
that  of  a catalyst,  helping  to  activate  the  sufferer’s 
inborn  mechanism  for  healthy  equilibrium  with  his 
life  situation,  achieving  in  some  cases  a cure,  in 
other  cases  the  restoration  of  the  ability  to  function 
reasonably  well  under  the  prevailing  circumstances. 
These  socially  useful  duties  have  long  been  per- 
formed satisfactorily  by  practitioners  of  various  doc- 
trines of  healing,  and  creditable  results  regularly 
achieved  even  by  therapists  who  could  neither  read 
nor  write. 

If  it  is  true  that  nothing  succeeds  like  success, 
and  if  successful  healing  is  defined  as  the  ability  to 
render  sick  people  well— or  at  least  satisfied— and 
willing  to  pay  the  healer,  then  it  becomes  clear 
that  prestige  is  more  important  than  technical  knowl- 
edge. The  word  “prestige,”  from  the  Latin  praesti- 
gium,  suggests  “illusion”  or  “delusion.”  (I  do  not 
mean  to  belittle  pragmatic  skills  like  surgery,  ortho- 
pedics, obstetrics,  etc.,  that  are  developed  empiri- 
cally by  talented  practitioners  and  handed  down  to 
their  pupils). 


Until  recently  our  calling  gained  prestige  from 
its  onetime  inclusion  among  the  learned  professions, 
for  the  public  stood  in  awe  of  learning  as  such.  Pres- 
tige can  also  be  derived  from  certain  words  that  im- 
press the  public:  “lanolin,”  or  “science,”  for  example. 
Thus  we  have  “medical  science,”  “chiropractic  sci- 
ence,” “Christian  Science,”  and  so  forth,  even 
though  anyone  whose  daily  work  consists  in  getting 
sick  people  well  knows  that  there  is  nothing  scientific 
about  this  walk  of  life.  If  anything  it  is  a branch  of 
witchcraft.  Still,  it  is  a venial  offense  to  use  a word 
loosely  as  a fetish  provided  that  such  use  serves  as 
a constructive  means  to  a commendable  end. 

Our  profession  commenced  to  decay,  and  the 
first  step  toward  its  downfall  was  taken,  when  “medi- 
cal science  ceased  to  be  a means  to  an  end  and 
became  an  end  in  itself.  The  fatal  disease  of  our 
profession  can  be  diagnosed  just  from  the  redefini- 
tion. Medicine  used  to  be  defined  as  a body  of 
knowledge  possessed  by  a doctor  and  used  by  him 
in  taking  care  of  sick  people.  A skilled  doctor’s 
proficiency  in  caring  for  sick  people  earned  him 
recognition  which  in  due  course  took  the  form  of 
professorial  appointment  or  a clinical  chair  in  a 
medical  school  department. 

But  medicine  has  unhappily  come  to  be  rede- 
fined as  a pure  science  which  is  henceforth  to  be 
pursued,  not  for  the  benefit  of  the  sick,  but  for 
its  own  sake.  A professor,  even  a head  of  a clinical 
department,  may  now  be  appointed  without  having 
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RALEIGH  HILLS  HOSPITAL 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 
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“I  had  lunch  today  with  that  lovely  Mrs.  what's  her  name!" 


Nicozol  can  help  your  geriatric  patients  find  their  memories 


Nicozol  therapy  can  help  you  brighten  the  outlook  of 
your  aging  patients  who  tend  towards  (1)  untidiness, 
(2)  irritability,  (3)  incompatibility,  (4)  lack  of  interest, 
and  (5)  loss  of  memory  or  alertness. 

The  Nicozol  formula  helps  improve  mental  acuity,  in- 
crease the  supply  and  use  of  oxygen  in  the  brain,  improve 
peripheral  circulation — without  excitation,  depression, 
or  other  untoward  effects.  Nicozol  can  help  you  keep 
your  aging  patients  actively  alert  and  at  ease  with 
themselves,  their  families,  and  others. 

Average  Dose:  1 to  2 tablets  (or  capsules)  3 times  a day. 
1 teaspoonful  elixir  3 times  a day. 

References:  Levy,  S.:  J.A.M.A.  153:1260,  1953  • Thompson. 
L.  J.  and  Proctor,  R.C.:  North  Carolina  M.J.  15: 596,  1954  • 
Thompson,  L.  J.  and  Proctor,  R.C.:  Clin.  Med.  3:325,  1956 
• Kris,  E.  B.  and  Gerst,  D.:  Clin.  Med.  8:708,  1961  • Proctor, 
R.  C.:  Clin.  Med.  6:2079,  1957  • Proctor,  R.  C.,  et  al.:  J.  Am. 
Geriatrics  Soc.  6:4,  1958. 


HART  LABORATORIES 

Division  of  A.  J.  Parker  Co.,  Bryn  Mawr,  Pa.,  Winston-Salem,  N.C. 


Supplied:  NICOZOL  tablets  (and  capsules)  in  bottles  of 
100  and  1000.  Nicozol  elixir  in  pints  and  gallons. 

Precautions:  May  produce  overstimulation  in  high  doses. 
Discontinue  if  muscular  twitchings  or  clonic  convulsions 
occur.  The  flush  produced  in  sensitive  individuals  is 
transient  and  harmless. 

Formula:  Each  tablet  or  capsule  contains: 

Pentylenetetrazol 100  mg. 

Nicotinic  Acid 50  mg. 

Each  teaspoonful  (5  cc.)  elixir  contains: 

Pentylenetetrazol 200  mg. 

Nicotinic  Acid 100  mg. 

(as  the  sodium  salt) 

Alcohol 5% 


NICOZOL 

CEREBRAL  STIMULANT 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' ..  .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency ..  .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 


DEMETHYLCHLORTETRACYCLINE  HC1 


Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7517  3 
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demonstrated  the  slightest  aptitude,  talent,  industry, 
or  proficiency  in  taking  care  of  sick  people.  Being 
entrusted  with  the  training  of  clinicians-to-be,  he 
will  naturally  mold  them  in  his  own  image,  certainly 
not  the  personification  of  a healer. 

The  reaction  of  the  public  is  easily  understand- 
able. In  New  York  State,  over  medical  opposition, 
chiropractors  have  recently  been  licensed  to  practice 
healing,  simply  because  some  healing  art  had  to  fill 
the  void  created  by  medicine’s  abdication. 

Medicine,  in  common  with  the  other  useful 
arts,  owes  much  to  discoveries  made  by  pure  sci- 
entists of  the  past.  Pure  science  is  the  noble  pur- 
suit of  knowledge  for  its  own  sake.  It  deserves  to 
be  well  staffed  with  scientists  and  generously  sup- 
ported. But  the  task  of  healing,  in  contrast,  is  eclec- 
tic. This  means  that  the  skilled  healer  garners  bits 
of  knowledge  from  various  sources:  some  scientific, 
others  not,  and  uses  them  if  he  finds  them  workable, 
scientific  or  not.  Most  important,  the  eclectic  phy- 
sician, as  an  active  practitioner,  studies  many  ex- 
amples of  a disease,  as  well  as  the  many  kinds  of 
people  who  bear  the  disease,  and  as  he  matures 
he  becomes  aware  that  the  person  is  more  signifi- 
cant than  the  disease. 

A medical  scientist  who  has  never  practiced 
medicine  tends  to  imagine  (from  his  limited  knowl- 
edge) that  there  ought  to  be  only  one  right  way, 
the  scientific  way,  to  treat  a given  disease.  A skilled 
doctor,  on  the  other  hand,  learns  that  there  are 
several  right  ways,  each  suited  to  a particular  pa- 


tient type  and  practiceable  by  a particular  doctor 
type.  Of  these  alternative  ways,  he  chooses,  evolves, 
and  perfects  a healing  approach  harmonizing  with 
his  own  personality  and  different  from  the  approach 
used  by  any  of  his  colleagues  of  comparable  age, 
education,  and  specialty.  Skilled  doctors,  in  any 
given  specialty,  differ  subtly  from  one  another  like 
brands  of  whiskey.  There  may  be  several,  all  good, 
and  some  science  may  have  gone  into  the  making 
of  them;  but  the  drinker,  like  the  patient,  will  tend 
to  gravitate  to  the  brand  of  whiskey  or  doctoring 
that  gives  him  the  most  well-being.  That  is  why  a 
medical  student  and/or  house  officer  should  be  ex- 
posed, not  to  the  “right”  way,  but  to  the  many 
right  ways,  so  that  he  may  blend  and  distill  the  way 
that  will  be  right  for  him  and  for  his  particular 
clientele. 

Then  there  is  the  matter  of  cost.  Skillful  heal- 
ing is  economical  and  reasonably  priced,  while  sci- 
entific medicine  is  enormously  expensive  and  usually 
proves  to  be  not  worth  what  it  costs. 

Your  Health  and  Chiropractic  is  worth  reading 
because  it  gives  one  an  understanding  of  medicine’s 
place  among  the  healing  arts.  The  volume  is  graced 
with  many  fresh  hons  mots  and  memorable  quotable 
quotes.  But  above  all  it  eloquently  conveys  the 
message  that  it  takes  far  more  than  just  science  to 
make  a healer. 

Very  truly  yours, 

ARTHUR  BOBROFF,  M.D. 

418  Medical-Dental  Bldg. 

Seattle,  Wash.,  98101 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 

A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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RECOGNIZE 

THIS  PATIENT? 

______ __ 


ll  Trouble  is  I don’t  see  any  way  out. 
I'm  at  a dead  end  in  this  job  and  with 
the  kids  and  all  I can't  start  over  now 
learning  another.  9 9 


160 

Xorthivest  Medicine.  March  1964 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  x Deprol'  is  indicated: 


family  problems  ■ financial  worries  ■ loss  of  work  ■ retirement  problems  ■ death 
of  a loved  one  ■ fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and 
post-operative  fears  ■ postpartum  despondency,  and  many  other  stressful  situations. 


When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deprol'  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 


■ menopause  ■ asthma,  hay  fever  and  related  allergies  ■ dermatoses  ■ cancer 

■ cardiovascular  disorders,  and  many  other  organic  disturbances. 


G.l.  disorders  ■ chronic  infectious  diseases  ■ arthritis  ■ alcoholism  ■ obesity 


Deprol' 


meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


BRIEF  SUMMARY:  Indications:  Depression,  especially 
when  accompanied  by  anxiety,  tension,  agitation,  rumina- 
tion or  insomnia.  Side  Effects:  Slight  drowsiness  and, 
rarely,  allergic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Meprobamate  may 
increase  effects  of  excessive  alcohol.  Use  with  care  in 
patients  with  suicidal  tendencies.  Consider  possibility  of 
dependence,  particularly  in  patients  with  history  of  drug 


or  alcohol  addiction.  Withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  avail- 
able in  the  product  package,  or  to  physicians  upon 
request. 


USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased 
gradually,  as  needed,  to  3 tablets  q.i.d.;  with  establishment 
of  relief,  may  be  reduced  gradually  to  maintenance  levels. 


SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


WALLACE  LABORATORIES  Cranbury,  N.  J. 


J 
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in  virtually  all  diarrheas. ..prompt  symptomatic  control 


LOMOTIL 


TABLETS/ LIQUID  — Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  . . . 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


L/omotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  b\  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  drose  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  odier  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
caries  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 

Research  in  the  Service  of  Medicine 


SEARLE 
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guest  editorial:  R ClclwiSOtO p€S  (l )l(l  CllTllCdl  MiCdlClTlC 


WIL  B.  NELP,  M.D.,  University  of  Washington  School  of 
Medicine,  Seattle,  Washington 

Since  the  Second  World  War,  and  particularly 
in  the  past  10  years,  the  use  of  radioactive  iso- 
topes in  clinical  medicine  has  rapidly  expanded. 
Today,  the  majority  (probably  as  great  as  90 
per  cent)  of  uses  are  aimed  at  diagnosis  and 
clinical  management  rather  than  therapy. 

In  certain  situations  only  isotopes  provide  a 
satisfactory  means  of  obtaining  vital  information 
or  confirming  a diagnosis.  For  example,  the 
diagnosis  of  pernicious  anemia  in  a patient  re- 
ceiving vitamin  B12  can  only  be  made  by  meas- 
uring the  absorption  of  the  radioactive  vitamin. 
Labelled  red  cells  or  albumin  now  provide  meth- 
ods to  rapidly  and  repeatedly  measure  circulat- 
ing blood  volume  for  precise  monitoring  and 
management  of  surgical  or  medical  bleeding. 
Only  by  measuring  the  rate  of  formation  or  re- 
lease of  thyroid  hormone  with  I131  can  certain 
clinical  disorders  of  the  thyroid  be  diagnosed. 

Other  isotopic  studies  have  established  use- 
ful approaches  to  and  simplified  the  study  of 
clinical  problems.  The  assessment  of  bilateral 
renal  function  with  externally  placed  detectors 
following  injections  of  radioiodinated  hippuric 
acid  or  mercury2'13  labelled  chlormerodrin  (Neo- 
hydrin) is  an  example.  Many  disorders  of  red 
cell  function  and  iron  metabolism  have  been 
understood  only  because  of  radioactive  iron  and 
chromium. 

Most  recently,  radioisotope  photoscanning  has 
provided  us  with  an  exciting  new  approach  to 
the  visualization  of  internal  organs— giving  infor- 
mation not  readily  available  by  other  methods. 
Visualization  of  the  liver  by  injecting  radioactive 
gold  can  provide  precise  information  about  hepa- 
tic size,  location  and  destruction  of  hepatic  tissue. 
This  procedure  is  often  used  to  aid  in  the  diag- 
nosis of  RUQ  pain,  and  to  locate  space  occupying 
lesions  of  the  liver  prior  to  biopsy  or  surgery. 
The  spleen,  kidneys,  and  thyroid  can  be  easily 
visualized.  Developmental  studies  on  visualiza- 
tion of  the  pancreas  and  the  delineation  of  pul- 
monary emboli  look  promising.  The  work  of 
LaZerte  and  Knopp  (northwest  med  62:945-950, 
Dec.,  1963)  on  the  visualization  of  intracranial 
lesions,  is  another  example  of  the  clinical  use- 
fulness of  photoscanning. 

At  present,  many  of  the  larger  hospitals  in  the 


Northwest  and  some  of  the  smaller  community 
hospitals,  as  well  as  private  physicians,  have 
facilities  for  performing  certain  diagnostic  iso- 
tope studies.  One  can  predict  that  development 
of  existing  and  establishment  of  new  facilities 
will  continue.  In  fact,  the  Northwest  is  recog- 
nized for  its  interest  in  isotopes  in  relation  to 
medicine  since  the  only  national  ( and  now  inter- 
national, with  more  than  2000  members)  group 
dealing  selectively  with  isotopes  and  medicine, 
The  Society  of  Nuclear  Medicine,  was  started  in 
1954  in  the  State  of  Washington.  (The  four 
who  organized  the  Society  were,  Asa  Seeds, 
Vancouver,  Washington,  Thomas  Carlile,  Seattle, 
Milo  T.  Harris,  Spokane,  and  N.  J.  Holter,  a 
physicist,  Helena,  Montana.) 

Today,  nuclear  medicine  is  probably  emerg- 
ing as  a separate  branch  of  medicine  whose 
aims  are  the  application  of  radioisotope  method- 
ology to  the  diagnosis  and  care  of  the  patient 
and  the  study  of  disease.  Its  clinical  roots  are 
placed  largely  in  association  with  internal  medi- 
cine and  radiology,  and  its  basic  understructure 
consists  of  physiology,  body  kinetics,  and  nuclear 
physics  and  instrumentation. 

At  present,  the  practicing  physician  is  realiz- 
ing a need  to  acquire  a more  comprehensive 
knowledge  of  this  area  of  clinical  medicine  so  he 
can  expand  and  extend  his  competence  for  the 
care  of  his  patient.  The  medical  schools  and  the 
various  postgraduate  teaching  programs  must  be- 
gin to  include  nuclear  medicine  as  a part  of  their 
basic  curricula. 

Fortunately,  nuclear  medicine  has  had  some 
success  with  education  in  conjunction  with  its 
development.  From  its  beginning,  the  Atomic 
Energy  Commission  has  sponsored  training 
courses  for  physicians  who  wish  to  use  or  know 
more  about  isotopes.  It  can  be  anticipated,  how- 
ever, that  in  the  near  future,  many  of  the  teach- 
ing and  administrative  functions  of  the  AEC  will 
be  transferred  to  the  state  and  local  community. 
The  University  of  Washington  School  of  Medi- 
cine has  recently  established  a Division  of  Nu- 
clear Medicine,  through  which  teaching  at  the 
pre  and  post  doctoral  level  can  be  performed. 

Teaching  in  nuclear  medicine  must  emphasize 
basic  physiologic  and  physical  principles  and 
must  remain  closely  aligned  to  the  patient  and 
his  individual  problem.  ■ 
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Editorial  Advisory  Board 

y 


CLARE  G.  PETERSON,  M.D.  J.  THOMAS  DOWLING,  M.D. 


RAY  CASTERLINE,  M.D. 


In  a precedent  shattering  move,  the  Board  of 
Trustees  of  Northwest  Medical  Publishing  As- 
sociation, meeting  in  Seattle,  February  1,  ordered 
the  most  significant  change  in  affairs  of  north- 
west medicine  since  its  was  made  a tri-state 
journal  in  1909.  The  Trustees  directed  sharp 
acceleration  in  the  scientific  publication  program 
and  allocated,  from  reserves,  sufficient  funds  to 
permit  the  improvements  sought. 

Most  radical  change  of  several  ordered,  and 
the  one  on  which  all  others  will  depend,  was 
the  directive  to  develop  a much  stronger  editorial 
policy  under  direction  of  an  augmented  Editorial 
Ad\:isory  Board.  This  Board  has  been  in  existence 
since  1957  but  has  been  used  only  as  a body  of 
editorial  consultants  and  has  not  been  given  an 
opportunity  to  develop  editorial  policy.  It  will 
now  do  so.  The  effect  will  be  far  reaching.  This 
plan  of  operation  is  the  one  followed  by  most 
other  state  and  regional  journals  and  the  change 
here  has  been  long  overdue. 

northwest  medicine  is  unique  among  the 
journals  serving  state  medical  associations.  It  is 
not  owned  or  controlled  by  any  of  the  three 
associations  it  serves.  It  is  the  property  of  North- 
west Medical  Publishing  Association,  a non-profit 


ARTHUR  J SEAMAN,  M.D.  LLOYD  M.  NYHUS,  M.D. 


PAUL  F.  MINER,  M.D. 


organization,  incorporated  under  Washington 
law,  in  1919.  It  is  controlled  by  its  nine  member 
Board  of  Trustees,  three  of  whom  are  from 
Oregon,  three  from  Washington  and  three  from 
Idaho.  Nominations  are  made  by  the  state  associ- 
ations. Election  to  the  Publishing  Association 
is  by  the  Board  itself,  at  its  annual  meeting, 
usually  held  in  Seattle  at  the  end  of  January. 
Precedent  dictates  election  of  the  nominees  re- 
ported by  the  state  associations  and  a member 
holds  office  until  his  successor  is  elected. 
Through  this  mechanism  the  state  medical  as- 
sociations have  had  the  means  to  complete  con- 
trol of  Northwest  Medicine  although  the  pre- 
rogative has  not  been  exercised  in  recent  years. 

The  editor-business  manager  has  been  respon- 
sible to  the  Board  of  Trustees  for  the  entire 
business  operation  of  the  journal  as  well  as  for 
all  editorial  decisions.  Business  has  been  under 
tight  control  by  a budget  system  but  editorial 
policy  has  been  directed  in  broad  outline  only. 
This  is  the  area  affected  by  the  recent,  radical 
change.  Henceforth,  business  policy  will  be 
established  by  the  Board  of  Trustees,  editorial 
policy  by  the  Editorial  AdMsory  Board. 
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HEYES  PETERSON,  M.D. 


CARL  P.  SCHLICKE,  M.D. 


ROBERT  B.  HUNTER,  M.D. 


It  is  no  longer  possible  for  one  person  to  be  a 
competent  judge  of  merit  in  every  field  of  medi- 
cine or  to  be  completely  familiar  with  progress 
in  all  the  ramifications  of  basic  and  clinical 
medical  science.  Even  were  it  wise,  which  it  is 
not,  for  one  person  to  develop  a sound  publica- 
tion program,  the  task  could  not  be  accomplished 
very  satisfactorily  by  an  individual. 

Neither  is  it  possible  for  a group  of  physicians 
isolated  geographically,  to  develop  such  a pro- 
gram without  the  opportunity  to  stimulate  and 
react  in  actual  meeting.  The  Editorial  Advisory 
Board,  never  having  had  a meeting,  has  not  been 
in  position  to  render  the  service  of  which  its  mem- 
bers have  been  so  eminently  capable,  nor  has  the 
operating  staff  had  opportunity,  or  time,  to  de- 
velop communication  adequate  to  the  needs. 

The  Editorial  Advisory  Board  will  soon  meet. 
Before  them  will  be  many  problems  concerning 
editorial  standards,  methods  for  manuscript 
evaluation,  and  program  of  material  to  be  pre- 
sented. Most  important  consideration  will  be 
that  of  postgraduate  medical  education.  It  is, 
without  doubt,  the  most  important  problem  fac- 
ing the  medical  profession  today;  and  it  is  ob- 
vious that  the  most  important  role  of  a medical 
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journal  is  in  this  field.  The  Editorial  Advisory 
Board  will  establish  a method,  or  methods,  for 
determining  needs  and  will  direct  the  avenues 
to  be  followed  in  obtaining  material  to  meet  the 
needs.  There  will  be  many  benefits. 

When  the  Editorial  Advisory  Board  meets 
there  will  be  representation  from  medical  school 
faculties  as  well  as  from  private  practice  and 
public  health.  Four  new  members  have  been 
added  recently.  They  are,  Clare  G.  Peterson, 
Professor  of  Surgery  and  Arthur  J.  Seaman,  Pro- 
fessor of  Medicine,  at  University  of  Oregon 
School  of  Medicine;  Lloyd  M.  Nyhus,  Professor 
of  Surgery  and  J.  T.  Dowling,  Professor  of  Medi- 
cine, University  of  Washington  School  of  Medi- 
cine. 

Those  who  have  been  on  the  Board  since  1957 
are:  Carl  G.  Ashley,  Oregon  State  Department 
of  Health;  Bay  L.  Casterline,  internist,  Medford; 
Max  W.  Hemingway,  internist,  Bend;  Leonard 
D.  Jacobson,  surgeon,  Eugene;  Joseph  L.  Miller, 
Jr.,  internist,  Portland;  Bobert  B.  Hunter,  gen- 
eral practitioner,  Sedro  Woolley;  Heyes  Peter- 
son, internist,  Vancouver;  Frank  J.  Rigos,  radi- 
ologist, Tacoma;  Carl  P.  Schlicke,  surgeon,  Spo- 
kane; Fred  T.  Kolouch,  surgeon,  Twin  Falls; 
and  Paul  F.  Miner,  internist,  Boise.  ■ 
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When  you  encounter  evidence  of  cumulative  iron 
deficiency  without  anemia,  consider  Zentinic  for 
rapid  replenishment  of  iron  stores.  As  has  been 
noted,  "Indeed,  after  the  assessment  of  all  the 
data  concerning  iron  metabolism,  the  recom- 
mendation that  most  women  should  supplement 
their  diet  with  a small  amount  of  iron  during  the 
years  that  they  menstruate  and  bear  children 
can  be  fully  justified.”1 

Zentinic  has  these  advantages: 

■ Contains  100  mg.  of  elemental  iron  as  ferrous 
fumarate  / neither  time  released  nor  chelated 
to  delay  or  interfere  with  iron  absorption.2 

■ Supplies  200  mg.  of  vitamin  C / enhances 


absorption  by  helping  to  maintain  the  iron  in 
the  more  readily  absorbed  ferrous  state. 

■ Provides  the  benefit  of  folic  acid  / recent  evi- 
dence3 suggests  that  amounts  as  little  as  0.025 
mg.  daily  by  mouth  may  exert  a therapeutic  ef- 
fect in  the  treatment  of  folic  acid  deficiencies. 


■ Offers  the  B complex  vitamins  / necessary  in 
normal  red-blood-cell  formation  and  for  general 
nutritional  support. 


1.  Editorial:  Po9tgrad.  Med.,  34:102,  1963.  2.  Bri9e,  H.,  and  Hall- 
berg,  L.:  Acta  med.  acandinav.,  1 71  (Supplement  No.  376)  :23, 
1962.  3.  Sheehy,  T.  W.:  Blood,  73.623,  1961. 
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Dimethyl  Sulfoxide  ( DMSO ) in  Acute  Musculoskeletal 
Injuries  and  Inflammations 

I.  Dimethyl  Sulfoxide  in  Acute  Subdeltoid  Bursitis 


EDWARD  E.  ROSENBAUM,  M.D./ST 

The  potential  usefulness  of  dimethyl  sulfoxide 
(DMSO)  in  acute  musculoskeletal  injuries  and 
inflammations  is  currently  under  intensive  in- 
vestigation at  the  University  of  Oregon  Medical 
School. 

Dimethyl  sulfoxide,  the  lowest  member  of  a 
group  of  sulfoxides,  with  a general  formula  of 
RSOR  was  first  synthesized  in  1867.  This  un- 
usually versatile  chemical  then  remained  a lab- 
oratory curiosity  for  75  years.  It  was  not  until 
1948  that  physiochemical  data  on  DMSO  began 
to  appear.1 

In  the  medical  field  a number  of  publications 
indicate  considerable  research  interest  in  the 
anti-freeze  properties  of  DSMO  when  used  to 
protect  animal  cells  and  tissues  against  freezing 
injury.  Following  the  report  that  dimethyl  sul- 
foxide might  be  of  value  as  a primary  pharma- 
cological agent,2  we  studied  this  material  for 
possible  usefulness  in  the  therapy  of  acute  sub- 
deltoid bursitis. 


abstract 

rosenbaum,  e.  e.,  s.  w.  Jacob  (University  of 
Oregon  Medical  School,  Portland,  Oregon,  U.S.A. ) 
Dimethyl  sulfoxide  (DMSO)  in  acute  musculo- 
skeletal injuries  and  inflammations,  I.  Dimethyl 
sulfoxide  in  acute  subdeltoid  bursitis.  Northwest 
Med  63:167-168  (March)  1964. 

Dimethyl  sulfoxide  applied  in  90  per  cent 
strength  to  the  skin  over  acute  subdeltoid  bur- 
sitis was  associated  in  seven  patients  out  of  seven 
with  dramatic  relief  of  pain  occuring  in  20  min- 
utes associated  with  a rapid  return  of  an  increas- 
ed range  of  motion.  The  duration  of  benefit  fol- 
lowing a single  application  was  from  four  hours 
to  indefinitely. 


Use  of  dimethyl  sulfoxide  is  restricted  to  investigation 
at  the  present  time.  It  is  not  available  on  prescription. 

From  the  Department  of  Medicine  and  Department  of 
Surgery,  University  of  Oregon  Medical  School,  Portland. 
Oregon. 


NLEY  W.  JACOB,  M.D.,  Portland,  Oregon 
method  and  results 

Seven  patients  with  acute  subdeltoid  bursitis 
were  evaluated.  Each  of  these  entered  with  a 
typical  picture  and  total  duration  of  the  inflam- 
matory process  of  less  than  48  hours.  Two  of 
the  patients  had  definite  calcification  by  radio- 
graphy and  in  five  patients  radiography  reveal- 
ed no  abnormalities.  Evidence  of  an  excruciat- 
ingly painful  condition  as  seen  by  refusal  to 
move  the  shoulder  joint  and  almost  total  inca- 
pacity to  put  on  and  remove  clothing  without 
help  were  seen.  On  physical  examination,  mark- 
ed limitation  of  motion  in  all  directions  was 
present  as  was  point  tenderness  over  the  deltoid 
muscle. 

Two  to  three  cc  of  90  per  cent  dimethyl  sul- 
foxide was  applied  over  the  entire  shoulder  area 
with  an  ordinary  cotton-tipped  applicator  and 
allowed  to  dry.  Some  of  the  patients  complained 
of  a mild  burning  sensation  on  application  of 
the  material,  but  this  disappeared  within  a few 
minutes. 
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rosenbaum,  e.  e.,  s.  w.  jacob  (University  of 
Oregon  Medical  School,  Portland,  Oregon,  U.S.A.) 
Dimethyl  sulfoxide  (DMSO)  in  acute  musculo- 
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Sulfoxido  de  dimetil  al  90  por  ciento  se  admini- 
stro  topicamente  en  bursitis  subdeltoidea  aguda. 
El  dolor  desaparecio  dramaticamente  en  el  100 
por  ciento  de  siete  pacientes  que  fueron  tratados, 
en  veinte  minutos  y con  completa  recuperacion 
de  movimientos  del  brazo.  La  duracion  del  alivio 
despues  de  una  sola  aplicacidn  fue  de  4 horas 
a permanente. 


Dr.  Rosenbaum  is  Associate  Clinical  Professor  of  Medicine. 
University  of  Oregon  Medical  School. 

Dr.  Jacob  is  Assistant  Professor  of  Surgery,  University  of 
Oregon  Medical  School  and  Markle  Scholar  in  Medical 
Sciences. 
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Within  20  minutes,  all  seven  patients  were 
either  completely  or  almost  completely  pain- 
free  and  all  were  able  to  move  the  involved 
shoulder  joint  through  an  increased  range 
of  motion.  Four  of  the  patients  noted  an 
occasional  “catch”  while  exercising  the 
shoulder  joint  20  minutes  after  therapy.  The 
duration  of  benefit  with  a single  application  was 
from  a minimum  of  four  hours  to  indefinitely. 

discussion 

The  possibility  is  under  active  consideration 
that  the  basic  mechanism  underlying  the  observ- 
ed results  in  these  seven  patients  with  acute 
subdeltoid  bursitis  involved  an  alteration  in  the 
permeability  characteristics  of  the  cell  mem- 
branes subjected  to  the  action  of  dimethyl  sul- 
foxide. In  all  of  these  patients,  the  topical 
cutaneous  application  of  dimethyl  sulf- 
oxide was  followed  by  an  elimination  of  sub- 
jective pain  in  the  affected  area  but  no  altera- 
tion in  tactile  sensibility  was  observed. 

In  the  light  of  our  present  inconclusive  know- 
ledge relating  to  the  biologic  actions  of  DMSO, 
it  is  difficult  to  define  accurately  the  reasons 
for  the  observations  recorded  here.  Because  of 
preliminary  laboratory  observations  of  the  block- 
ade of  impulse  conduction  produced  in  isolated 


peripheral  nerves  following  the  application  of 
DMSO,3  it  is  reasonable  to  consider  the  possi- 
bility that  the  substance  blocks  intracutaneous 
or  subcutaneous  afferent  fibers.  Since  it  seems 
improbable  that  the  DMSO  reached  the  region  of 
the  affected  bursa  in  the  concentrations  found 
to  be  effective  in  vitro,  it  is  impossible  to  ac- 
cept the  hypothesis  of  local  conduction  block 
without  additional  supporting  data. 

For  short-term  therapy,  all  laboratory  evidence 
indicates  that  dimethyl  sulfoxide  is  apparently 
nontoxic.4  Long-range,  chronic  toxicity  evalu- 
ations are  currently  being  conducted  at  the  Uni- 
versity of  Oregon  Medical  School. 

Preliminary  results  indicate  that  repeated  top- 
ical applications  of  DMSO  offer  symptomatic 
relief  in  rheumatoid  arthritis,  degenerative 
arthritis  and  acute  gouty  arthritis.  ■ 

3181  S.W.  S am  Jackson  Park  Road 
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Reversible  Renal  Shutdown  Secondary  to  Necrotizing 

Renal  Papillitis 

Report  oj  a Case  Associated  With  Phenacetin  Abuse 

JOHN  W.  ARNOLD,  M.D.,  Bellingham,  Washington 


Recent  articles  have  called  attention  to  a type 
of  renal  disease  associated  with  use  of  large 
amounts  of  phenacetin.1-3  A larger  body  of  litera- 
ture from  Europe  has  dealt  with  this  problem. 
Beginning  with  the  report  of  Spuehler  and 
Zollinger  in  1953,'  there  has  been  described  a 
type  of  interstitial  nephritis  frequently  associated 
with  necrotizing  papillitis.  Gross  and  prolonged 
overuse  of  phenacetin  has  frequently  been  en- 
countered in  these  cases  and  has  been  suggested 
as  causal.  Evidence  is  still  primarily  circum- 
stantial. 

A recently  encountered  case  of  necrotizing 
renal  papillitis  causing  obstruction  of  both  ure- 
ters appeared  uncommon  enough  to  be  worthy 


of  report.  The  probable  relation  between  this 
condition  and  phenacetin  toxicity  may  provide 
information  helpful  in  evaluating  similar  prob- 
lems. There  appear  to  he  certain  definite  differ- 
ences between  this  condition  and  the  type  of 
renal  papillitis  occurring  in  patients  with  dia- 
betes and  urinary  tract  obstruction.  Of  the  153 
cases  of  necrotizing  renal  papillitis  collected 
by  Mandel  in  1952,  ninety  per  cent  had  diabetes 
and  urinary  obstruction.3  The  cases  occurring  in 
phenacetin  addicts  rarely  showed  diabetes  or 
primary  urinary  tract  obstruction.  Microscopic- 
appearance  of  the  kidneys  also  differed  in  that 
exudate  in  the  renal  papillae  appeared  less  in 
cases  associated  with  the  drug  than  it  did  in  the 
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kidneys  of  patients  having  both  diabetes  and 
obstruction.  Diffuse  interstitial  fibrosis  is  present 
at  the  junction  of  the  cortex  and  medulla,  and 
lymphocytic  infiltrate  is  prominent.6 

The  mechanism  by  which  phenacetin  may 
cause  renal  damage  is  obscure.  Animal  experi- 
ments have  not  conclusively  demonstrated  its 
nephrotoxicity.  Several  possibilities  have  been 
suggested.  On  morphologic  evidence,  reduction 
of  blood  supply  to  the  renal  collecting  tubules 
has  been  postulated.6  A by-product  in  some 
methods  of  the  manufacture  of  phenacetin, 
acetic-4-ehloranilide,  has  been  suggested  as  the 
responsible  toxic  agent.  It  has  also  been  sug- 
gested that  prolonged  phenacetin  use  predisposes 
the  kidney  to  bacterial  infection.  Methemoglob- 
inemia, sulfhemoglobinemia  and  decreased  red 
cell  life  span  with  anemia,  all  resulting  from 
phenacetin  administration,  may  reduce  renal 
oxygen  tension. 

If  phenacetin  is  nephrotoxic,  what  amount  is 
required  to  produce  renal  changes?  The  total 
amounts  taken  by  patients  studied  by  Ross7 
varied  from  0.5  kg  to  65  kg  over  a period  of  two 
to  thirty-eight  years.  Since  the  drugs  are  fre- 
quently taken  surreptitiously,  accurate  estima- 
tion of  amounts  is  difficult. 

Rapoport  and  associates  reported  a case  in 
which  a papillary  fragment  caused  total  anuria 
by  obstructing  the  remaining  ureter  of  a patient 
who  had  undergone  prior  nephrectomy.1 
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A fifty  year  old  woman  who  had  chronically 
used  large  amounts  of  phenacetin  developed 
anuria  due  to  bilateral  ureteral  obstruction.  At 
surgery  this  was  found  to  be  due  to  fragments 
of  necrotic  renal  papillae. 

Pyelonephritis,  interstitial  nephritis,  necrotiz- 
ing papillitis  and  renal  failure  have  been  attrib- 
uted to  phenacetin  although  this  relationship  has 
not  yet  been  undeniably  established.  The  mech- 
anism of  renal  damage  may  be  through 
reduction  of  tubular  blood  flow,  predisposition 
to  bacterial  infection  and  reduction  in  renal 
oxygen  tension. 


In  an  admittedly  incomplete  review  of  the 
literature,  I have  not  found  reference  to  bilateral 
ureteral  obstruction  secondary  to  necrotizing 
renal  papillitis.  Such  a case  was  recently  en- 
countered. 

CASE  REPORT 

For  an  11  year  period,  a 50  year  old  housewife 
had  taken  large  amounts  of  phenacetin  for  the  relief 
of  facial  pain  which  followed  the  removal  of  an 
ethmoidal  tumor.  Pyuria,  glycosuria,  and  albumin- 
uria were  noted  from  1952. 

In  September,  1962,  she  was  found  to  have  micro- 
cytic, hypochromic  anemia  with  hematocrit  of  29 
per  cent.  Urinalysis  at  the  time  showed  specific 
gravity  of  1.008,  3 plus  albumin,  many  pus  cells, 
and  E.  coli  on  culture.  Fasting  blood  sugar  was  98, 
and  two  hour  postcibal  sugar  was  120  mg  per  100 
ml.  Protein  bound  iodine  was  3.7  /xg  per  100  ml. 
The  blood  urea  nitrogen  was  21  mg  per  100  ml. 
No  improvement  in  the  anemia  occurred  from  treat- 
ment with  thyroid,  parenteral  iron,  and  chloram- 
phenicol. In  November,  1962,  because  of  rectal 
bleeding,  the  patient  was  again  studied.  No  local 
cause  for  blood  loss  was  found;  but  she  admitted 
using  16  Anacin,  14  Darvotran,  and  10  Daprisal 
daily.  This  amounted  to  3.19  gm  phenacetin  daily. 
Prothrombin  content  of  49  per  cent  was  felt  to 
explain  the  bleeding  and  was  thought  to  be  due  to 
the  effect  of  salicylates.  Phenacetin  was  suspected 
of  causing  the  anemia.  Urinalysis  at  this  time  showed 
specific  gravity  of  1.0015,  pH  5.5,  4 plus  albumin, 
and  many  pus  cells  and  bacteria  in  spun  sediment. 

Phenacetin  and  salicylates  were  withdrawn  with 
pronounced  clinical  improvement.  Prothrombin  time 
and  hematocrit  returned  to  normal. 

She  did  well  until  March  10,  1963,  at  which  time 
she  was  seized  by  sudden,  severe,  right  upper  quad- 
rant pain  radiating  to  the  flank.  During  the  next  day, 
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Se  presenta  tin  caso  de  una  mujer  de  50  ahos 
de  edad,  quien  acostumbraba  tomar  fenacetina 
en  dosis  fuertes  y que  desarollo  anuria  debida 
a obstruccion  ureteral  bilateral.  A la  operacion, 
se  descubrio  que  esto  era  debido  a fragmentos 
de  papilas  renales  necroticas. 

Pielonefritis,  nefritis  intersticial,  papilitis  nec- 
rotizante  y falla  renal  se  ban  atribuido  a la  fena- 
centina,  aunque  esta  relacion  no  se  ha  podido 
establecer  de  manera  incontrovertible.  El  mec- 
anismo  de  daho  renal  puede  explicarse  a traces 
de  reduccion  del  flujo  sangumeo  tubular,  pre- 
disposicion  a infeccion  bacteriana  y reduccion 
de  la  tension  del  oxigeno  en  el  parenquima  renal. 
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Fig.  1.  Retrograde  pyelogram  of  the  right  kidney  follow- 
ing relief  of  ureteral  obstruction.  Calyceal  blunting  and 
mottled  filling  defects  in  the  calyces  are  apparent. 


the  pain  became  generalized  over  both  sides  of  the 
abdomen.  During  the  24  hours  following,  urinary  out- 
put was  reduced  to  60  ml.  This  was  found  to  have 
specific  gravity  of  1.008  and  sodium  concentration 
of  41  mEq.  Blood  chemistry  at  this  time  showed 
blood  urea  nitrogen  of  48  mg  per  100  ml,  sodium 
128,  potassium  6.4,  chloride  102  and  carbon  dioxide 
27  mEq. 

Cystoscopy  was  performed.  Passage  of  ureteral 
catheters  was  stopped  by  obstruction  7 to  10  mm 
above  both  ureteral  orifices. 

Laparotomy  was  performed  on  March  13.  Both 
ureters  were  found  to  be  tense  and  dilated.  Frag- 
ments of  “inspissated  tissue”  were  noted  in  the 
bladder  and  were  removed  from  the  lower  ureters. 
The  pathological  description  of  this  is  quoted: 

Specimen  reveals  a portion  of  necrotic  tissue 
which  shows  ghost  outlines  of  renal  tubules  and 
this  material  is  no  doubt  from  necrotic  renal 
papillae  as  found  in  cases  of  necrotizing  renal 
papillitis.  It  appears  to  be  quite  old  and  small 
areas  show  calcific  deposits  which  are  probably 
the  result  of  age  of  this  necrotic  material  al- 
though they  could  be  portions  of  calculi  as  some 
of  the  calcified  particles  occupied  tubular 
lumens.  In  the  tubules,  as  well  as  the  supporting 
tissue,  there  is  some  disintegrated  blood.  The 
margins  show  occasional  moderately  well- 
preserved  polymorphs  which  are  entangled  with 
basophilic  strands  which  appear  to  be  old  fibrin. 


In  other  tubules,  especially  in  the  area  appear- 
ing to  be  the  tip  of  the  papilla,  there  are  out- 
lines of  crystalline  material  which  cannot  be 
definitely  identified. 

Gratifying  diureses  followed  surgery.  Within  five 
days,  the  blood  urea  nitrogen  had  returned  to  14  mg 
per  100  ml.  Retrograde  pvelograms  (Fig.  1)  showed 
calyceal  blunting  with  mottled  filling  defects  indi- 
cating loss  of  calyceal  tissue.  There  was  no  obstruc- 
tion to  the  ureters.  She  was  again  studied  in  May, 
1963.  Hemoglobin  had  risen  to  11.2  grams.  Urin- 
alysis continued  to  show  many  white  blood  cells, 
3-6  red  blood  cells  per  high  powered  field  and  a 
trace  of  albumin. 

discussion 

The  presence  of  treatable  ureteral  obstruction 
due  to  necrotizing  papillitis  was  an  unusual  find- 
ing in  this  case.  It  was  considered  as  a remote 
possibility  preoperativelv  because  of.  pre-existing 
pyelonephritis.  Mildness  of  the  diabetes  and  lack 
of  gross  pyurea  made  necrotizing  papillitis,  how- 
ever, less  suspect  as  a cause. 

Several  points  favor  the  relationship  of  the 
necrotizing  papillitis  to  the  use  of  phenacetin. 
The  patient  was  using  approximately  1.4  kg 
phenacetin  annually  and  had  apparently  done 
this  for  several  years.  Patients  with  renal  disease 
attributed  to  phenacetin  have  been  described  as 
taking  0.5  kg  to  65  kg.  Diabetes  was  mild.  There 
was  no  pre-existing  urinary  obstruction,  as  is 
almost  always  found  in  cases  of  necrotizing 
renal  papillitis  secondary  to  diabetes.  The  patho- 
logic specimen  lacked  heavy  polymorphonuclear 
infiltrate.  It  also  contained  unidentified  crystals, 
a finding  described  in  cases  secondary  to  phena- 
cetin usage. 

Retrograde  pyelography  is  of  considerable  use 
in  demonstrating  the  presence  of  necrotizing 
papillitis.  Dye  may  enter  the  renal  substance, 
as  it  did  in  this  case,  indicating  loss  of  tissue 
in  the  papillae.  A signet  ring  defect  may  occur 
with  necrotizing  papillitis.  In  distinguishing  the 
type  of  necrotizing  papillitis  related  to  phena- 
cetin usage,  the  chief  diagnostic  value  of  the 
pyelogram  lies  in  the  exclusion  of  obstructive 
lesions  of  the  lower  urinary  tract. 

Descriptions  by  several  authors  of  the  nephro- 
pathy of  phenacetin  addiction  stress  the  long, 
initial  asymptomatic  period  with  few  urinary 
abnormalities.  This  is  followed  by  episodes  of 
pyuria,  bacilluria,  and  flank  pain  with  fever. 
Fragments  of  renal  papillae  may  be  passed  in 
the  urine  and  identified  microscopically.  Contin- 
ued evidence  of  pyelonephritis  following  with- 
drawal of  the  drug  is  common.  Since  pyelo- 
nephritis is  so  often  chronic,  it  is  difficult  to 
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assess  the  role  of  phenacetin  intensifying  this 
tendency.  Disruptive  changes  in  the  medullary 
region  of  the  kidney  in  the  condition  would 
seem  to  favor  sustained  infection. 

European  literature  refers  to  addiction  to 
phenacetin  where  large  amounts  are  used,  ap- 
parently in  relief  of  tensions  and  for  stimulating 
efficiency  in  working.  That  the  drug  can  de- 
crease red  blood  cell  survival  time  and  can 
induce  methemoglobinemia  and  sulfhemoglob- 
inemia  is  well  known.7  Perhaps  more  important 
is  the  suggestion  that  it  has  the  property  of 
causing  headaches  and  depression  in  usual  dos- 
age levels."  Thus  its  use  may  be  self- 
perpetuating.  ■ 

1800  “C”  St. 
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Surgeons  have  operated  for  gastric  and  duoden- 
al ulcer  since  the  turn  of  the  century.  It  has 
been  known  that  nutritional  sequellae  to  these 
operations  exist,  as  evidenced  by  postoperative 
weight  loss,  for  at  least  forty  years.  Systematic 
study  of  post  operative  malnutrition  has  neces- 
sarily been  deferred  until  it  had  been  established 
that  various  operations  actually  did  or  did  not 
cure  the  ulcer.  At  present  four  anatomical  types 
of  operations  are  performed. 

1.  Gastric  resection  with  gastroduodenost- 
omy  (Billroth  I)  (BI). 

2.  Gastric  resection  with  gastrojejunostomy 
(Billroth  II)  ( BII ). 

3.  Gastroenterostomy. 

4.  Pyloroplasty. 

While  the  last  two  procedures  (3  and  4)  are 
only  done  in  combination  with  truncal  or  selec- 
tive vagotomy,  the  first  two  operations  may  be 
done  with  or  without  vagus  cutting.  We  should 
like  to  discuss  these  procedures  from  a nutri- 
tional point  of  view.  We  assume,  for  the  purposes 
of  this  article,  that  all  of  these  procedures  will 
cure  the  ulcer. 

One  of  the  various  causes  suggested  for  weight 
loss  after  gastric  surgery  has  been  decreased  food 


intake.  A patient  may  eat  less  because  he  has  a 
troublesome  feeling  of  fullness  due  to  the  de- 
creased size  of  his  stomach  following  resection. 
He  may  eat  less  because  a larger  meal  produces 
dumping  or  diarrhea.  We  have  been  given  ample 
documentation  from  a number  of  authors  to 
the  effect  that  many  individuals  do,  in  fact,  re- 
duce their  food  volume  and  caloric  intake  after 
gastric  surgery.  It  is  clear,  however,  that  this  is 
only  part  of  the  story. 

postoperative  steatorrhea 

In  our  study  series  of  normal  individuals  and 
others  postoperative  to  gastric  surgery,  all  were 
able  to  tolerate  a standard  diet  containing  80 
grams  of  fat  daily.  This  level  approximates  the 
diet  which  is  generally  favored  in  this  country 
today  by  healthy,  active  people.  In  studies  at 
Swedish  and  University  Hospitals,  4 of  21  pa- 
tients with  Billroth  I procedures  had  had  signifi- 
cant steatorrhea,  while  5 of  14  with  retrocolie 
Billroth  II  has  steatorrhea.  Further  striking  find- 
ings have  been  published  by  Butler  in  England.1 
He  compared  the  coefficient  of  absorption  of  fat  in 
BI  and  BII  patients  fed  approximately  70  grams 
of  fat  a day,  three  months  and  3 years  after 
surgery.  Seven  of  86  BI  patients  developed  stea- 
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torrhea;  27  of  81  with  retrocolic  BII  had  stea- 
torrhea, and  93  of  127  with  antecolie  BII  had 
steatorrhea.  The  differences  are  quite  striking 
with  8.1  per  cent  BI,  33  per  cent  retrocolic  BII 
and  73  per  cent  antecolie  BII  patients  having  ste- 
atorrhea. These  differences  would  be  much  more 
striking  if  the  fat  load  were  increased  from  the 
70  gram  per  day  load  used  by  Butler  to  the  80 
gram  level  used  by  ourselves,  or  to  208  grams 
used  by  Wollaeger  at  the  Mayo  Clinic.2  Excre- 
tion of  fat  in  the  feces  of  BI  patients  fed  the 
208  gram  diet  was  significantly  higher  than  in 
normals  and  was  even  greater  in  BII  patients  as 
would  be  expected  with  the  increased  load  factor. 
In  other  words  the  differences  are  more  marked 
as  the  load  increases.  While  it  is  not  suggested 
that  most  normal  people  would  eat  so  much  fat, 
these  data  nevertheless  point  out  more  clearly 
the  fact  that  fat  absorption  is  reduced  after  either 
type  of  gastric  resection. 

enzymes  reduced 

One  possible  explanation  for  this  difference 
is  the  fact  that  there  is  a significant  reduction 
in  pancreatic  enzymes  found  in  the  intestine  fol- 
lowing gastric  resection.  The  amount  found  in 
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While  malabsorption  following,  gastric  surgery 
has  been  suspected  for  years,  only  recently  have 
intensive  studies  been  made  which  show  that  all 
gastric  operations  interfere  to  some  degree  with 
absorption  of  fat,  protein , calcium  and  iron.  The 
parameter  most  frequently  studied  has  been  fat 
absorption,  since  this  is  the  easiest  major  func- 
tional test  to  perform  and  follows  more  or  less 
the  same  pattern  as  nitrogen  balance.  Calcium 
and  iron  absorption  have  also  been  studied  ex- 
tensively. While  all  types  of  gastric  surgery  in- 
terfere to  some  degree  with  the  absorption  of 
food,  the  type  of  resectional  surgery  which  in- 
cludes a gastrojejunal  anastomosis  is  more  likely 
to  produce  malabsorption  than  those  with  a gas- 
troduodenostomy,  or  a pyloroplasty.  It  is  sug- 
gested that  depression  of  pancreatic  secretion 
found  after  gastrectomy,  especially  after  gastro- 
jejunostomy is  a major  factor  in  malabsorption. 
Another  factor  is  the  bypassing  of  the  relatively 
large  duodenal  plicae  with  a relatively  low  pH. 


Billroth  I patients,  although  reduced  about  40 
per  cent  from  normal,  amounts  to  about  twice 
that  found  in  Billroth  II  patients.3  This  indicates 
that  there  is  not  only  a defect  in  mixing  and 
coordination  between  biliary  and  pancreatic 
secretions  but  an  actual  reduction  in  digestive 
enzymes  as  well. 

Experimental  evidence  in  dogs  and  preliminary 
studies  in  humans  suggests  that  there  is  an  actual 
decrease  in  pancreatic  secretion  following  vago- 
tomy.^3-°  In  dogs  this  amounts  to  about  a 50  per 
cent  drop.  While  in  humans  the  difference  is 
somewhat  less,  it  is  still  significant.  Suggestive 
evidence  that  this  difference  is  of  clinical  im- 
portance is  the  study  by  Butler  indicating  that 
60  per  cent  of  patients  with  vagotomy  and  gas- 
troenterostomy had  steatorrhea  while  none  with 
gastroenterostomy  alone  had  steatorrhea. 

conversion 

Further  evidence  that  BI  patients  absorb  bet- 
ter than  BII’s  are  the  figures  on  absorption  be- 
fore and  after  conversion  from  BII  to  BI  offered 
by  Butler,1  (7  patients),  Woodward'  (11  pa- 
tients ) and  ourselves  ( 4 patients ) . Conversion  of 
a BII  to  a BI  arrangement  in  every  instance  im- 
proved fat  absorption. 
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Aunque  malabsorcion  intestinal  seguida  a ci- 
rugla gastrica,  se  ha  sospechado  por  ahos,  solo 
recientemente  se  han  llevado  a cabo  estudios 
intensivos  que  muestran  que  cualquier  clase  de 
este  tipo  de  cirugla  interfiere  en  mayor  o menor 
grado  con  la  absorcion  de  llpidos,  protelna,  cal- 
cio  y hierro.  El  pardmetro  mas  frequentemente 
usado  es  la  absorcion  de  Upidos,  puesto  que  esta 
es  la  prueba  funcional  mas  facil  de  llevar  a cabo 
tj  corre  paralela  al  balance  de  nitrogeno.  Calcio 
y hierro  tambien  se  han  estudiado  en  este  re- 
spect o.  Aunque  toda  cirugla  gastrica  con  resec- 
cion  interfiere  en  algun  grado,  el  Billroth  II  se 
acompana  de  malabsorcion  de  mayor  severidad 
en  comparacion  con  la  gastroduodenostomla  o la 
piloroplastla.  Se  sugiere  como  explicacion  la  de- 
presion  de  la  secrecion  pancreatica.  Otro  factor 
es  la  ausencia  del  pasaje  de  los  alimentos  por  el 
duodeno,  con  su  relativamente  bajo  pH  y su 
superficie  mucosa. 
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While  clumping  and  postgastrectomy  diarrhea 
is  a very  dramatic  occurrence  we  have  been  sur- 
prised to  find  that  this  type  of  rapid  transit  of 
food  does  not,  in  fact,  more  seriously  interfere 
with  absorption.  In  no  instance  in  our  series  did 
dumping,  as  measured  by  transit  time,  account 
for  steatorrhea.  Many  of  the  patients  had  a food 
transit  time  of  less  than  3 hours,  mouth  to  anus, 
as  indicated  by  dye  markers  and  fluoroscopy  of 
barium  meals. 

At  a recent  meeting  we  indicated  that  fat  ab- 
sorption was  reduced  to  88  per  cent  in  a series 
of  Billroth  I patients  as  compared  with  96  per 
cent  for  normals.  A discussant  pointed  out  that 
the  difference  was  only  6 grams  per  day  and 
that  this  could  be  early  remedied  by  having  the 
patient  eat  another  pat  of  butter  daily.  What 
the  discussant  failed  to  realize  is  that  steatorrhea 
is  only  a manifestation  of  generalized  malabsorp- 
tion. It  has  been  found  repeatedly  that  nitrogen 
absorption  closely  follows  fat  absorption  and 
that  when  one  is  impaired  so  is  the  other.  There 
does  not  appear  to  be  significant  difficulty  in 
absorption  of  carbohydrates.  The  two  principle 
additional  instance  of  malabsorption  of  clinical 
interest  are  iron  and  calcium. 

osteoporosis 

Osteoporosis,  while  not  commonly  recognized 
by  surgeons  because  of  the  relatively  short  fol- 
low-up in  gastrectomized  patients,  has  become 
increasingly  recognized  as  a problem  by  the  in- 
ternists. Two  revealing  studies  have  been  per- 
formed, one  at  the  University  Hospital,  Seattle, 
by  Ensingh7  and  another  more  extensive  one  at 
the  Rheumatology  Clinic  at  Nancy,  France.8  In 
the  latter  study  50  random  BII  patients  were 
examined  10  years  or  more  after  operation.  Of 
these  32  had  mild  osteomalacia  and  5 had  osteo- 
porosis. Random  studies  of  bone  density  per- 
formed at  University  Hospital,  Seattle,  indicate 
that  more  BII  than  BI  patients  fall  into  a mild 
osteoporotic  category.  Similar  studies  have  been 
carried  out  on  a number  of  BI  patients.  It  ap- 
pears that  osteoporosis  is  much  less  severe  in 
Billroth  I patients  probably  because  of  the  rela- 
tively lower  pH  and  the  larger  duodenal  plicae 
present  in  this  area.  It  is  also  possible  that  dys- 
rhythmia of  the  entry  of  secretions  and  foods 
into  the  intestine  play  some  part  in  this  rarefy- 
ing osteitis.  These  situations  are  severe  enough 
to  warrant  intensive  treatment  in  many  instances. 

The  frequency  of  anemia  following  various 


types  of  gastric  surgery  has  become  a matter  of 
increasing  interest  in  the  past  few  years  especially 
among  hematologists,  and  more  recently  among 
surgeons.  At  many  surgical  clinics  such  as  that  of 
Illingworth,  Glasgow,  there  is  so  much  concern 
over  the  iron  deficiency  thus  encountered  that  an 
injection  of  1 gram  of  iron  is  given  yearly,  as  a 
preventive  measure,  on  the  anniversary  of  the 
operation.  That  this  problem  is  not  a figment 
of  the  surgeon’s  imagination  is  indicated  by 
studies  performed  by  Finch’s  group  at  the  Uni- 
versity of  Washington  which  indicates  that  a 
normal  iron  deficient  individual  will  absorb  food 
iron  with  radio-active  label  quite  rapidly,  while 
BI  or  BII  postgastrectomy  patients  lack  the 
ability  to  absorb  iron  readily  and  require  in- 
tramuscular iron  therapy. 

Treatment  of  dumping.  Medical  treatment  of 
various  standard  types,  such  as  dry  diet  and 
drugs  such  as  Lomotil  and  other  anticholinergics, 
has  had  variable  effects.  Treatment  of  the  psyche 
plays  an  important  part  in  these  patients  The 
surgical  therapy  consists  largely  of  conversion 
from  BII  to  BI,  when  the  initial  procedure  was 
BII,  and  narrowing  of  the  stoma  in  BI  patients. 

Treatment  of  steatorrhea.  Treatment  is  about 
the  same  as  for  dumping  except  that  a pancreatic 
enzyme  supplement  is  often  indicated.  Increased 
intake  of  food  may  also  compensate  for  the 
calories  lost  in  stool. 

Hypocalcemia  and  iron  deficiency  may  be 
treated  by  supplements. 

IMPRESSION : While  all  gastric  operations  re- 
sult in  some  malabsorption  the  most  satisfactory 
procedures  appear  to  be  those  where  the  food 
continues  to  pass  through  the  duodenum  after 
surgical  reconstruction.  ■ 

900  Boylston  (98104)  (Dr.  White) 

REFERENCES 

1 Butler,  T.  J.,  Effect  of  gastrectomy  on  the  external 
secretion  of  the  pancreas.  Thesis  from  University  of 
Bristol,  1959. 

2 Wollaeger,  E.  E.,  Waugh,  J.  M.,  Power,  M.  H.,  Fat- 
assimilating  capacity  of  the  gastrointestinal  tract  after 
partial  gastrectomy  with  gastroduodenostomy  (Billroth  I 
anastomosis)  Gastroenterology  44:25-32,  1963. 

3 White,  T.  T.,  Elmslie,  R.  G.,  Magee,  D.  F.,  Disappear- 
ing enzymes,  Amer  J Surg  106:307-316,  1963. 

4 Woodward,  E.  R.,  Postgastrectomy  syndromes,  Charles 
C Thomas,  Springfield,  111.,  Pub.,  1963. 

5 Intestinal  absorption  and  digestion  after  gastrectomy, 
Acta  Chirurgica  Scandinavica,  Suppl  231,  1958. 

6 Hayama,  T.,  Magee,  D.  F.,  White,  T.  T.,  Influence  of 
autonomic  nerves  on  the  daily  secretion  of  pancreatic 
juice  in  dogs,  Ann  Surg  158:290-294,  1963. 

7 Ensingh,  J.,  Personal  communication,  1962. 

8 Louyot,  P.,  Mathieu,  J.,  Gaucher,  A.,  L’osteose  rare- 
fiante  des  gastrectomises,  Arch  Mai  Appar  Dig  50:20-38 
( January-February ) 1961. 


173 

Northwest  Medicine,  March  1964 


Prostatic  Abscess  Simulating  Carcinoma 

HAROLD  J.  ELLNER,  M.D.  / GORDON  C.  MILLER,  M.  D.  Richland,  Washington 


Clinically  significant  prostatic  abscesses  are 
encountered  less  frequently  than  in  former  years. 
Lower  incidence  is  probably  due  to  the  effect 
of  antimicrobial  drugs.  On  rectal  examination 
they  often  present  as  a soft,  fluctuant,  and  tender 
mass.  Leukocytosis  is  to  be  expected.  Transur- 
ethral resectionists  occasionally  see  a wisp  of 
cloudy  material  cross  the  field  of  vision  as  a 
small  abscess  is  opened  during  the  course  of  en- 
doscopic surgery.  Large  abscesses  respond  best 
to  perineal  incision  and  drainage. 

The  features  of  carcinoma  of  the  prostate  are 
well  known.  Depending  on  the  state  of  the  di- 
sease, one  may  note  any  to  all  of  such  features 
as:  hardness  of  the  gland  to  palpation,  back  and 
leg  pain,  elevation  of  serum  acid  phosphatase 
levels,  occlusion  of  the  ureters,  metastases,  to 
bone  or  other  tissues,  and  even  bowel  obstruc- 
tion. When  vesical  outlet  obstruction  occurs, 
transurethral  resection  is  often  the  indicated 
palliative  procedure. 

It  is  the  purpose  of  this  paper  to  cite  a case 
of  prostatic  abscess  exhibiting  none  of  the  usual 
clinical  characteristics,  showing  several  features 
seen  in  carcinoma,  and  “inadvertently”  cured  by 
transurethral  resection. 


abstract 

ellneb,  h.  j.,  g.  c.  miller  (712  Swift  Boulevard, 
Richland,  Washington,  U.S.A. ) Prostatic  abscess 
simulating  carcinoma.  Northwest  Med  63:  (March) 
1964. 

A 63  year  old  man  complained  of  frequency, 
dysuria,  and  low  back  pain.  The  prostate  was 
large,  hard,  and  not  tender.  There  was  obstruc- 
tion of  the  left  ureter  and  the  rectosigmoid.  Pre- 
operative diagnosis  was  carcinoma.  During  trans- 
urethral resection  there  was  sudden,  unantici- 
pated appearance  of  pus.  Removed  tissue  was 
benign.  Mild,  late  cystitis  was  the  only  postop- 
erative incident.  Pyelograms,  22  months  after 
surgery,  showed  complete  recovery  of  the  left 
pelvis  and  ureter. 


CASE  REPORT 

A sixty-three  year  old  white  male,  was  admitted 
to  Kadlec  Methodist  Hospital  on  October  16,  1961, 
complaining  of  marked  slowing  of  the  urinary 
stream,  frequency,  dysuria,  and  low  back  pain. 
There  had  also  been  severe  and  progressive  consti- 
pation, requiring  enemas  and  cathartics. 

Physical  examination  revealed  a chronically  ill 
man.  Aside  from  a ventral  hernia,  the  only  signifi- 
cant finding  was  that  of  a four  plus  enlarged,  very 
hard  prostate  which  was  nontender.  The  upper  limits 
of  the  gland  were  lost  to  palpation  due  to  extreme 
size.  No  landmarks  were  preserved.  Empyema  of 
the  gall  bladder  with  perforation  had  been  treated 
nine  months  previously  by  cholecvstostomy.  Chol- 
ecystectomy was  done  in  April,  1961.  Other  signifi- 
cant diseases  included  mild  diabetes  mellitus  re- 
quiring one  tablet  of  tolbutamide  per  day,  hyperten- 
sive arteriosclerotic  heart  disease,  severe  generalized 
osteoarthritis  and  peptic  ulcer.  .Alkaline  pnosphatase 
was  5.6  Bodansky  units,  acid  phosphatase  0.9  Bod- 
ansky  units,  blood  urea  nitrogen  20  mg  per  100  ml, 
hemoglobin  12.1  gm,  PCV  40,  WBC  13,500,  and 
urine  showed  1-2  WBC  per  HPF.  Barium  enema 
revealed  elevation  of  the  sigmoid  colon  and  narrow- 
ing of  the  rectal  sigmoid  lumen  “consistent  with 
pelvic  mass,”  Fig.  1.  Intravenous  pvelogram  showed 
delayed  excretion  in  the  left  kidney  with  moderate 
caliectasis  and  pyeloctasis.  Fig.  2.  Cystoscopy  was 
attempted  but  was  impossible  without  anesthesia, 
due  to  upward  displacement  of  the  scope  by  the 
mass. 

Transurethral  resection  was  elected  in  order  to  re- 
lieve the  obstruction  as  well  as  to  provide  a biopsy 


abstracto 

ellner,  h.  j.,  g.  c.  miller  (712  Swift  Boulevard, 
Richland,  Washington,  U.S.A.)  Prostatic  abscess 
simulating  carcinoma.  Northwest  Med  63:  (March) 
1964. 

Se  trata  de  tin  caso  de  un  paciente  de  63  ahos 
de  edad  con  sintomas  de  frequencia  al  orinar, 
disuria  y dolor  de  la  parte  baja  de  la  espalda.  La 
prostata  se  encontro  agrandada,  dura  y no  dolor- 
osa. Habia  obstruccion  del  ureter  izquierdo  y del 
sigmoide.  El  diagnostico  pre-operatorio  fue  car- 
cinoma. Durante  la  reseccion  trans-uretral  se 
noto  la  subita  y no  esperada  presencia  de  pus. 
El  tejido  glandular  fue  benigno.  Leve  cistitis 
post-operatoria  fue  la  unica  complicacion.  Pielo- 
gramas,  22  meses  despues  de  la  operacion,  mo- 
straron  recuperacion  completa  del  ureter  y pelvis 
izquierdos. 


From  the  Urological  Service.  Kadlec  Methodist  Hospital.  The  authors  are  indebted  to  the  staff  at  Eastern  State 
Richland.  Washington.  Hospital,  particularly  William  Brown,  M.D..  and  Harris  F. 

Bunnell.  M.D. 
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Fig.  3.  Two  weeks  after  surgery.  Left  collecting  sys- 
tem has  recovered  promptly. 


specimen.  This  was  done  October  22,  1961,  under 
spinal  anesthesia.  A rather  amorphous  configuration 
of  the  prostate  was  seen.  The  prostatic  urethra  was 
quite  long  and  landmarks  dividing  bladder  and 
prostate  were  obliterated.  A good  deal  of  the  pro- 
static tissue  appeared  to  be  intravesical.  Bleeding 
was  quite  brisk  but  was  controlled  readily.  At  one 
point  a billowing  cloud  of  pus  and  blood  com- 
pletely obliterated  the  field  when  an  abscess  was 
entered  and  drained.  The  working  element  was  re- 
moved and  the  drainage  allowed  to  proceed.  Irri- 
gation was  done  intermittently.  Drainage  eliminated 
much  of  what  had  appeared  to  be  prostatic  tissue, 


and  made  further  procedure  much  less  difficult. 

Weight  of  tissue  removed  was  25  gm.  It  was  pre- 
dominantly fibromuscular,  with  few  glands,  and 
was  benign.  The  abscess  had  contained  acute  inflam- 
matory exudate  surrounded  by  a zone  of  chronic 
inflammation  containing  large  sheets  of  macro- 
phages. The  patient  was  discharged  on  the  seventh 
day,  after  uneventful  convalescence  and  complete 
relief  of  symptoms.  He  returned  after  two  weeks 
with  pain  on  urination  but  responded  readily  to  sul- 
fonamide. There  was  no  residual.  Intravenous  pye- 
logram  indicated  some  regression  of  the  left  hydro- 
nephrosis, Fig.  3. 
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A 


Fig.  4.  Barium  enema  22  months  after  surgery.  Compare 
with  figure  1. 


The  patient  has  since  entered  the  Eastern  State 
Hospital  at  Medical  Lake,  Washington,  for  psychi- 
atric reasons.  Barium  enema  and  intravenous  pye- 
logram  done  twenty-two  months  after  surgery  have 
revealed  complete  reversion  to  normal  of  the  bowel 
and  left  renal  changes,  Figs.  4 and  5. 

comment 

It  is  regretted  that  the  unsuspected  suppura- 
tion and  its  sudden  appearance  led  to  the  failure 
to  collect  some  of  the  exudate  for  bacteriologic 
studies.  E.  coli  would  be  the  statistically  impli- 
cated organism.  It  is  interesting  to  consider  the 
possibilities  if  a needle  biopsy  of  the  prostate 
had  been  attempted. 

summary 

1.  A case  of  massive  prostatic  abscess,  drained 
by  transurethral  resection  is  presented. 

2.  No  clinical  bacteremia  was  noted  prior  to, 
or  as  a result  of,  the  extensive  urethral  instru- 
mentation. 

3.  The  prostate  was  not  soft,  fluctuant  or 
tender,  as  might  be  expected  in  abscess,  but  had 


Fig.  5.  IVP  22  months  after  surgery,  normal  left  kidney 
pelvis  and  ureter. 


the  hardness  of  carcinoma.  Back  pain  and  con- 
stipation also  were  misleading. 

4.  Reversal  of  the  partial  obstruction  to  the 
left  ureter  and  lower  bowel  was  accomplished 
although,  had  the  diagnosis  been  apparent  pre- 
operatively,  perineal  incision  and  drainage  would 
have  been  the  procedure  of  choice.  ■ 

712  Swift  Boulevard  (Dr.  Ellner) 
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Are  you  a vegetarian,  Doctor? 


If  you  are  not,  then  you  can  en- 
’ joy  a wide  variety  of  Campbell’s 
delicious  soups  made  with  fine 
meats  like  those  in  our  picture, 
combined  with  many  different 
types  of  vegetables.  You’ll  like  many  of  these  soups,  we  think, 
and  they  can  often  be  useful  in  your  practice. 

Like  all  Campbell’s  more  than  thirty  different  kinds  of  soup, 
they  can  be  a great  help  in  planning  diets  for  your  patients. 
Appealing  in  appearance,  good  in  taste  and  texture,  such 
soups  as  Beef  Noodle  or  Vegetable  Beef  may  lend  new  interest 
and  variety  to  a diet.  And,  as  you  know,  allowing  a patient 
to  eat  what  he  can  enjoy  is  more  than  half  the  battle  of  getting 
him  to  follow  the  diet  you  prescribe. 

Most  of  Campbell’s  Soups  contain  a wide  variety  of  foods 
with  a wide  variety  of  essential  nutrients.  We  are  sure  you’ll 


find  several  of  our  soups  suitable  for  almost  any  type  of  diet 
you  care  to  recommend  . . . high  protein,  low  residue,  high  or 
low  calorie.  For  a high  protein  diet,  for  instance,  you  might 
suggest  our  Beef  Soup,  with  tender  pieces  of  lean  beef,  six 
different  vegetables,  and  about  9 gm.  of  protein  in  a 7 oz.  serv- 
ing. Or,  you  could  recommend  Split  Pea  with  Ham  (about 
8 gm.  protein  in  a 7 oz.  serving)  or  Chili  Beef  (about  6 gm. 
protein).  And  incidentally,  Doctor,  if  you  are  a vegetarian, 
we  have  just  what  you’d  like:  Vegetarian  Vegetable  Soup. 

To  help  you  plan  diets,  write  today  for  a series 
of  nutritive  analyses  of  all  our  soups:  Campbell 
Soup  Company,  Dept.  13,  Camden,  N.  J. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 
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UOMS  Alumni  Annual  Meeting  and  Sommer  Lectures 
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Annual  meeting  of  the  University  of  Oregon 
Medical  School  Alumni  Association  combined  with 
the  Sommer  Memorial  Lectures  will  be  held  at  the 
Auditorium,  University  of  Oregon  Medical  School, 
Portland,  April  22-24.  Guest  speakers  are:  Sir 
Marfarlane  Burnet,  O.M.,  F.R.S.,  Director,  The 
Walter  and  Eliza  Hall  Institute  of  Medical  Research, 
The  Royal  Melbourne  Hospital,  Melbourne,  Austra- 
lia; Robert  M.  Zollinger,  M.D.,  Professor  and  Chair- 
man. Department  of  Surgery,  Ohio  State  University, 
Columbus,  Ohio;  and  Frank  J.  Dixon,  M.D.,  Head 


Department  of  Experimental  Pathology',  Scripps 
Clinic  & Research  Foundation,  La  Jolla,  California. 

Sir  Macfarlane  will  speak  on  the  thymus  as  a 
major  immunological  organ,  current  views  on  the 
nature  of  antibody  production,  and  somatic  cell  mu- 
tation in  relation  to  chronic  disease;  Dr.  Zollinger’s 
topics  will  be  islet  cell  tumors  of  the  pancreas, 
problems  in  colon  surgery,  and  intestinal  obstruction; 
and  Dr.  Dixon  will  discuss  autoimmunity  in  disease, 
the  role  of  antigen  antibody  complexes  in  disease, 
and  the  action  of  anti-tissue  antibody. 


Proceedings  of  the  Board  of  Trustees 

Saturday,  February  1,  1964 


The  regular  monthly  meeting  of  the  Board  of 
Trustees  of  the  Oregon  Medical  Association  was 
held  on  Saturday,  January  4 at  2:00  p.m.  in  the 
Conference  Room  of  the  Association  headquarters 
office. 

The  following  members  of  the  Board  were  pres- 
ent: Daniel  K.  Billmeyer,  Melvin  W.  Breese,  Ernest 
T.  Livingstone,  Glenn  M.  Gordon,  Blair  J.  Hennings- 
gaard,  Alfred  C.  Hutchinson,  H.  D.  Colver,  J.  Scott 
Gardner,  John  W.  Stephens,  James  V7.  Woodworth, 
W.  O.  Steele,  Merle  Pennington,  Noel  B.  Rawls, 


William  C.  Crothers,  John  L.  Lang,  H.  Lee  Harris, 
John  E.  Tysell,  Melvin  E.  Johnson,  John  B.  Boe, 
Paul  W.  Sharp,  \\\  T.  Edmundson,  Dean  M.  Macv, 
and  Donald  F.  Campbell. 

Other  members  of  the  Association  in  attendance 
were:  Herman  A.  Dickel,  Alternate  Delegate  to  the 
American  Medical  Association  and  Chairman  of  the 
Committee  on  Medical  Education;  Stanley  A.  Boyd, 
Chairman  of  the  Committee  on  Charitable  Medical 
Care;  Augustus  M.  Tanaka,  member  of  the  Commit- 
tee on  Charitable  Medical  Care;  Raymond  E. 
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Reichle,  President,  Multnomah  County  Medical  So- 
ciety; Morris  K.  Crothers,  State  Representative  from 
Marion  County;  Walter  A.  Noehren;  and  Russel  L. 
Baker,  Chairman  of  the  Board  of  Trustees  of  Oregon 
Physicians’  Service. 

Also  in  attendance  were:  Mrs.  J.  Cliffton  Masser, 
President  of  the  Woman’s  Auxiliary;  Mr.  John  J. 
Coughlin,  Legal  Counsel;  Mr.  Roscoe  K.  Miller, 
Executive  Secretary;  Mr.  Robert  O.  Bissell,  Associ- 
ate Executive  Secretary  and  Mr.  Robert  H.  Eisner, 
Executive  Secretary,  Multnomah  County  Medical 
Society. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  to  dispense  with  the  reading  of  the 
proceedings  of  the  meeting  of  Saturday,  January  4, 
and  to  adopt  them  as  previously  submitted  to  the 
members  of  the  Board  in  multilith  form. 

Upon  motion  duly  made,  seconded  and  carried, 
the  monthly  financial  statement  of  the  Secretary- 
Treasurer  was  accepted. 

Daniel  K.  Billmeyer,  Chairman,  presented  the 
following  recommendations  of  the  Executive  Com- 
mittee: 

1.  Relative  to  a report  submitted  in  person  by 
representatives  of  the  Oregon  State  Board  of 
Medical  Examiners  regarding  the  possible 
practice  of  medicine  by  optometrists: 

That  the  section  on  ophthalmology  and 
otolaryngology  be  directed  to  confer  with 
representatives  of  the  State  Board  of 
Medical  Examiners  to  develop  recom- 
mendations for  the  consideration  of  the 
Board  of  Trustees  and  appropriate  com- 
mittees. 

2.  That  the  Chairman  of  the  Committee  on 
Ethics,  Glenn  M.  Gordon,  and  the  Executive 
Secretary  be  authorized  to  represent  the 
Association  at  a National  Congress  on  Medi- 
cine and  Pharmacy  called  by  the  American 
Medical  Association  in  Chicago,  March  12- 
13  to  which  the  American  Medical  Associ- 
ation has  agreed  to  pay  the  expenses  of  two 
Association  delegates. 

3.  That  Oregon  voluntary  health  agencies 
which  now  have  the  approval  of  the  As- 
sociation be  urged  to  send  the  Association’s 
official  representative  on  such  agencies’ 
board  of  trustees  to  a National  Voluntary 
Health  Conference  to  be  held  in  Chicago, 
September  17-18,  under  the  sponsorship  of 
the  American  Medical  Association  and  that 
this  Association  send  the  Chairman  of  the 
Committee  on  Crippling  Diseases  and  De- 
fects and  a member  of  the  executive  staff  to 
the  Conference  at  Association  expense. 

4.  That  the  compulsory-monopolistic  work- 
men’s compensation  initiative  measure  to  be 
on  the  ballot  at  the  November  General 
Election  be  referred  to  the  Committee  on 


Public  Policy  with  instructions  to  confer 
with  the  Committee  on  State  Industrial  Af- 
fairs. 

Dr.  Billmeyer  also  reported  a number  of  other 
actions  of  the  Executive  Committee  related  to  the 
administration  of  Association  affairs. 

Upon  motion  duly  made,  seconded  and  carried, 
the  report  of  the  Executive  Committee  of  the  Board 
of  Trustees  and  the  recommendations  contained 
therein  were  adopted. 

Ernest  T.  Livingstone,  Secretary-Treasurer,  read 
the  following  correspondence: 

1.  A letter  from  Edwin  R.  Durno  written  “on 
the  high  seas”  reporting  that  he  would  be 
returning  to  Oregon  soon  from  the  Orient 
and  Southern  Africa  and  would  then  assume 
his  duties  as  Chairman  of  the  Committee  on 
the  Quality  of  Patient  Care. 

2.  A letter  written  to  James  H.  Seacat  by  Mr. 
John  H.  Holloway,  Secretary  of  the  Oregon 
State  Bar,  complimenting  him  upon  his 
letter  to  the  Editor  of  the  Oregon  States- 
man of  Salem  concerning  the  wisdom  of  the 
the  extensive  news  media  coverage  of  the 
President’s  assassination  and  subsequent  re- 
lated events.  Both  Mr.  Holloway’s  letter 
and  Dr.  Seacat’s  “Letter  to  the  Editor”  were 
read. 

Mrs.  J.  Cliffton  Massar,  President  of  the  Woman’s 
Auxiliary,  gave  a brief  report  on  the  “Career  Day” 
program  to  be  held  at  the  University  of  Oregon 
Medical  School  on  Saturday,  April  4,  under  Auxil- 
iary sponsorship  and  the  progress  of  its  activities  in 
collecting  drug  samples  for  overseas  shipment.  Mrs. 
Massar  also  discussed  a number  of  additional  activi- 
ties being  contemplated  by  the  Auxiliary. 

Russel  L.  Baker,  Chairman  of  the  Board  of  Trust- 
ees of  Oregon  Physicians’  Service,  reported  that 
Oregon  Physicians’  Service  had  enjoyed  its  most  suc- 
cessful year  in  history,  he  then  informed  the  Board 
of  Trustees  of  the  actions  being  contemplated 
by  Oregon  Physicians’  Service  as  a result  of  this 
experience. 

Stanley  A.  Boyd,  Chairman  of  the  Committe  on 
Charitable  Medical  Care,  then  presented  a report  of 
that  Committee  which  contained  the  following. 

Report  of  Committee  on  Charitable  Medical  Care 

Historically,  the  people  of  the  State  of  Oregon 
through  its  Legislature  have  never  found  it  possible 
to  appropriate  sufficient  funds  to  meet  the  actual 
costs  of  health  services  provided  to  Public  Assistance 
recipients.  Physicians  and  other  vendors,  therefore, 
have  supplemented  these  needs  through  providing 
services  and  goods  at  less  than  cost  or,  in  many  in- 
stances, by  refraining  from  making  any  charge. 

Various  methods  of  correcting  this  discrepancy 
have  been  tried  but  none  have  been  successful. 

continued  on  page  182 


179 

Northwest  Medicine,  March  1964 


V 
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results  from  nose/throat 


infections 

TAO 

(triacetyioleandomycin). . 92.9% 
CHLORAMPHENICOL..  91.4% 

ERYTHROMYCIN 88.9% 

TETRACYCLINE 72.0% 

PENICILLIN 67.3% 


results  from  ear  infections 


(triacetyioleandomycin)..  93.1% 
CHLORAMPHENICOL..  92.8% 

ERYTHROMYCIN 92.4% 

TETRACYCLINE 79.7% 

PENICILLIN 62.5% 


results  from 

respiratory  tract  infections 

TAO 

(triacetyioleandomycin)..  91.9% 
CHLORAMPHENICOL . . 85.3% 
ERYTHROMYCIN  , . 82.8% 

TETRACYCLINE 69.7% 

PENICILLIN 65.2% 


from  the  1963 
nationwide 
survey  of  antibiotics 


FROM  66  HOSPITALS... 


IVE  LEADING  ANTIBIOTICS  COMPARED  IN 
ITRO  AGAINST  CLINICAL  ISOLATES  FROM 


:ar,  nose, throat  and  respiratory  tract 


TAO 

(triacetyloleandomycin) 


CHLORAMPHENICOL 

ERYTHROMYCIN 

TETRACYCLINE 

PENICILLIN 


Results  from  overt  clinical  infections  isolated  from  ear,  nose,  throat  and  respiratory  tract.  Percentage  of  cultures 

reported  susceptible  in  3,643  clinical  isolates  of  staphylococci  (1610),  streptococci  (beta-hemolytic)  (957),  pneumococci  (1010),  and  enterococci  (66). 


100 


idications:  The  bacterial  spectrum  for  which  tao  (triacetyloleandomycin)  pri- 
larily  is  effective  includes  staphylococci,  streptococci,  pneumococci  and  gono- 
occi.  It  is  recommended  for  acute  severe  infections  where  adequate  sensitivity 
;sting  has  demonstrated  susceptibility  to  this  antibiotic.  It  has  been  shown  to  be 
articularly  effective  in  acute,  severe  infections  of  the  respiratory  tract,  bones 
nd  joints,  genitourinary  tract  and  in  staphylococcal  enterocolitis.  It  is  not  recom- 
lended  for  prophylaxis  or  i n the  management  of  i nfectious  processes  which  may 
equire  more  than  10  days  continuous  therapy.  In  view  of  the  possible  hepato- 
Jxicity  of  this  drug,  when  therapy  beyond  10  days  proves  necessary,  other  less 
Dxic  agents,  of  course,  should  be  used  unless  the  organism  is  resistant  to  those 
gents,  or  in  those  cases  where  hypersensitivity  precludes  their  use.  If  clinical 
jdgment  dictates  continuation  of  therapy  for  longer  periods,  serial  monitoring 
f liver  profile  is  recommended,  including  BSP,  transaminase  (SGOT)  und  ceph- 
lin  flocculation  tests. 

’recautions  and  side  effects:  Use  of  this  drug  may  produce  alterations  in  liver  func- 
ion  tests  and  jaundice.  Clinical  experience  available  thus  far  indicates  that  these 
ver  changes  were  reversible  following  discontinuation  of  the  drug.  A review  of 
tudies  by  several  independent  investigators  and  reports  from  practicing  physi- 
ians  indicate  that  liver  function  abnormalities  may  occur  in  a significant  number 
if  patients  following  two  weeks  or  more  of  continuous  therapy  with  triacetyl- 
ileandomycin  at  1.0  gram  per  day  in  divided  doses.  Clinical  symptomatology,  in- 
luding  jaundice,  has  been  observed  infrequently  in  these  individuals.  The  drug 
s not  recommended  for  subjects  who  have  shown  abnormal  liver  function  tests 
ir  hepatotoxic  reactions  to  it.  Based  upon  the  use  of  this  drug  over  a period  ex- 
ceding  5 years,  the  incidence  of  jaundice  considering  all  reports  referable  to 
his  effect  is  6.3  per  million  courses  of  therapy.  When  only  those  which  definitely 
an  be  related  to  this  drug  are  equated  to  usage,  the  incidence  is  1.8  per  million 
curses  of  treatment. 

Although  reactions  of  an  allergic  nature  due  to  this  drug  are  infrequent  and 
seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions. 


References:  1.  Isenberg,  Henry  D.,  Ph.D. : Scientific  Exhibit  presented  atthe  meet- 
ing of  the  American  Medical  Association,  Atlantic  City,  New  Jersey,  June  16-20, 
1963.  2.  Shubin,  H.  et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (March)  1959. 


The  1963  antibiotics  survey  provides  a nationwide  comparison  of  microbial  sus- 
ceptibility to  5 leading  antibiotics.  In  all,  susceptibility  results  of  9,331  cultures 
were  obtained  from  66  hospitals  in  26  states.  Results  were  analyzed  and  tabulated 
by  electronic  data  processing  equipment. 

By  this  method,  analysis  of  results  in  clinical  isolates  from  ear,  nose,  throat 
and  respiratory  tract  were  determined.  These  in  vitro  findings  indicate  the  over- 
all superiority  of  tao  (triacetyloleandomycin)  over  other  leading  antibiotics  in 
these  common  infections. 

Clinical  reports  confirm  its  usefulness.  As  an  example,  Shubin2  found  that  of 
129  patients  with  upper  or  lower  respiratory  infections  treated  with  tao  (triacet- 
yloleandomycin), 120  had  a good  response.  A "good”  response  generally  showed 
“reduction  in  temperature  and  toxicity  within  48  hours  after  initiation  of  therapy, 
with  subsequent  clinical  and  bacteriological  cure  of  infection.” 


TAO' 

(triacetyloleandomycin) 

Available  as:  Capsules  (250  mg.;  125  mg.) 

Ready-Mixed  Oral  Suspension  (raspberry-flavored,  125  mg./5cc.) 
Pediatric  Drops  (100  mg./cc.)/Parenteral  (as  oleandomycin  phosphate) 

New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 

when  a high-potency  nutritional  supplement  is  required,  recommend 

VITERRA®  Therapeutic. 
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Therefore,  it  appears  that  the  most  logical  solution  is 
the  establishment  of  a policy  whereby  the  services 
for  which  the  State  Public  Welfare  Commission 
contracts  are  to  be  limited  to  the  funds  made  avail- 
able and  paid  at  rates  agreed  upon  with  the  various 
providers  of  service. 

recommendations 

1.  That  the  policy  of  prorating  payments  to  any 
provider  of  goods  and  services  be  discontin- 
ued; and  substitute  therefore  a policy  that 
all  goods  and  sendees  for  which  the  State 
Public  Welfare  Commission  contracts  shall 
be  paid  in  full,  such  payments  to  be  based 
upon  schedules  of  fees  and  prices  mutually 
agreed  upon  by  the  Commission  and  by 
representatives  of  the  separate  vendors.  It 
is  further  recommended  that  the  schedule  of 
fees  and  prices  be  reasonable  in  relation  to 
the  costs  and  usual  charges  prevailing  for 
the  sendee  in  the  community. 

2.  That  the  Commission  sharply  define  the  lim- 
its of  responsibility  to  pay  for  any  and  all 
of  the  above  goods  and  sendees;  such  limits 
to  be  determined  by  the  availability  of 
funds  provided  to  the  Commission. 

3.  That  to  implement  this  policy,  the  State  of 
Oregon  be  urged  to  employ  a firm  of  actu- 
aries to  compute  the  level  of  hospital,  drug, 
physician  and  nursing  home  benefits  for 
which  it  can  pay  in  full,  given  a known  and 
predictable  universe  which  is  easily  obtain- 
able. An  unlimited  and  comprehensive 
schedule  of  benefits  is  manifestly  out  of  the 
question  unless  the  State  of  Oregon  at  some 
future  date  adopts  unlimited  financing  for 
this  program. 

A first  step  in  establishing  a schedule  of 
benefits  is  to  decide  what  portion  of  the 
health  care  dollar  is  to  be  assigned  to  drugs, 
what  portion  to  nursing  homes,  what  portion 
to  hospitals  and  what  portion  to  physicians. 

As  between  hospitals  and  physicians  the 
public  expends  about  equal  amounts  al- 
though insurance  programs  vary'  from  this 
equal  ratio  to  ratios  very  heavily  weighted 
in  favor  of  hospital  expense.  It  is  suggested 
that  the  State  Public  Welfare  Commission  in 
determining  a division  of  the  health  care 
dollar  among  the  several  providers  of  serv- 
ices give  careful  attention  to  the  national 
experience  in  this  respect. 

4.  The  paucity  of  funds  remaining  in  this  bi- 
ennium makes  necessary  the  adoption  of  an 
austere  schedule  of  benefits  initially.  The 
benefit  package  must  be  trimmed  by  remov- 
ing not  only  unnecessary  goods  and  services 
but  a great  many  which  are  necessary  as 
well. 


5.  When  the  benefits  provided  by  the  contract 
do  not  extend  to  goods  and  services  needed 
by  the  sick  individuals  or  when  such  benefits 
are  exhausted  for  the  period  covered  by  the 
contract  then  the  responsibility  of  the  Com- 
mission to  provide  them  shall  end.  Contin- 
ued care  for  the  duration  of  the  illness  shall 
then  be  the  responsibility  of  the  patient, 
his  family  and  friends,  and  the  charitable 
and  eleemosynary  institutions  and  individu- 
als in  the  fashiop  that  has  been  traditional 
for  many  centuries. 

6.  That  the  Committee  on  Charitable  Medical 
Care  be  authorized  to  confer  with  repre- 
sentatives of  the  other  providers  of  health 
services  under  the  State  Public  Welfare 
Commission’s  medical  aid  programs  if  such 
joint  conference  appears  to  be  appropriate. 

It  should  be  noted  that  since  1937  until  the 
present  time  the  State  Public  Welfare  Commission 
has  obligated  itself  to  provide  all  health  services 
demanded  by  the  public  assistance  recipients.  Under 
the  new  recommendations,  a limitation  of  health 
services  would  result  by  actuarial  determination 
of  what  can  be  provided  by  the  State  Legislature. 

Following  an  extended  period  of  discussion,  upon 
motion  duly  made,  seconded  and  carried,  the  report 
and  the  recommendations  of  the  Committee  on 
Charitable  Medical  Care  were  adopted. 

other  actions 

Herman  A.  Dickel,  Chairman  of  the  Committee  on 
Medical  Education,  presented  an  informational  re- 
port on  the  nature  of  the  “Preceptorship  Program” 
being  sponsored  jointly  with  the  Oregon  Academy 
of  General  Practice  and  the  Oregon  Chapter  of  the 
Student  American  Medical  Association  and  to  be 
conducted  during  the  spring  vacation  at  the  Uni- 
versity' of  Oregon  Medical  School,  March  13-22, 
1964.  He  pointed  out  that  the  purpose  of  this  short 
term  preceptorship  program  w'as  to  provide  senior 
medical  students  an  opportunity  to  observe  general 
practice  during  that  period  and  to  serve  as  a basis  for 
evaluating  the  advisability  of  offering  preceptorships 
during  the  summer  vacation  of  1964. 

Dr.  Dickel,  in  his  Committee  report,  also  re- 
lated the  success  of  the  Fifth  Annual  Senior  Medi- 
cal Student  Dinner  sponsored  by  the  Committee  on 
Medical  Education  and  held  Friday,  January'  31, 
at  the  Hotel  Benson.  Raymond  M.  McKeown, 
Trustee  and  Secretary-Treasurer  of  the  American 
Medical  Association  gave  a talk  on  “The  Practice 
of  Medicine  in  a Smaller  Community’”  which  was 
exceedingly  well  received  at  the  Dinner. 

Ernest  T.  Livingstone,  Chairman  of  the  Committee 
on  Relationships  between  Doctors  of  Medicine  and 
Doctors  of  Osteopathy,  presented  an  informational 
report  on  the  discussion  of  the  Committee’s  most 
recent  meeting  with  the  Liaison  Committee  of  the 

continued  on  page  184 
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vA, 


release 

for 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ESKATROIArademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE* 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories  ^ 
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Oregon  Osteopathic  Association  and  emphasized 
that  the  members  of  the  Committee  planned  to  audit 
a “Symposium  on  Osteopath)'  sponsored  by  that 
Association  and  scheduled  to  be  held  in  Portland, 
April  4-5,  and  that  other  interested  members  of  this 
Association  were  cordially  invited  to  attend  as  well. 

Upon  motion  duly  made,  seconded  and  carried,  it 
was  voted  to  accept  the  report  of  the  Committee 
on  Relationships  between  Doctors  of  Medicine  and 
Doctors  of  Osteopath)  . 

In  the  absence  of  W.  Wells  Baum,  Chairman,  the 
report  of  the  Committee  on  Professional  Welfare 
was  read  by  the  Executive  Secretary.  The  report 
recommended  that  the  offer  of  the  Insurance  Com- 
pany of  Oregon  to  expand  and  improve  the  Associ- 
ation’s disability  insurance  program  be  accepted  to 
become  effective  on  the  anniversary  date,  June  1. 
The  offer  of  the  Insurance  Company  of  Oregon 
included  the  following  proposals: 

1.  That  the  sickness  indemnity  benefits  be 
increased  from  five  to  seven  years  without 
premium  increase  for  those  insured  under 
59  years  of  age. 

2.  That  the  annual  premium  for  members  less 
than  fort)-  years  of  age  be  reduced  twenty- 
five  per  cent. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  that  the  offer  of  the  Insurance 
Company  of  Oregon  to  expand  and  improve  the 
Association’s  disability  insurance  plan  be  accepted 
and  the  recommendations  of  the  Committee  on  Pro- 
fessional Welfare  be  adopted. 

In  the  absence  of  H.  Lenox  H.  Dick,  Chairman, 
the  report  of  the  Committee  on  Crippling  Diseases 
and  Defects  was  presented  by  the  President.  The 
report  stated  that  the  Committee  had  reviewed  the 


following  voluntary  health  agencies  operating  in 
Oregon  in  accordance  with  the  Association’s  “Stand- 
ards for  Approving  Voluntary  Health  Agencies”  and 
recommended  that  they  be  awarded  Association 
approval  for  1964: 

1.  Oregon  Chapter,  National  Society  for  Crip- 
pled Children  and  Adults 

2.  Oregon  Chapter,  Arthritis  and  Rheumatism 
Foundation 

3.  Multiple  Sclerosis  Society 

4.  Epilepsy  League, of  Oregon 

5.  Diabetic  Childrens  Camp 

6.  Oregon  Chapter,  Allergy  Foundation  of 
America 

7.  Portland  Center  for  Hearing  and  Speech 

8.  National  Foundation 

9.  City  of  Hope  Hospital,  Duarte,  California 
The  report  also  stated  that  the  Committee  was 

considering  a number  of  other  voluntary  health 
agencies  which  have  been  assigned  to  the  Committee 
and  will  be  the  subject  of  a subsequent  report. 
The  report  also  contained  the  following  additional 
recommendation : 

That  the  news  media  be  advised  of  the  volun- 
tary health  agencies  which  have  been  given 
Association  approval  for  1964  so  that  the  public 
generally  may  be  aware  of  the  Association’s 
evaluation  of  them. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  that  action  on  the  report  and  recom- 
mendations of  the  Committee  on  Crippling  Diseases 
and  Defects  be  deferred  until  the  Committee  pre- 
sents its  recommendations  regarding  those  voluntary 
health  agencies  still  under  consideration. 

There  being  no  further  business  the  meeting  was 
adjourned. 


"Practicing  in  a Small  Community”  was  the  subject 
of  an  interesting  presentation  by  Raymond  M.  McKeown, 
Coos  Bay,  Secretary-Treasurer  of  the  Board  of  Trustees 
of  the  American  Medical  Association,  when  he  addressed 
the  soon-to-graduate  senior  students  of  the  University 
of  Oregon  Medical  School  recently.  Sponsored  annually 
by  the  Committee  on  Medical  Education  of  the  Oregon 
Medical  Association,  the  senior  banquet  head  table  in- 
cluded (left  to  right):  Mr.  Maurice  Comeau.  vice-president, 
senior  class:  Daniel  K.  Billmeyer,  Oregon  City,  president, 
Oregon  Medical  Association:  Mr.  Wiliam  Lee,  president, 
senior  class:  Herman  A.  Dickel,  Portland,  chairman, 

Medical  Education  Committee:  Dr.  McKeown;  Mr.  Robert 
O.  Voy,  Lake  Grove.  National  President,  SAMA: 
Ernest  T.  Livingstone.  Secretary-Treasurer,  Oregon  Med- 
ical Association;  and  Mr.  Scott  H.  Goodnight,  Jr.,  Port- 
land, President  Oregon  Chapter.  SAMA.  Some  seventy 
seniors  were  in  attendance. 


new  medical  director 

Andrew  J.  Juras,  Administrator  of  the  State  Public 
Welfare  Commission,  announces  the  appointment  of 
Delmar  E.  Domke  as  medical  director  of  the  Com- 
mission. He  succeeds  James  H.  Stewart  who  left 
the  welfare  staff  in  late  1962. 

Dr.  Domke,  formerly  Chief  of  the  Medical  Liaison 
and  Safety  Office,  Deseret  Test  Center  in  Fort  Doug- 
las, Utah,  was  granted  his  medical  degree  from 
University  of  Illinois  College  of  Medicine  in  1932. 

Awards  and  decorations  held  by  the  former 
Colonel  include:  Legion  of  Merit,  American  Defense 
Service  Medal,  American  Campaign  Medal,  European 
Campaign  Medal,  World  War  II  Victory  Medal, 
Army  Occupation  Medal,  National  Service  Defense 
Medal,  three  campaign  stars  on  Korean  Sendee 
Medal  and  Korean  Army  Medal. 

Board  of  Medical  Examiners 

At  the  conclusion  of  a regular  meeting  of  the 
Board  of  Medical  Examiners,  David  B.  Judd,  Sec- 
retar)-,  announced  the  following  were  licensed  to 
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practice  medicine  and  surgery: 

Robert  Merritt  Connell,  John  William  Hoffman, 
Kenric  Kemps  Jones,  Frank  Ellis  Kloster,  Richard 
Phelps  Lewis,  George  Walker  Schemm,  Charles 
Erwin  Syphers,  and  William  White  Walden,  all  of 
Portland;  Walter  Camiel  Bernards,  Denver,  Colo- 
rado; Andrew  Anthony  Cordano,  San  Francisco; 
Ernest  Arthur  Haffke,  Salem;  Dwight  Winnette 
Johnson,  Eugene;  Robert  Edmund  Knauf,  Chilton, 
Wisconsin;  Edward  Beebe  Payne,  Pasco,  Washing- 
ton; Robert  Edmond  Ransmeier,  Jr.,  Kansas  City, 
Kansas;  John  Serbu,  Eugene;  George  Waite  Weilepp, 
Mercer  Island,  Washington;  Ira  Minter  Yount,  Klam- 
ath Falls;  Herbert  Clow  Baker,  Eberhard  Hermann 


Gloekler,  Paul  Wesley  Jones,  Ralph  Frederick  Kamm, 
Dieter  Kirchheim,  Merritt  Lewis  Linn,  Thomas  Ed- 
ward Miller,  and  John  Patrick  Phelan,  all  of  Portland; 
John  Brian  King,  John  Day;  Winston  Earl  Maxwell, 
Lake  Oswego;  Goudarz  Ali  Parvaresh,  Wilsonville; 
Peter  Hjalmar  Rudd  Roberts,  San  Bernardino,  Cali- 
fornia; and  James  Alan  Saunders,  Mountain  Home, 
Idaho.  The  next  State  Board  Written  Examination 
will  be  given  on  July  7 and  8. 

Franklin  Pierce  McCann,  Peoria,  Arizona,  was 
licensed  to  practice  osteopathy  and  surgery  in 
Oregon. 

The  next  State  Board  Written  Examination  will 
be  given  on  July  7 and  8,  1964. 


“like 
giving 
eantly 
to  a 


child9' 


vi-syneral®  elieivable  tablets 


These  fruit-tasty,  delicious  treats  with  a great  big  nutritional  plus  can  be  chewed  or  sucked 
(melt  readily  in  mouth)  and  leave  no  unpleasant  aftertaste.  Makes  it  so  easy  for  mothers  to 
help  assure  toddlers  and  older  children  an  adequate  supplementary  intake  of  vitamins 
essential  to  their  normal  growth,  development  and  health  . . . and  with  just  one  tablet  daily. 


M-m-m-most  delectable  too  ..  .VI-SYNERAL  CHEWABLE 
TABLETS...  to  support  nutrition  in  geriatric,  chronically  ill, 
convalescing,  dieting  and  other  patients.  In  bottles  of  100. 

Wont  samples?  Please  write  . . . 

it.  tt.  vitamin  «£•  pharmaceutical  corp. 

800  Second  Avenue,  New  York  17,  N.Y. 


EACH  CHEWABLE  TABLET  PROVIDES: 

VITAMIN  A/S, 000  U.S.P.  UNITS  9 VITAMIN  D 
S00  U.S.P.  UNITS  9 ASCORBIC  ACID  (C)/7S  mg. 
THIAMINE  MONONITRATE  (B,)/1.5  mg.  9 
RIBOFLAVIN  (Bj)/0.5  mg.  ■ PYRIDOXINE 
NCI  (B6|/2  mg.  9 VITAMIN  B,2/3  mtg.  Mi 
NIACINAMIDE/10  mg.  S d,  CALCIUM  PANTO- 
THENATE/2 mg.  9 VITAMIN  E/1  INT.  UNIT 
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Current  thoughts 
on  early,  mild  or  labile 
hypertension 


1 

“I  think  it  has  been  incontrovertibly  shown  that 
even  slight  elevations  in  blood  pressure  do  signifi- 
cantly increase  human  mortality.” 

Page,  I.  H.:  Postgrad.  Med.  27:448,  April  1960. 

2 

‘‘There  is  no  known  way  of  predicting  the  course 
of  uncontrolled  hypertension,  hence  every  patient 
known  to  have  essential  hypertension,  even  in  its 
mildest  form,  should  be  treated.” 

Duncan,  G.  G.:  Pennsylvania  M.  J.  64:1442,  Nov.  1961. 

3 

“...patients  with  so-called  ‘benign’  hypertension  are 
not  like  old  soldiers  who  merely  fade  away.  They 
die  prematurely  of  cardiovascular  insufficiency.  Ob- 
viously, our  major  medical  problem  today  is  the  pro- 
phylaxis against  these  slowly  but  progressive  lethal 
processes.” 

Beem.  J.  R..  in  Moyer.  J.  H.  (Ed  ):  Hypertension.  The  First 
Hahnemann  Symposium  on  Hypertensive  Disease,  Philadelphia, 
W.  B.  Saunders  Co.,  1959.  p.  110. 

4 

“Most,  if  not  all,  cases  of  essential  hypertension... 
appear  as  an  intermittent  affair  and  progress,  sooner 
or  later,  to  sustained  hypertension.” 

Duncan,  G.  G.:  New  York  J.  Med.  62:1573,  May  15,  1962. 

5 

“We  have  in  effect  advanced  into  a period  in  which 
the  physician  is  called  upon  not  only  to  treat  and 
arrest  active  hypertensive  disease,  but  also  seriously 
to  undertake  its  prevention  by  appropriate  medica- 
tion of  patients’  mildly  elevated  pressures  with  little 
or  no  signs  of  active  vascular  damage.” 

Corcoran,  A.  C.:  J.  Indiana  M.  A.  55:184.  Feb.  1962. 

6 

“Treatment  [of  hypertension]  should  begin  as  soon 
as  the  diagnosis  has  been  made  just  as  a diseased 
appendix  should  be  removed  as  soon  as  the  diagnosis 
of  acute  appendicitis  has  been  made.” 

Housel.  H.  L.;  Kelly,  J.  J.,  Jr.,  and  Daly.  J.  W.:  Angiology.  14:28. 
Jan.  1963. 


7 

“Once  a diagnosis  of  ‘hypertension  without  known 
cause'  has  been  made,  the  problem  for  the  physician 
is  to  control  it  with  the  lesser  medication  possible, 
starting  with  drugs  proved  harmless,  easy  to  take, 
with  the  lesser  side  effects,  and  amenable  to  long 
range  therapy.” 

Roland,  F.  P.:  Am.  Pract.  & Digest  Treat.  12:879,  Dec.  1961. 

5 

“...many  patients  who  have  come  under  prolonged 
adequate  control  of  pressure  have  shown  progressive 
decreases  in  requirements  of  antihypertensive  drugs 
and  a minority  have  achieved  what  seem  to  be  true 
remissions.  Earlier  treatment  of  hypertension  may 
well  increase  the  numbers  of  this  latter  group.” 

Corcoran,  A.  C.:  J.  Indiana  M.  A.  55:184,  Feb.  1962. 

9 

“My  impression  is  that  it  is  most  exceptional  for 
grade  4 (retinal)  changes  to  develop  in  a patient 
whose  blood  pressure  has  been  reduced  effectively 
at  an  earlier  stage.  It  is  my  belief  that  the  practice 
of  waiting  for  advanced  changes  to  develop  before 
undertaking  treatment  is  responsible  for  avoidable 
disability  and  loss  of  life.” 

Smirk.  F.  H.:  Clin.  Pharmacol.  & Exper.  Therap.  2:110,  Jan.- 
Feb.  1961. 

10 

“In  general,  it  is  our  feeling  that  all  patients  classi- 
fied as  noirnotensive  hyperreactor  or  those  with  in- 
termittent hypertension,  i.e.,  individuals  with  nor- 
mal blood  pressure  for  the  greater  part  of  each  24- 
hour  period,  should  be  treated  medically.” 

Smilhwick,  R.  H . Bush.  R.  1)  : Kinsey.  D.,  and  Whitelaw,  G.  P.: 
J.  A.  M.  A.  160: 1023.  March  24,  1956. 

11 

“Opinions  differ  in  the  case  of  the  mildly  hyperten- 
sive patient,  particularly  in  the  patient  who  had 
basal  diastolic  pressure  from  90  to  100.  Even  in  the 
latter  case,  it  would  seem  desirable  to  use  the  mild 
antihypertensive  drugs  which  have  little  or  no  side 
effects ” 

Hejtmancik.  M.  R : Texas  .1.  Med.  58: 797,  Oct.  1962. 
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Current  therapy 
for  early,  mild  or  labile 
hypertension 


Comfortable  control  with  CAPLA  (mebutamate) 

A logical  first  antihypertensive  therapy:  When  you 
hesitate  to  treat  early,  mild  or  labile  hypertension 
because  the  side  effects  of  medication  may  outweigh 
the  advantages,  consider  ‘Capla’  (mebutamate). 

This  central  acting  pressure  lowering  agent  controls 
blood  pressure  without  significant  side  effects,  and 
is  specifically  intended  for  mild,  early  or  labile  hyper- 
tension. 

CAPLA  (mebutamate)  lowers  blood  pressure  gently 
and  safely  because  it  acts  directly  at  the  brainstem 
vasomotor  centers.1  This  means  effective  control 
without  the  penalty  of  side  effects  associated  with 
agents  more  properly  used  for  more  advanced  hyper- 
tension.2-6 ‘Capla’  (mebutamate)  helps  keep  the 
asymptomatic  hypertensive  symptom-free  and  does 
not  burden  his  life  with  “treatment  symptoms.”  In- 
dependently of  its  centrally  mediated  antihyperten- 
sive action,  ‘Capla’  (mebutamate)  may  also  produce 
a calming  effect  which  helps  the  patient  feel  better.3'4 


capla 

(mebutamate) 


Side  effects:  Drowsiness  and  occasional  lighthead- 
edness, usually  transient,  are  often  signs  of  dosage 
higher  than  necessary  for  therapeutic  effect. 

Contraindications:  There  are  no  known  contraindi- 
cations to  mebutamate. 

Complete  product  information  available  in  the  prod- 
uct package  or  to  physicians  on  request. 

Dosage:  Usual  dosage,  one  300  mg.  tablet  3 or  4 
times  daily,  before  meals  and  at  bedtime.  Dosage 
should  be  adjusted  to  individual  requirements;  for 
example,  older  patients  may  require  lower  dosage. 

Supplied:  Each  tablet  contains  mebutamate,  300 
mg.;  bottles  of  100  white,  scored  tablets. 

References:  1.  Berger,  F.  M.;  Douglas,  J.  F.; 
Kletzkin,  M.;  Ludwig,  B.  J.,  and  Margolin,  S.:  The 


pharmacological  properties  of  2-methyl-2-sec-butyl- 

I,  3-propanediol  dicarbamate  (mebutamate  W-583) , 
a new  centrally  acting  blood  pressure  lowering  agent, 

J.  Pharmacol.  & Exper.  Therap.  134: 356,  Dec.  1961. 
2.  Corcoran,  A.  C.,  and  Loyke,  H.  F. : Mebutamate  as 
antihypertensive  agent  in  hospital  outpatients, 
J.A.M.A.  181:1043,  Sept.  22,  1962.  3.  Holloman, 
J.  L.  S.,  Jr.:  Treatment  of  hypertensive  patients  with 
mebutamate,  a new  antihypertensive  drug,  J.  Nat. 
M.  A.  54:94,  Jan.  1962.  4.  Kheim,  T.,  and  Kountz,. 
W.  B. : Treatment  of  hypertension  in  geriatric  prac- 
tice, New  York  J.  Med.  62:1596,  May  15,  1962.  5. 
Kolodny,  A.  L. : Technic  of  drug  evaluation  in  hyper- 
tension, New  York  J.  Med.  62:1585,  May  15,  1962. 
6.  Turek,  L.  H.:  Clinical  evaluation  of  mebutamate, 
an  antihypertensive  agent:  preliminary  report,  Clin. 
Med.  8:1335,  July  1961.  36L36  1/64 

©^Wallace  Laboratories,  Cranbury,  N.  J. 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Paul  B.  Heuston,  M.D.,  Twin  Falls 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  17-20 , 1964,  Sun  Valley 


New  committees  meet  for  first  time 

President  Paul  B.  Heuston.  Twin  Falls,  appoint- 
ed a new  committee  on  Medicine  and  Religion  last 
November  in  an  effort  to  create  a better  climate 
for  communications  between  physician  and  clergy- 
man. Intent  is  to  lead  to  the  most  effective  care 
and  treatment  of  the  patient.  The  committee,  head- 
ed by  Harold  F.  Holsinger,  Wendell,  met  for  the 
first  time  January  5.  Other  members  are:  H.  A.  P. 
Myers,  Boise;  Henry  C.  Wesche,  Nampa;  Aldon 
Tall,  Rigby;  and  Duane  A.  Daugharty,  Coeur 
d’Alene. 

Medical  Benevolence,  another  newly  appointed 
association  committee,  met  for  the  first  time  January 
25  in  McCall  to  review  and  consider  methods  of 
establishing  a welfare  fund  for  needy  physicians  in 
Idaho.  Members  of  the  committee  are:  Wallace 
H.  Pierce,  Lewiston,  Chairman;  Reuben  C.  Matson, 
Jerome;  and  Frank  W.  Crowe,  Boise. 

Groom  appointed 

Corwin  E.  Groom,  Pocatello,  President-Elect  of 
the  Idaho  State  Medical  Association,  has  been  ap- 
pointed a member  of  the  Lava  Hot  Springs  Associa- 
tion by  Governor  Robert  E.  Smylie.  Dr.  Groom  will 
succeed  Judge  Robert  M.  Terrell  of  Pocatello,  who 
resigned. 

WICHE 

Ninety  Idaho  students  are  now  attending  schools 
of  medicine,  dentistry,  and  veterinary  medicine  in 
Western  States  under  a special  low-tuition  plan  sup- 
ervised by  the  Western  Interstate  Commission  for 
Higher  Education  (WICHE). 

Alfred  M.  Popma,  Boise,  one  of  Idaho’s  three  rep- 
resentatives on  the  Commission,  reports  that  45 
Idaho  students  are  attending  medical  schools,  26 
students  are  in  dental  schools,  and  19  are  attending 
schools  of  veterinary  medicine  under  the  program. 

The  students  attending  medical  and  dental  schools 
follow: 


University  of  Oregon— Medicine:  Rodger  Hawkins, 
Charles  Poindexter,  Kermit  Ragain,  Novel  Wells, 
Boise;  Howard  Henson,  Idaho  Falls;  Dean  Barn- 
house  and  David  Weaver,  Twin  Falls;  Dan  Abbott, 
Larry  Eidemiller,  Michael  Nishitani,  Homer  Pierce, 
and  Daniel  Roberts,  Caldwell;  Delbert  Pearson, 
Blackfoot;  Donald  See,  Buhl;  Ralph  Higer  and  Dean 
Watkins,  Jerome;  Lowell  Beal,  Moore;  Earl  Miller, 
Post  Falls;  Dean  Smart,  Rexburg;  and  Robert  Hub- 
hard,  Soda  Springs.  Dentistry:  Frederik  Allen,  How- 
ard Mylander,  and  Lavon  Shelton,  Boise;  Elwood 
Gledhill,  Pocatello;  Vernon  Beck,  Howard  Couch, 
and  Richard  Pedersen,  Idaho  Falls;  Ted  Rasor, 
Thomas  Reynolds,  and  Ronald  Watts,  Caldwell; 
Sterling  Schow,  American  Falls;  Vernon  Goffner, 
Arco;  Arlen  Jagels,  Buhl;  Robert  Sehini  and  John 
Seagraves,  Coeur  d’Alene;  Loren  Taylor,  Lewiston; 
Ralph  Herman,  Marsing;  Alfred  Horrocks,  McCam- 
mon;  Andrew  Jensen,  Meridian;  Elmer  Spencer, 
Rigby;  and  Gan-  Maxwell,  Sandpoint. 

University  of  Washington  — Medicine:  Thomas 
Hoshaw  and  Theodore  Teske,  Boise;  Pete  Kelley, 
Twin  Falls;  Glen  Wegner,  Kendrick;  William  Hunt- 
er III  and  William  Mitchell,  Moscow;  Corder  Camp- 
bell, Nampa;  Carl  Winterstein,  New  Plymouth;  and 
David  Calhoun,  Orifino.  Dentistry:  Steven  Klingler, 
Idaho  Falls;  John  Holyoak  and  Gaylord  Young, 
Burley. 

University  of  Colorado— Medicine:  Jack  Cox,  Poc- 
atello; Alan  Sudweeks,  Idaho  Falls;  Korth  Bingham, 
Emmett;  William  Smail,  Jr.,  Jerome;  and  John  Bate- 
man, Montpelier. 

University  of  Utah— Medicine:  Wayne  Colman 
and  Sydney  Horrocks,  Pocatello;  Glen  Sheppard, 
Twin  Falls;  John  Thueson,  Caldwell;  Klint  Stander, 
Blackfoot;  Roger  Hall,  Lorenzo;  and  Steven  Field- 
ing, Shelley. 

College  of  Physicians  and  Surgeons  University  of 
the  Pacific— Dentistry:  Walter  Hibbard,  Boise. 
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University  of  California  (San  Francisco)— Medi- 
cine: Marc  Englis,  Idaho  Falls. 

University  of  California  (Los  Angeles)— Medicine: 
Ronald  Iverson,  Twin  Falls. 

College  of  Medical  Evangelists,  Loma  Linda— 
Dentistry:  William  Gray,  Caldwell. 

California  College  of  Medicine— Medicine:  Glen 
Almquist,  Wallace. 

State  Board  of  Medicine  Section 

The  regular  meeting  of  the  State  Board  of  Medi- 
cine was  held  in  Boise,  January  13-16.  Members 
attending  included  S.  M.  Poindexter,  Boise,  Chair- 
man; W.  Wray  Wilson,  Coeur  d’Alene,  Vice  Chair- 
man; John  E.  Comstock,  Pocatello;  Charles  E.  Ker- 
rick,  Caldwell;  Charles  A.  Terhune,  Burley;  and 
James  S.  Newton,  Lewiston. 

Newton  Leland  Thompson,  Salt  Lake  City,  suc- 
cessfully passed  the  written  examination  and  was 
granted  Idaho  license  to  practice  medicine  and 
surgery.  Dr.  Thompson  was  a June,  1962  graduate 
of  University  of  Oregon  Medical  School.  He  in- 
terned at  Sacramento  County  Hospital  in  1963  and 
was  a psychiatry  resident  at  the  University  of  Utah 
Hospitals. 

Seventeen  physicians  who  had  been  granted 
Temporary  Licenses  since  the  July,  1963  meeting  of 
the  Board,  received  permanent  licensure.  They  were: 
Gerald  C.  Bauman,  and  Lyle  L.  Stones,  Caldwell; 
Charles  K.  Brown  and  Kenneth  R.  Briggs,  Twin 
Falls;  Kim  O.  Johnson,  Hazel  L.  McGaffey,  and 
Robert  F.  Hahn,  Idaho  Falls;  Eugene  M.  Baldeck 
and  Carl  T.  Koenen,  Lewiston;  Richard  E.  Ostler 
and  Robert  C.  DeWeese,  Jr.,  Pocatello;  Robert  A. 
Blome,  Nampa;  Fritz  R.  Dixon  and  Robert  H.  Mor- 
rell, Boise;  August  E.  Miller,  Jr.,  Blackfoot;  Carroll 
Lee  Sines,  Rupert;  and  Leland  F.  Hobbs,  Moscow. 

Six  physicians  were  granted  Licensure  Without 
Written  Examination  on  the  basis  of  endorsement 
by  States  maintaining  standards  comparable  to 
Idaho,  or  through  endorsement  by  the  National 
Board  of  Medical  Examiners.  They  were: 

Harry  Chincininan,  Lewiston.  Graduate  of  Mar- 
quette Medical  School,  Milwaukee,  June,  1959. 
Internship,  St.  Elizabeth  Hospital,  Youngstown, 
Ohio.  Residency  in  Pathology,  Deaconess  Hospital, 
St.  Mary’s  Hospital,  Milwaukee,  1960-63,  Pathology. 

John  M.  Lanham,  Ogden  (Spirit  Lake  July  1, 
1964).  Graduate  of  George  Washington  University 
School  of  Medicine,  Washington,  D.C.,  June,  1962. 
Internship  Thomas  D.  Dee  Memorial  Hospital,  Og- 
den, Utah,  196.3,  residency  in  General  Practice  at 
same  hospital,  1964,  General  Practice. 

Thomas  A.  Lynch,  Moscow.  Graduate  of  Uni- 
versity of  Washington  School  of  Medicine,  Seattle, 
June,  1950.  Internship  San  Diego  County  Hospital, 
1951,  General  Practice  San  Diego,  Alturus,  1952-55. 
Radiology  residency,  Baylor  University  Hospitals, 


Houston,  Texas,  1955-58,  Yreka,  California,  1959 
to  present,  Radiology. 

Clarence  E.  Thompson,  Coeur  d’Alene.  Graduate 
of  University  of  Lamsas  School  of  Medicine,  Kansas 
City,  1953.  Internship  Menorah  Medical  Center, 
Independence,  Mo.,  1954.  Surgical  Residency  Uni- 
versity of  Missouri,  Columbia,  Kansas  City  General 
Hospital,  Kansas  City,  1960-63,  General  Surgery. 

Paul  F.  Little,  Los  Angeles.  Graduate  of  the  Col- 
lege of  Medical  Evangelists,  Los  Angeles,  1939.  In- 
ternship Hollywood  Presbyterian  Hospital-Olmsted 
Memorial  Hospital,  Los  Angeles,  1939,  General 
Practice. 

David  A.  Weeks,  Boise.  Graduate  of  University 
of  Oregon  Medical  School,  Portland,  1962.  Intern- 
ship University  of  Oregon  Medical  Schools  Hos- 
pitals and  Clinics,  1963.  General  Practice  residency, 
Good  Samaritan  Hospital,  Portland,  present.  Gen- 
eral Practice. 

A Temporary  License  was  granted  to  Frederick 
H.  Helpenstell,  Nampa,  January  21  by  Chairman 
Poindexter.  He  is  a graduate  of  University  of  Illinois 
College  of  Medicine,  Chicago,  June,  1956.  Intern- 
ship Illinois  Central  Hospital,  Chicago,  1957.  Resi- 
dency in  surgery  at  the  V.  A.  Hospital,  Hines,  Il- 
linois, 19.59-60,  Orthopedic  Surgery,  Milwaukee 
Hospitals,  1960-63,  Orthopedic  Surgery. 

In  addition  to  the  licensure  of  physicians,  the 
Board  implemented  the  Physical  Therapy  Practice 
Act,  passed  by  the  1963  Legislature.  Members  of 
the  Physical  Therapy  Advisory  Committee  to  the 
State  Board  of  Medicine  are  J.  Perry  Silver,  Jr., 
Boise;  Douglas  S.  Raymond,  Idaho  Falls;  and  Wil- 
liam R.  Hull,  Pocatello. 

Twenty  physical  therapists  were  registered.  They 
are:  J.  Perry  Silver,  Jr.,  Richard  L.  Williams,  Glenn 
M.  Darnall,  Jr.,  Jane  S.  Mathews,  Elsie  C.  Henry, 
and  Carl  E.  Espedal,  Boise;  Ivan  W.  Allred,  Marlon 
W.  Undhjem,  Mary  G.  Yost,  Betty  L.  Sterling,  and 
Molly  M.  Painter,  Twin  Falls;  William  R.  Hull  and 
Allen  B.  Martin,  Pocatello;  Douglas  S.  Raymond 
and  Robert  C.  Martin,  Idaho  Falls;  Richard  W. 
Allsop  and  Beulah  F.  Frisk,  Nampa;  Vera  R.  John- 
son, American  Falls;  Marjorie  Lee  Jackson,  Cald- 
well; and  C.  Richard  Hix,  Spokane,  Washington. 


OBITUARY 

dr.  robert  t.  whiteman,  of  Cambridge,  died  Jan- 
uary 22.  A native  of  Indiana,  he  was  graduated 
from  University  of  Michigan  Medical  School  in 
1909.  He  interned  at  Kansas  City  General  Hospital 
and  was  licensed  to  practice  at  Wallace,  Idaho,  in 
1911.  He  was  local  surgeon  for  Union  Pacific  for 
30  years,  and  also  served  Cambridge  as  mayor  for 
five  terms.  Dr.  Whiteman  was  77. 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
Va  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 


Winfhrop 
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This  3-hole  stopper  gives  you  a larger  ster- 
ile working  area  than  any  other  stopper. 


The  result  is 

SAFETY 


THROUGH  SIMPLICITY 


Don  Baxter,  Inc.,  Glendale,  California 


It  also  allows  you  to  add  medication  dur- 
ing administration,  connect  two  con- 
tainers in  series,  and . . . 


transport  parenteral  fluids  into  your  patient’s 
vein  in  the  simplest  and  safest  way  yet  devised. 

THE  DIFFERENCE  IS  MEDICAL  ENGINEERING. 


ISOLYTE  M 


Maintenance  Solution 


5%  DEXTROSE 


2 A3A073: 


For  over 


of  your 
Patients 

Meets  Maintenance  Needs  for 
Water  and  Electrolytes. 


Contraindications:  Hyperpotas- 
semia,  severe  renal  disease, 
adrenal  insufficiency,  hypopara- 
thyroidism. Use  cautiously  in 
sodium-retaining  patients. 


•'  • . / 

V 


DON  BAXTER,  INC.,  GLENDALE,  CALIF. 


I 


throughout  the  wide 
middle  range  of  pain— 
control  with  one 
analgesic  formula 

PERCODAN 

® 

Each  scored  yellow  Percodan* 

Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming), 

0.38  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 

0.38  mg.  homatropine  terephthalate, 

224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 

Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes . . . usually  provides 
uninterrupted  relief  for  6 hours 


or  longer  with  just  _»  tablet . 
rarely  causes  constipation. 


i 


Average  Adult  Dose-1  tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications — The  habit-forming  potentialities  of 
Percodan  are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half 
the  amount  of  salts  of  oxycodone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit. 

Narcotic  order  required.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 

*U.  S.  Pats.  2,628,185  and  2,907,768 


£ndo 


“Prompt  Objective 
Improvement—  Superior  to 
Topical  Hydrocortisone” 

Fifty  patients  with  various  dermatoses  “had  been  under  treat- 
ment previously  for  from  one  to  four  months  or  longer  with 
topical  hydrocortisone  1 per  cent  or  triamcinolone  0.1  per  cent, 
alone  or  in  combination  with  tar  and/or  iodochlorhydroxyquin, 
with  less  than  satisfactory  control  of  their  lesions . . . Prompt 
objective  improvement  over  and  above  the  benefit  obtained  from 
any  prior  medication  was  observed  in  46  patients  (92%).  All  of 
these  patients  showed  a marked  diminution  in  the  size  and  severity 
of  lesions  within  one  week  after  therapy  with  fluocinolone  aceto- 
nide  w as  instituted...  fluocinolone  acetonide  has  proved  to  be  super- 
ior to  topical  hydrocortisone  and  triamcinolone  in  the  treatment 
and  control  of  resistant  eczematous  and  seborrheic  dermatoses.” 

Sawyer,  W.  C. : Ann  Allerg  20: 330  (May)  1962. 


Synalar  (fluocinolone  acetonide),  the  topical  corticosteroid 
that  is  replacing  hydrocortisone,  has  gained  universal  rec- 
ognition and  acceptance  as  drug  of  preference  in  a wide 
range  of  inflammatory  dermatoses. 

Documented  results  show  that  this  important  advance  in 
topical  therapy: 

• is  consistently  effective  both  initially  and  if  retreatment 
is  required 

• rapidly  relieves  pruritus 

• controls  both  chronic  and  acute  conditions 

• is  economical  because  less  medication  is  required  to 
rapidly  achieve  optimum  results 

Write  for  a clinical  supply  to  prove  that  Synalar  (fluocinolone 
acetonide)  is  superior  to  hydrocortisone. 


PRECAUTIONS : Synalar(fluocinolone  acetonide)  preparations  are  virtually  non-sensitizing  and  non-irritating; 
neomycin  rarely  produces  allergic  reactions  Although  side  effects  are  not  ordinarily  encountered  with  topically 
applied  corticosteroids,  as  with  all  drugs,  a few  patients  may  react  unfavorably.  Where  there  is  systemic 
infection  or  severe  local  infection,  systemic  antibiotics  should  be  considered,  based  on  susceptibility  testing. 
AVA I L A B L E ; For  initiation  of  therapy — 

Cream  0.025%.  5 and  15  gm.  tubes  For 
maintenance  therapy — Cream,  0.01%.  45 
gm.  tubes.  For  emollient  effect — Ointment 
0.025%,  15  gm.  tubes.  For  infected  derma- 
toses— Neo-Synalar® (0.025%  fluocinolone 
acetonide  0.5%  neomycin  sulfate)  Cream, 

5 and  15  gm.  tubes. 


an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC..  PALO  ALTO.  CALIF. 
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Boslet,  W. : Therape* 

fluocinolone  acetonide  i 
occlusive  dressings  for  I 
Arneim  Forsch  12:1109 


REPLACING  HYDROCORTISONE  IN  INFLAMMATORY  DERMA 


Topical  use  of  fluocinolone  acetonide  in 
dermatology,  Sent  Med  Mex  30: 374  (Sept) 

1961. 

Delzant,  O. : Clinical  experiments  with  a 
new  topical,  anti-inflammatory:  fluocinolone 
acetonide,  Presse  Med  69: 1747  (Sept)  1961. 

Scholtz.  J R : A new  corticoid  lor  topical 

therapy:  fluocinoline  acetonide,  Calif  Med 
95: 224  (Oct)  1961. 


Scher.  R.  K.:  Treatment  of  refractory  der-  Hall-Smith,  S.  P.:  "1 

matoses  with  fluocinolone  acetonide,  Curr  in  dermatological  treatr 
Ther  Res  2:461  (Nov)  1961.  1233  (Nov  10)  1962. 


Sternberg,  T.  H.,  and  Macotela,  E.  R. : 
New  treatments  in  dermatology.  Presented 
to  Associacion  Medica  del  Occidente,  Guada- 
lajara, Mexico  (Nov)  1961. 

Cahn,  M.  M..  and  Levy,  E.  J. : Fluocinol- 

one acetonide,  a new  topical  corticosteroid : 
clinical  and  pharmacologic  evaluation,  / 
New  Drugs  1 :262  (Nov-Dec)  1961. 

Ahumada,  M.  P. : Use  of  fluocinolone  ace- 
tonide in  different  inflammatory  dermati- 
tides,  Sem  Med  Mex  31: 217  (Dec  1)  1961. 

Aceves  Ortega.  R. : Fluocinolone  acetonide 
in  topical  treatment  of  various  dermatoses, 
Sem  Med  Mex  31 :245  (Dec  8)  1961. 

Maleville.  J.:  Clinical  study  of  a new 

cream-base  corticoid  for  dermatological  use. 
Gaz  Med  France  68:3003  (Dec)  1961. 

Scholtz.  J.  R.:  Topical  therapy  of  psoriasis 

with  fluocinolone  acetonide.  Arch  Derm  84: 
1029  (Dec)  1961. 

Goldman,  L.,  el  al : A round  table  discus- 
sion : The  management  of  psoriasis  and 
current  concepts  regarding  occlusive  methods 
of  treatment,  Conference  in  Mexico  City  at 
the  invitation  of  Syntex  Laboratories,  Inc. 
(Feb)  1962. 

Scher,  R.  K. : Successful  treatment  of 
Leiner's  disease  with  fluocinolone  acetonide 
i Letter  to  the  Editor),  Arch  Derm  85: 284 
(Feb)  1962. 

Bruner,  H.  L. : Use  of  fluocinolone  ace- 
tonide in  chronic  allergic  dermatoses:  pre- 
liminary report  / Arner  Osteopath  Assn  61 : 
527  (Mar)  1962. 

Cueva,  J. : New  corticoids  in  allergic  dis- 

eases, Gac  Med  Mex  90:251  (Mar)  1962.’ 

Samman,  P.  D„  and  Beer,  W.  E. : Fluo- 

cinolone acetonide,  a new  steroid  prepara- 
tion for  topical  use,  Brit  / Derm  74 :96 
(Mar)  1962. 

Crupper,  C.  H.:  Modern  plastic  materials 
as  aids  in  external  dermatological  therapy, 
Bull  Soc  Franc  Derm  Syph  69:206  (Apr) 

1962. 

Robinson,  H.  M.,  Jr.;  Raskin,  J.;  and  Dun- 
seath,  W.  J.  R. : Topical  therapy  with  fluo- 

cinolone acetonide,  Bull  Sch  Med  Univ 
Maryland  47 :21  (Apr)  1962. 

Scherr,  M. : Management  and  rehabilita- 
tion of  allergic  dermatoses.  Presented  at  the 
National  Med  Congress,  Mexico  City  (Apr) 

1962. 

Tye,  M.  J.:  Plastic  tape  as  occlusive  dress- 

ing in  psoriasis,  Presented  to  the  Derma- 
tology Society  of  New  England  (Apr  25) 
1962. 

Goldman,  L.:  Increasing  the  efficiency  of 

topical  corticosteroid  therapy,  Presented  at 
the  V Mid  Soc  Meeting  (Mayj_ 
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1Tn  rhrnni— 


neither  tension,  nor  spasm, 
nor  stasis 

stays  this  patient 
from  his 

appointed  rounds 


especially  when 

UPPER  G.l.  COMPLAINTS 
have  biliary  implications 


for  nervous  tension 


for  smooth-muscle  spasm 


for  biliary/intestinal  stasis 


Each  Tablet  Contains: 


WARNING:  May  be  habit  forming 


1 

15  mg.  (Vi  gr ). 

w 

IM 

10  mg.  (Vfe  gr  ). 


inwmre 


UuLMm 


fiDm 


m 

250  mg.  (3%  gr  ). 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily.  Precautions:  Observe  patients 
periodically  for  increased  intraocular  pressure  and  barbiturate  habituation  or  addiction;  caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehydrocholic  acid  may  cause  transitory  diarrhea;  belladonna 
may  cause  blurred  vision  and  dry  mouth.  Contraindications:  Biliary  tract  obstruction,  acute  hepatitis, 
glaucoma,  prostatic  hypertrophy.  Available:  Decholin-BB,  bottles  of  100  tablets.  Also:  Decholin®  with 
Belladonna  (dehydrocholic  acid,  250  mg.;  belladonna  extract,  10  mg.)  and  Decholin®  (dehydrocholic 
acid,  250  mg.),  bottles  of  100  and  500  tablets. 


AMES 


Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NE0SP0RIN’®bra„d 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

’U.S.  Patent  Nos.  2,565,057-2,695,261 

Available:  In  15  Gm.  tubes. 


NEOSPORIN’brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  V2  oz.  and  Vs  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Utter  Surgery:  B and  C vitamins  are  therapy 


herapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
f physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
ids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
urgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine Mononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


ILEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


PR  OFESSI OJVAL  classified 


Practice  Opportunities 

GENERAL  PRACTICE  FOR  SALE-EUGENE 

Well  equipped  office,  suitable  for  GP,  internist,  or 
pediatrician  in  growing  residential  area.  Population 
50,000.  Location  of  University  of  Oregon.  Leaving 
for  residency  July  1.  Excellent  lease,  free  parking. 
L.  E.  Trombley,  M.D.,  1027  River  Road,  Eugene, 
Oregon. 

OPENING  FOR  GENERAL  PRACTITIONER  & SURGEON 

Mapleton,  Oregon,  area  of  approx  2,500  people. 
New  22  bed  hospital  within  15  miles.  3 sawmills,  3 
veneer  plants,  employing  900  people.  650  students 
in  local  schools.  Six  room  office  space  available,  also 
housing.  Located  in  Siuslaw  Valley  50  miles  from 
Eugene.  For  further  information  call  Mapleton  Lions 
Club,  phone  268-4234. 

GP  OPPORTUNITY  SOUTHWEST  WASHINGTON 

Take  over  an  established  practice.  Can  purchase 
income-producing  medical  building  and  income- 
producing  ranch,  or  will  sell  equipment  only.  Net  ex- 
ceeds $25,000.  Write  Box  22-A,  Northwest  Medicine, 
500  Wall  St.,  Seatde,  Wash. 

EXCELLENT  GP  OPPORTUNITY— WILLAMETTE  VALLEY 

GP  needed  to  take  over  busy  practice.  Reasonable 
terms  for  all  equipment  and  furnishings.  Have  to 
leave  for  another  type  of  practice  by  late  May  64. 
Desire  to  introduce  to  patients  before  leaving.  Write 
Box  15-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

GENERAL  PRACTITIONER  WANTED 

GP  desired  to  move  into  an  established  practice  in 
King  County.  Partner  leaving  July,  1964,  for  spe- 
cialty residency.  Write  Box  17-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash. 

GP  OPPORTUNITY,  PORTLAND,  OREGON 

Opportunity  available  for  two  GP’s  with  well- 
established  clinic  near  geographical  center  of  Port- 
land. Fully  equipped  Medical-Dental  Clinic.  Finan- 
cial arrangements  can  be  made.  Write  Box  19-A, 
Northwest  Medicine,  Seattle,  Wash. 

INTERNIST  WANTED 

To  share  office  space  part-time  with  suburban  GP. 
Write  Box  20-A,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 


ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

LOCUM  TENENS  WANTED 

While  leaves  to  complete  training.  Contact  R.  Evoy, 
M.D.,  235  - 4th  PI.,  Renton,  Wash. 

GP  OPPORTUNITY  GRANTS  PASS,  OREGON 

Take  over  excellent  established  solo  practice.  Build- 
ing of  1500  sq.  ft.  conveniently  equipped  and  lo- 
cated close  to  hospital  and  business  district.  Ample 
parking.  Will  sell  or  lease  all  or  any  part.  Write 
Box  21-A,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 

SURGEON  WANTED  SUNNYSIDE 

Suite  available  for  surgeon.  Space  was  suddenly 
vacated  by  surgeon  with  large  practice  who  left 
the  area  unexpectedly.  Contact  Mr.  John  C.  Reith, 
TE  7-4601,  Horace  L.  Miller  Agency,  Sunnyside, 
Wash. 

PSYCHIATRISTS  WANTED 

Two  young  psychiatrists  wanted  for  clinic  in  East- 
ern Washington.  Good  salary  to  start,  with  partner- 
ship opportunity.  Contact  Medical  Dental  Personnel, 
508  Medical  Dental  Bldg.,  Seattle,  Wash.,  MA 
2-0545. 


Locations  Desired 

SURGEON  DESIRES  RELOCATION 

Clinic  or  association  in  Puget  Sound  Area.  Board 
certified.  Experienced  in  abdominal  and  traumatic 
work.  Write  Box  18-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash. 


Office  Space 

MEDICAL  SPACE-TACOMA 

Medical  Center  has  space  available.  Immediate 
occupancy.  Call  MA  7-8206  or  FU  3-1717,  Tacoma, 
Wash. 
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MEDICAL  SUITE — CLARKSTON,  WASHINGTON 

Practice  opportunity  for  GP,  internist,  pediatrician. 
New  office  suite  next  to  hospital  available  immedi- 
ately. Other  suites  occupied  by  obstetrician-gynecolo- 
gist and  dentist.  Valley  of  40,000  population,  draw- 
ing area  of  107,000,  2 hospitals  8 minutes  apart. 
Beautiful  recreational  area  with  facilities  for  boating, 
hunting,  and  fishing.  Bayman  & Humphrey,  Clark- 
ston,  Wash. 

NEW  PROFESSIONAL  BUILDING— EVERETT 

Suites  available  in  new  medical  building  located  off 
Broadway  Interchange  at  Eastmont  Shopping  Plaza, 
South  Everett.  Interiors  finished  as  desired.  Indi- 
vidually controlled  heating;  ample  parking,  one 
block  from  new  Eastmont  elementary  school.  Com- 
pletely landscaped.  Phone  Mr.  Martin  Selig,  Seattle, 
MA  2-6816,  evenings  EA  5-8519  or  EA  4-0549 
collect,  or  write  to  2609  First  Ave.,  Seattle,  Wash. 

FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Two  physician  suites  of  800  and  400  sq.  ft.,  or  can 
make  one  suite  of  1,200  sq.  ft.  Adequate  facilities 
and  plumbing.  If  desired  will  remodel  to  needs. 
Ample  parking.  Bent  to  be  negotiated.  Contact  Mr. 
Jack  Brown  of  Ross  Downs,  MU  2-4370. 

MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 

FIRST  HILL  CLINIC 

Rent  or  buy  one-third  interest  in  First  Hill  Clinic. 
Excellent  investment.  Easy  terms.  T.  V.  Dean, 
Realtor,  MA  3-5595,  916  Minor  Ave.,  Seattle. 

MEDICAL  SPACE  BURIEN  AREA 

Professional  space,  balanced  group  in  established 
Burien  Medical  Center.  Also  1 building  completely 
equipped  as  eye  clinic,  suitable  for  2 ophthalmolo- 
gists and  ENT  specialist.  Write  Box  4002,  Mag- 
nolia Station,  Seattle,  or  phone  EA  3-7524. 

CLINIC  SPACE-BURLINGTON,  WASH. 

Modern  clinic  building  of  1,200  sq.  ft.  outskirts 
of  Burlington.  Concrete  block  construction  on  slab 
floor,  forced  air  heat,  landscaped.  Lease  or  sell  for 
small  down  payment.  Immediate  occupancy.  H.  S. 
BuBois,  D.V.M.,  Burlington. 

Equipment 

MEDICAL  EQUIPMENT  FOR  SALE 

Second-hand  x-ray,  laboratory,  clinical  equipment 
for  sale.  Physician  in  service.  Inquire  for  specific 
items.  1625  E.  9th,  The  Dalles,  Oregon. 


GE  X-RAY  FOR  SALE 

1953  General  Electric  Duplex  #3,  4x5  x-ray  machine. 
This  equipment  has  KX22  generator  and  HRT 
iy2xiy2  focal  spot  rotating  anode  tube.  In  excellent 
condition.  Suggested  resale  price  established  by 
General  Electric  Office,  Portland,  is  $4,135,  plus 
delivery  and  installation.  For  further  details  write 
Mr.  M.  Donald  Harman,  Case-Finding  Director, 
Oregon  Tuberculosis  & Health  Assoc.,  811  S.W. 
Washington,  Portland,  Oregon. 


Investments 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring 
St.,  Seattle,  Wash.  Call  MA  3-2971. 


Services 

POSTAGE  STAMPS  FOR  INVESTMENT 

Our  P.S.I.  program  will  be  of  advantage  to  you. 
Details  and  a selection  will  be  sent  upon  request. 
Lawrence  M.  Nathan,  CPA,  4534x/2  University  Way, 
N.E.,  Seattle,  Wash. 


59  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

★ Chart  Folders  ★ Shelf  Filing 

★ Interior  Designs 
For  Office  and  Reception  Room 
★ Steel  and  Wood  Furniture 


TRICK  & MURRAY 

115  Seneca  Street  Seattle,  Washington  98101 
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Sec.,  G.  M.  Robins,  Portland 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept. -May. 
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WASHINGTON 
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Sec.,  A.  W.  Bostrom,  Jr.,  Yakima 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept. -May) 
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This  is  Hal  Burke. 

He  would  like  to  be  more  aggressive  on  his  job, 
play  ball  with  his  son,  repair  his  house  and  breathe  freely. 

He  can’t.  He’s  an  asthmatic. 


With  Neothyliine®  (dyphylline)  Elixir  at  least  he  can 
breathe  more  easily,  it  quickly  restores  free  breathing 
through  its  effective  bronchodilating  action,  and  re- 
lieves the  distress  and  anxiety  caused  by  an  attack. 
Marked  relief  of  asthmatic  symptoms  is  obtained  with 
virtually  no  gastrointestinal  side  effects.  The  reason  is 
simply  this  — Neothyliine  (dyphylline),  the  first  stable, 
soluble,  neutral  derivative  of  theophylline,  is  not  hy- 
drolyzed by  gastric  acid  to  form  irritating  precipitates. 
Clinical  safety  and  effectiveness  make  it  the  ideal  prep- 
aration for  therapeutic  as  well  as  prolonged  prophy- 
lactic use. 


Headache,  insomnia  or  nausea  rarely  occur.  Use  with 
caution  in  hyperthyroidism,  severe  myocardial  damage, 
renal  or  hepatic  disease  and  glaucoma.  Contraindi- 
cated in  acute  myocardial  infarction.  One  tablespoon- 
ful (15  ml.)  contains  160  mg.  Neothyliine  (dyphylline), 
10%  glycerin  and  18%  alcohol.  Children:  One-half  tea- 
spoonful per  10  pounds  of  body  weight  per  day  in  3 or 
4 divided  doses.  Adults:  One  tablespoonful  3 or  4 times 
a day.  Available  in  pints  and  gallons. 

Caution:  Federal  law  prohibits  dispensing  without  pre- 
scription. 


Neothyliine  (dyphylline)  Elixir 

HAACK  LABORATORIES,  INC.,  Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


NO.  2,575,344 


MADE 


U.S.A.  1.64 


NOW... NO  DELAY 
IN  PROTECTION 
AGAINST  TETANUS 


uiorary , 

College  of  Phy.of  Phila, 
19  South  22nd  Street, 
Philadelphia  3, Pa. 


Unlike  tetanus  antitoxin  of  equine  origin, 
Hyper-Tet  (Tetanus  Immune  Globulin-Hu- 
man) can  be  injected  immediately.  No  skin  or 
conjunctival  sensitivity  tests  are  needed  prior 
to  administration.  That’s  because  Hyper-Tet 
(Tetanus  Immune  Globulin -Human)  is  a 
gamma  globulin  fraction  of  human  hyper- 
immunized  venous  blood  and  contains  no 
foreign  protein.  Thus,  allergic  reactions  are 
an  extremely  remote  possibility. 

In  addition,  Hyper-Tet  (Tetanus  Immune 
Globulin-Human)  can  usually  protect  the 
patient  at  approximately  1/3  the  dose  of 


equine  tetanus  antitoxin.  Recent  studies1'3 
show  that  a lower  dosage  of  tetanus  immune 
globulin  (human)  not  only  produced  protec- 
tive levels  six  to  seven  times  the  generally- 
accepted  immunity  level,4  but  remained  above 
or  within  that  level  up  to  50  days. 

Now  that  you  can  give  immediate  prophy- 
laxis at  lower  dosage,  with  500  units,  why  not 
make  sure  that  you  always  have  a sufficient 
supply  of  Hyper-Tet  (Tetanus  Immune  Glob- 
ulin-Human) to  meet  all  emergency  situa- 
tions? It  is  available  in  500  unit  single  dosage 
vials. 


Hyper-Tet 

[TETANUS  IMMUNE  GLOBULIN-HUMAN] 


Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or  serum  reactions  due  to 
intramuscular  injection  of  gamma  globulin  is  remote.  Very  rare  serious  reactions  have  been 
reported,  however,  and  their  extreme  rarity  makes  it  impossible  to  predict  their  occurrence. 
Slight  soreness  at  and  over  the  injection  site  may  be  noted.  Do  not  give  intravenously.  There 
are  no  known  contraindications. 


References:  1.  Rubbo,  S.  D.,  and  Suri,  J.  C.:  Brit.  M.J.  2:79  (July  14)  1963.  2.  Rubinstein,  H.  M.:  Am.  J.  Hyg.  76:276, 
1962.  3.  Stafford,  E.  S.;  Turner,  T.  B.,  and  Goldman,  L.:  Ann.  Surg.  140:563,  1954.  4.  Effective  tetanus  protective  level 
established  by  Sir  David  Bruce. 
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epilepsy  may  limit 
opportunity... 


Dilantin 


(diphenylhydantoin) 

PARKE-DAVIS 


extends  horizons 


This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  apiastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals5  containingO.  1 Gm.  and  0.03  Gm. 

•Roseman,  E.:  Neurology  11:912,  1961.  33551 


PARKE-DAVIS 


PARX£.  DAVIS  l COMPANY.  OMr*t.  M**?an  4*132 


NIGHT  DAY 


West  Coast  Airlines  ’64  Style 
offers  you  the  best  schedules  ever. 


Thanks  to  our  new  expanded  fleet  of  F-27  prop-jets  the  new  West 
Coast  Airlines  now  serves  the  Northern  West  with  more  flights,  with 
more  convenient  schedules.  West  Coast  Airlines,  '64  style.  New  from 

the  ground  up,  way  up  West  Coast  Airlines 
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Dean  Witter  & Co. 

Members:  New  York  Stock  Exchange  • Pacific  Coast  Stock  Exchange 

1603  Hewitt,  Everett— AL  9-3156 

440  Washington  Building,  Seattle— MA  4-6800  944  Pacific  Ave.,  Tacoma— FU  3-4535 
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TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THEABM- 
UNCAPA  TINE  TEST— 
PBESS  - DISC  A BD 
THAT  S ALL 
THEBE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none:  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N Y. 

7899-4 
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The  discharged 
mental  patient . . . 
and  Thorazine ® 

brand  of  chlor promazine 

“The  average  'practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics Kiine,  n.s.:  Postgrad.  Med.  27:620  (May)  i%o. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, sk&f  )— regardless  of  dosage — over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

^ Smith  Kline  & French  Laboratories 
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The  one  tranquilizer  that 

BELONGS 
IN  EVERY 
PRACTICE 


it’s  versatile: 


The  years  have  proved  that  ‘Miltown’  (meprobamate)  is  the  o 
tranquilizer  that  is  helpful  in  almost  every  aspect  of  daily  practi 
Virtually  any  of  your  patients,  regardless  of  age,  can  be  given  t 
drug  with  confidence,  either  as  a primary  treatment  or  as  an  adjui 
to  other  therapy. 

Outstanding  record  of  safety : Ten  years  of  clinical  use  among  millic 
of  patients  throughout  the  world  — plus  more  than  1500  publish 
reports  covering  the  use  of  the  drug  in  almost  every  field  of  medic 
— support  your  prescriptions  for  ‘Miltown’  (meprobamate).  This 
why  it  “belongs  in  every  practice.” 


dependable: 


‘Miltown’  (meprobamate)  is  an  established  drug.  There  are  no  s 
prises  in  store  for  you  or  your  patient.  You  can  depend  on  it  to  h 
your  patients  through  periods  of  emotional  distress  — and  to  h 
maintain  their  emotional  stability. 


easy  to  use:  Because  ‘Miltown’  (meprobamate)  is  compatible  with  almost  any  ot1; 

kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program 
treatment  you  are  now  using.  It  will  not,  therefore,  complicate  tre 
ment  of  patients  seen  in  clinical  practice. 


Side  effects:  Slight  drowsiness  may  occur  and,  rarely,  allergic  or  idiosyncratic  reactions,! 
erally  developing  after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contrainc: 
subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturba: 
the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  reqii 
alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcoholi 
possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quantities  to  pa  i 
with  suicidal  tendencies.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  s'i 
vasomotor  and  respiratory  collapse.  Consider  possibility  of  dependence,  particularly  in  pa  t 
wdth  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged  use  at  high  dc»| 
Complete  product  information  available  in  the  product  package,  and  to  physicians  upon  reie 
Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


CM-m? 


The  heart-disease  patient 


The  surgical  patient 


Anxious  depression 


The  insomniac 


The  tense,  nervous  patient 


Tension  headache  The  woman  in  menopause 


girl  with  dermatosis 


remenstrual  tension  The  agitated  senile  patient  The  alcoholic  The  problem  child 


the  original  brand  of 
meprobamate 


The  G.I.  patient 


WALLACE  LABORATORIES 
Crcmbury,  N.J. 


S't,.  A 


•s 


provides  timed-release  anorectic, 
calorigenic  and  mood  elevating  medication 
for  all  day  appetite  control. 

OBESTAT  Ty-Med* 

Each  green  and  white  tablet  or  capsule  contains: 
Methamphetamine  Hydrochloride  10  mg. 

Amobarbital  (Warning,  may  be  habit  forming)  60  mg. 
Thyroid  150  mg. 

‘Lemmon  brand  of  timed-release  medication. 
Nervousness,  excitability  or  insomnia 
are  mild  and  infrequent. 

Any  increase  in  blood  pressure  or  BMR 
should  be  observed  carefully. 

Contraindicated  in  myocardial  and  coronary  disease, 
diabetes,  marked  hypertension,  hyperthyroidism 
or  idiosyncrasy  to  the  ingredients. 

Available  in  bottles  of 

30,  100  and  1000  tablets  or  capsules. 

Caution:  Federal  Law  prohibits 
dispensing  without  prescription. 

Haack  Laboratories,  Inc. 

Division  of  Lemmon  Pharmacal  Company 
Portland,  Oregon  97206 


Ul  1/VIViJ 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety  reduced  to  its  proper  perspective  LIBRIUM’ 

(chlordiazepoxide  HCI) 


ROCHE 


the  successor 
to  the  tranquilizers 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregularities, 
nausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determinea. 
Advise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  cere  in  com- 
bining with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe 
precautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeu  ic  ag 
pregnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 


throughout  the  wide 
middle  range  of  pain 
control  with  one 
analgesic  formula 


PERCODAN 


Each  scored  yellow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming), 

0.38  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 
Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes . . . usually  provides 
uninterrupted  relief  for  *5  hours 
or  longer  with  just  _J  tablet . . . 
rarely  causes  constipation. 


Average  Adult  Dose  — 1 tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications — The  habit-forming  potentialities  of 
Percodan  are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half 
the  amount  of  salts  of  oxycodone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit. 

Narcotic  order  required.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 

*U.  S.  Pats.  2 628, 185  and  2,907,768 


Onto 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Should  Instructors  Pay? 


EDITOR,  NORTHWEST  MEDICINE: 

There  is  no  doubt  about  the  value  of  preceptor- 
ships.  The  subject  was  well  discussed  in  the  Feb- 
ruary issue,  by  Voy,  but  I must  disagree  with  one 
of  his  ideas.  The  letter  I have  written  to  him  follows: 
“For  the  last  ten  (10)  years,  I have  acted  as 
preceptor  for  senior  medical  students.  In  1963, 
I was  the  only  preceptor  registered  with  the  Ore- 
gon State  Board  of  Medical  Examiners.  I have  read 
your  article  in  northwest  medicine  and  Oregon 
Academy  of  General  Practice  and  heard  you  speak 
at  the  annual  meeting  of  Oregon  Medical  Associa- 
tion. I agree  with  most  of  what  you  have  to  say. 
However,  I cannot  see  paying  a preceptee  for  teach- 
ing him.  No  other  instructor  pays  for  the  privilege. 
I learn  a little  of  what  is  current  in  the  medical 
schools,  certainly.  I have  to  do  quite  a bit  of  soul 
searching  to  explain  why  I handle  certain  problems 
as  I do.  A few  patients  go  elsewhere,  while  I have 
a preceptee.  I work  an  hour  or  more,  longer,  each 
day,  in  the  interests  of  the  preceptee,  but  about  all 
I get  is  the  satisfaction  of  teaching  a young  person. 

Here  is  the  pattern  I have  established.  The 
preceptee  takes  a room  next  to  the  hospital  for  $1.00 
a day.  He  eats  at  the  hospital  for  under  $2.00  a day. 
Whenever  we  do  anything  together  I pick  up  the 
ticket,  be  it  meals,  golf,  or  anything  else.  He  eats 
quite  a few  meals  at  my  house.  We  share  work, 
and  play,  as  far  as  is  desirable,  for  six  weeks,  at  a 
cost  of  around  $100.00.  I don’t  know  where  else 
one  can  get  six  (6)  weeks  medical  education  at 
such  cost. 

Apparently,  I am  to  have  another  preceptee 
this  summer.  I anticipate  a busy  and  interesting 
six  weeks.” 

Very  truly  yours, 

W.  T.  EDMUNDSON,  M.D. 

Hood  River,  Oregon 


writes  on  metal,  glass, 

rock,  marble.  Even  carbon  steel 
is  easily  marked  with  this  diamond 
tipped,  aluminum  pencil.  Hobbyist 
and  technicians  alike  will  find  multi- 
ple uses  for  DIAMOND-RITE.  It  gives 
permanent  identification  to:  tools, 
surgical  instruments,  machine 
parts,  sports  equipment,  household 
items,  rock  samples,  and  many, 
many  more. 

DIAMOND-RITE 

is  manufactured  and  guaranteed 
by  one  of  America’s  most  repu- 
table manufacturing  firms. 

=4 

Fine  tipped  with  polished  stem..  $589 
Prices  include  postage  — handling  — tax 


Send  checks  or  money  orders  to: 

ZEISS  ENGINEERING  COMPANY 
Dept.  B 

4532  Purdue  Ave.  N.E. 

! Seattle,  Wash.  98105 


Industrial  lot  prices  upon  request 
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when  preoperative  fear  reflects 


216 

Northwest  Medicine,  April  1964 


the  intensity  of  your  patient’s  tension... 

AT  A R7IX 


(hydroxyzine  HCl)H^-i 

for  any  age-for  any  stage  of  anxiety 


Powerful  enough  to  ensure  easy  acceptance  of  surgery  and  anesthesia 

Calm,  cooperative  quiescence  is  the  state  induced  in  apprehensive  surgical 
patients  premedicated  with  hydroxyzine  HCI.  Among  its  other  advantages  are 
the  added  antiemetic  property  which  minimizes  postoperative  vomiting,  and 
its  mild  potentiating  action  which  frequently  reduces  requirements  for  adjunc- 
tive narcotics. 

Safety  record  permits  use  in  children  and  debilitated  geriatric  patients 

Even  after  extensive  use  in  patients  ranging  from  very  young  to  very  old,  Atarax 
(hydroxyzine  HCI)  has  maintained  an  outstanding  record  of  safety. 

No  matter  how  anxiety  manifests  itself,  or  how  severe  it  is,  you  can  count  on  hy- 
droxyzine HCI  for  rapid,  effective  relief.  The  wide  variety  of  dosage  forms  makes 
administration  flexible  by  any  standards  of  convenience,  patient  preference,  or 
emergency  requirements  within  the  recommended  dosage.  You  can  adjust  the 
dosage  to  whatever  level  best  controls  your  patient's  degree  of  anxiety.  Oral  dos- 
age for  adults  ranges  from  25  mg.  t.i.d.  to  1 00  mg.  q.i.d.  Recommended  dosage : 
1 00  mg.  to  1 50  mg.  daily  in  divided  doses.  The  daily  oral  dosage  for  children  6 
years  and  under  is  50  mg.  in  divided  doses;  for  those  over  6 years,  50-100  mg. 
in  divided  doses. 

FOR  EVERY  DEGREE  OF  ANXIETY-IN  PATIENTS  UNDER  6 TO  OVER  60 


Side  effects  and  precautions: 
Therapeutic  doses  of  Atarax 
(hydroxyzine  HCI)  seldom  im- 
pair mental  alertness.  If 
drowsiness  occurs,  it  is  usu- 
ally transitory  and  may  dis- 
appear after  a few  days  of 
therapy  or  with  reduced  dos- 
age. Mouth  dryness  may  oc- 
cur at  high  doses.  In  some 
hospitalized  patients  on  high 
doses,  involuntary  motor  ac- 
tivity, not  unlike  that  seen 
with  high  doses  of  other  psy- 
chotropic drugs,  has  been  re- 
ported although  continued 
therapy  with  1 Gm.  daily  has 
been  used  in  some  cases 
without  producing  this  ef- 
fect. When  some  patients  re- 
ceive anticoagulants  and  hy- 
droxyzine HCI  concurrently, 
the  anticoagulant  require- 
ment may  be  decreased;  pa- 
tients receiving  both  should 
be  followed  closely  and  ap- 
propriate laboratory  studies 
performed  regularly.  When 
hydroxyzine  HCI  is  used  with 
CNS  depressants,  its  mild 
potentiating  action  should 
be  taken  into  consideration. 
Soft  tissue  reaction,  as  seen 
with  other  injectables,  has 
rarely  been  reported  with 
parenteral  hydroxyzine  HCI. 


In  any  condition  where  tissue  depletion  of  the  water-soluble  vitamins  is  suspected, 
Rx  RoeriBeC*  therapeutic  B-complex  with  500  mg.  of  vitamin  C . •trademark 


New  York,  N Y.  10017 
Division,  Chas.  Pfizer  & Co..  Inc. 
Science  for 

the  World's  Well-Being® 
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Now! 

the  formula  that  helps  you 
keep  older  patients  on  the  go 
can  go  with  them  as 
Nicozol®  Complex 
Capsules 


All  the  energy-building,  initiative-restoring  ele- 
ments of  the  teaspoon  dose  of  Nicozol®  Complex 
Elixir  are  now  available  for  your  older  patients  in 
the  new  Nicozol®  Complex  Capsules.  For  the 
active  older  person  this  new  capsule  is  much 
more  convenient.  It  is  easier  to  carry,  easier  to 
take.  The  dose  is  precise  and  there  will  be  fewer 
forgotten  doses. 

New  Nicozol®  Complex  Capsules  can  help  your 
chronically  tired  patients  become  stronger,  more 
alert,  more  active.  Gentle  cerebral  stimulation, 
provided  by  the  vasodilating-analeptic  actions  of 
niacin  and  pentylenetetrazol,  with  metabolic  sup- 
port from  vitamins,  minerals  and  the  gonadal 
hormones,  can  help  many  patients  past  50  post- 
pone the  mental  and  physical  slow-down  of 
advancing  years. 

Dosage:  One  capsule  or  one  teaspoonful  (5  cc.) 
of  the  elixir  three  times  daily.  Female  patients 
should  allow  a 7-day  rest  interval  after  each  21-day 
course  of  therapy. 

References:  (1)  Goodman,  L.  S.  and  Gilman,  A.:  The 
pharmacologic  basis  of  therapeutics.  New  York, 
MacMillan  Co.,  1955,  p.  327.  (2)  Shapiro,  R.  P.:  Clin. 
Med.  2:29,  1955.  (3)  Chesrow,  E.  J.,  et  a/.:  Geriatrics 
6:319,  1951.  (4)  Floffer,  A.:  J.  Clin.  & Exper.  Psychopath. 
78:131,  1957.  (5)  Sydenstricker,  V.  P.  and  Cleckley,  Ft. 
M.:  Am.  J.  Psychiat.  98  83,  1941. 


Formula:  Each  new  NICOZOL®  COMPLEX  CAPSULE 
or  each  5-cc.  teaspoonful  of  elixir  contains:  50  mg. 
pentylenetetrazol,  25  mg.  nicotinic  acid,  0.834  mg. 
methyl  testosterone,  0.0034  mg.  ethinyl  estradiol, 
2 mg.  thiamine  HCI,  1 mg.  riboflavin,  2 mg.  pyri- 
doxine  HCI,  0.667  meg.  vitamin  Bo,  0.034  mg. 
folic  acid,  1.67  mg.  panthenol,  6.67  mg.  choline 
bitartrate,  5 mg.  inositol,  33.34  mg.  l-lysine  mono- 
hydrochloride, 1 mg.  vitamin  E (a-tocopherol  ace- 
tate), 5 mg.  iron  (ferric  pyrophosphate).  The  elixir, 
in  addition,  contains  15%  alcohol. 

Cautions:  Pentylenetetrazol  in  excessive  dosage 
may  produce  overstimulation  of  the  higher  centers 
(i.e.  convulsions).  Sensitive  patients  may  experi- 
ence the  warm,  tingling  flush  characteristic  of 
nicotinic  acid  and  should  be  assured  that  this  is  a 
harmless  effect.  Dosage  should  be  reduced  if  there 
is  evidence  of  masculinization  or  abnormal  uterine 
bleeding  in  females,  or  feminization  in  males. 

Supplied:  New  NICOZOL®  Complex  CAPSULES,  bot- 
tles of  50;  pleasant-tasting  Elixir,  bottles  of  1 pint 
and  1 gallon. 

Nicozol*  Complex 

HART  LABORATORIES,  INC.,  Bryn  Mawr,  Pa. 
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Once  you  have  used  HEMA-C0MBISTIX,Mdip  and  read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient  s urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope. . HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  ..7.4  aivies 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 


C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 

Neo-Syneiilirine  sooner 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 
with  the  least  ‘rebound’  tendency....”*  Gentle 
Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F : Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2%) 
and  children  (Vs%),  in  solutions  of  Vs,  Vs  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


l/j/z/Ttihrop 
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I 


oijalac 

Fibre-free 

HYPOALLERGENIC 

formula 

Provides  balanced  nutritional  values. 

2)  An  excellent  formula  for  regular 
infant  feeding. 

3 An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


oJW  ^BcrtAkt  and 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOODS 

RIVERSIDE,  CALIFORNIA  • MT.  VERNON,  OHIO 
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Young  Woman 
Reading  a Letter 

JOHANNES  VERMEER 

1632-1675 


In  Pregnancy. . . 


METAMUCIL  Acts  Gently,  Safely,  Effectively 

brand  of  psyllium  hydrophilic  mucilloid 


The  highly  refined  mucilloid  of  Metamucil 
corrects  constipation  in  pregnant  patients 
simply  by  augmenting  the  natural  stimulus 
to  peristalsis. 

The  bland,  smooth  bulk  provided  by 
Metamucil  softens  hard  fecal  masses,  stim- 
ulates natural  reflex  activity  of  the  intestinal 
musculature  without  irritant  or  systemic  ef- 
fects and  tends  to  restore  the  normal 
rhythms  of  elimination. 

Average  Adult  Dosage:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 


packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  Metamucil  powder  contains 
equal  amounts  of  refined,  purified  psyllium 
and  dextrose  furnishing  14  calories  and  is 
available  in  containers  of  4,  8 and  16  ounces. 

Instant  Mix  Metamucil  is  supplied  as  in- 
dividual single-dose  packets,  each  incorpo- 
rating 0.25  Gm.  of  sodium,  in  cartons  of  16 
and  30. 

g.  d.  S EARLE  & co. 

CHICAGO,  ILLINOIS,  60680 

Research  in  the  Service  of  Medicine 
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EDITORIAL 


guesi  editorial:  The  Modern  Environment  and 
Occupational  Medicine 


RAYMOND  R.  S U S K I N D,  M.D.,  University  of  Oregon 
Medical  School,  Portland,  Oregon 


M ans  record  of  his  interest  in  injuries  and 
diseases  caused  by  his  work  dates  back  to  the 
building  of  the  Egyptian  pyramids.  Gory  de- 
scriptions of  head  injuries  in  pyramid  construc- 
tion workers  are  found  in  the  Edwin  Smith 
Papyrus  (3000  B.C.).  The  history  of  industrial 
growth  in  modern  times  and  its  effects  on  man’s 
health  in  terms  of  injuries,  diseases  and  disa- 
bilities is  too  well  known  to  be  recounted  here. 
It  is  appropriate  to  recall,  however,  that  the 
social  movements,  legal  codes,  and  regulations 
which  were  stimulated  by  these  difficulties,  have 
to  a large  degree,  established  a precedent  for 
broad  community  interest  in  such  matters. 

For  the  physician,  the  problems  of  occupa- 
tional disease  still  comprise  a very  fertile  and 
intriguing  field  of  study.  They  encompass  a 
wide  range  of  etiologic  possibilities  and  include 
an  endless  list  of  chemical  agents,  hazardous 
dusts,  exaggerated  temperature  and  humidity 
conditions,  UVL,  ionizing  radiation,  noise,  me- 
chanical factors  such  as  pressure,  repeated  mo- 
tion, vibration;  and  microorganisms  which  cause 
infection.  For  the  most  part  the  nature  of  various 
reactions  to  hazardous  physical  and  chemical 
agents— in  terms  of  the  biochemical  and  physio- 
logical mechanisms— are  still  to  be  worked  out. 
Despite  the  broad  gaps  in  medical  knowledge 
there  is  a wealth  of  clinical  and  laboratory  infor- 
mation regarding  the  biological  effects  of  such 
agents  which  is  eminently  useful  in  the  diag- 
nostic evaluation,  management,  and  prevention 
of  specific  problems.  This  enlarging  field  of 
knowledge  and  the  professional  competence  of 
physicians  are  two  compelling  forces  which  have 
brought  occupational  diseases  under  control. 

We  of  course  would  be  guilty  of  flagrant 
omission  in  this  connection  if  we  should  not 
pay  tribute  to  the  contributions  of  industrial 


hygiene  technology  and  analytical  chemistry, 
which  have  made  possible  the  sensitive  and  facile 
methods  of  evaluating  working  conditions  both 
qualitatively  and  quantitatively;  to  the  research- 
es of  toxicology  which  have  characterized  the 
biological  effects  and  the  degree  of  exposure 
which  will  produce  injury;  and  to  modern  engi- 
neering which  has  developed  measures  of  elimin- 
ating and  controlling  specific  hazards.  Without 
the  work  of  these  disciplines  the  physician  would 
be  unable  to  study  and  understand  a clinical 
problem  properly  or  to  control  a dangerous 
exposure. 

Occupational  medicine  as  a clinical  specialty 
has,  within  recent  years,  reached  a level  of 
scientific  and  professional  maturation  comparable 
to  other  rapidly  advancing  medical  disciplines. 
It  is  very  different  from  the  rest  in  that  the 
number  of  causal  factors  and  complex  etiologic 
settings  in  which  injury  and  disease  can  arise  are 
increasing  every  day  and  that  the  injuries  and 
diseases  are  completely  preventable.  The  num- 
ber of  physicians  who  take  graduate  training  in 
this  field  and  who  are  devoting  their  full  time 
to  this  speciality  is  still  relatively  small.  It  is 
insufficient  to  meet  the  increasing  need  for 
specialized  knowledge  and  skill.  There  are  pro- 
grams of  graduate  study  for  physicians  at  several 
universities.  The  number  of  graduates  is  still 
relatively  meager  in  comparison  with  the  need. 
Since  1955  a recognized  sub-speciality  board  in 
occupational  medicine  has  been  functioning  as 
an  examination  and  certification  body  under 
the  American  Board  of  Preventive  Medicine. 

So  far  we  have  referred  to  occupational 
injuries  and  diseases.  The  hazards  to  man’s  health 
which  are  the  creation  of  industry  are  certainly 
not  limited  to  the  locale  of  a man’s  job.  It 
includes  the  use  of  industry’s  products  in  non- 
industrial settings,  in  the  home,  on  the  farm  and 
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even  in  hours  of  relaxation  and  leisure.  These 
products  range  from  high  speed  vehicles  on  the 
highway  and  airways,  to  chemical  agents  used  in 
an  endless  variety  of  ways— as  pesticides,  food 
additives,  drugs  and  solvents.  The  undesirable 
effects  of  industrial  expansion  include  the  com- 
plex problems  of  chemically  polluted  air  and 
water  which  so  many  communities  find  difficult 
to  control. 

While  it  is  true  that  none  of  the  cities  in 
the  Northwest  has  the  concentration  of  industries 
which  are  found  in  the  urban  centers  of  the 
East  and  Midwest,  the  constant  influx  of  new 
manufacturing  operations  into  this  corner  of 
the  country  and  the  widespread  modernization 
and  expansion  of  traditional  industries  represent 
a real  challenge  to  the  medical  and  scientific 
community.  We  must  be  prepared  to  meet  the 
professional  needs  for  medical  and  hygienic 
skills  which  are  necessary  to  maintain  a healthy 
work  force.  We  must  also  be  prepared,  with 
knowledge  and  appreciation  of  industrial  ef- 
fluences, to  utilize  measures  of  control  so  that 
we  can  avoid  the  unhappy  consequences  some 
communities  continue  to  suffer. 

Recognizing  the  present  and  future  medical 
needs  of  industrial  expansion  in  this  geographic 
area,  the  University  of  Oregon  in  1962  estab- 
lished a Division  of  Environmental  Medicine  in 
the  Medical  School.  The  new  division  has  broad 
objectives  in  terms  of  the  “three  legged  stool”— 


research,  teaching  and  patient  care.  The  focus 
of  its  research  is  on  the  fundamental  mechanisms 
of  specific  organ  systems  and  cellular  reactions 
to  chemical  stimuli.  It  has  the  facilities  and 
professional  skills  to  assist  industry  in  probing 
for  answers  regarding  hazards,  adverse  biological 
effects  and  relative  safety  of  specific  chemical 
and  physical  agents,  as  well  as  the  control  of 
specific  hazards  within  a plant  or  working  area. 
In  the  sphere  of  teaching,  an  effective  under- 
graduate exposure  is  considered  essential  to  stim- 
ulate an  interest  in  occupational  problems.  For 
the  practicing  physician  who  is  currently  called 
upon  to  treat  occupational  problems  a program 
of  continuing  education  is  regarded  as  a major 
division  responsibility.  An  example  of  this  func- 
tion is  the  Symposium  on  Occupational  Medi- 
cine described  elsewhere  in  this  issue. 

In  summary,  the  practicing  physician  must 
recognize  his  professional  responsibilities  to  cope 
with  the  health  problems  of  an  expanding  in- 
dustrial environment.  He  must  not  only  be  aware 
of  the  manifestations  of  the  multitude  of  occu- 
pational diseases,  the  criteria  which  differentiate 
these  from  non-occupational  problems,  but  he 
must  have  a sound  understanding  of  the  princi- 
ples and  methods  of  environmental  study  and 
control.  He  must  know  how  to  develop  system- 
atically clinical  and  exposure  information  which 
will  help  him  determine  the  cause  and  guide  him 
in  effective  treatment  and  prevention.  ■ 


Paradox  in  Drug  Testing 


An  interesting  paradox  occurs  in  the  area  of 
drug  testing.  Ultimate  evaluation  of  drug  use- 
fulness is,  for  the  most  part,  in  the  hands  of 
general  practitioners,  yet  general  practitioners 
do  not  seem  capable  of  testing  drugs.  A drug 
that,  when  used  in  practice  does  not  yield  all 
of  the  promised  benefits,  or  one  producing 
unforeseen  adverse  effects,  will  soon  be  dropped 
by  most  physicians.  It  is  obvious  that  such  drugs 
are  not  adequately  tested  prior  to  release  and 
that  the  final  test  comes  in  actual  use. 

Adequate  testing  should,  ideally,  culminate 
in  subjecting  the  drug  to  critical  observation 
while  meeting  the  conditions  to  which  it  will 
be  exposed  after  release. 

Being  critical  observers,  however,  is  not  char- 
acteristic of  physicians  in  private  practice.  Most 


are  oriented  as  healers,  not  as  investigators,  and 
find  it  difficult  to  avoid  using  suggestion  with 
administration  of  any  medication.  The  good 
investigator,  being  a scientist,  works  with  sub- 
jects, who  are  not  patients,  and  under  conditions 
differing  markedly  from  those  found  in  practice. 
He  must  methodically  exclude  from  his  thinking 
many  considerations  that  the  practitioner  can- 
not escape.  He  cannot  test  a drug  under  all  of 
the  conditions  it  will  meet  in  the  hands  of  the 
practitioner.  His  reports,  no  matter  how  care- 
fully he  has  conducted  his  studies,  may  lead  to 
marketing  of  a drug  unable  to  fulfill  the  promises 
he  had  indicated. 

Modell  discusses  this  problem  in  a critical  dis- 
cussion of  a report  from  England  where  a Gen- 
eral Practice  Research  Group  has  been  testing 
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a variety  of  new  drugs.1  Neither  reports  of  con- 
trol measures  nor  statistical  analysis  were  in- 
cluded in  the  British  publication.  Only  one  drug 
was  subjected  to  double  blind  procedure  and 
there  was  no  reference  to  work  of  others. 

Of  this  performance  by  the  general  practice 
group  Modell  says,  “This  is  suggestive  of  meth- 
ods of  examination  too  crude  to  detect  differ- 
ences in  drug  effect  in  man.  Some  positive  con- 
clusions are  stated  which  can  only  represent 
personal  opinion  for  they  cannot  be  drawn  from 
data  in  the  study.” 

Thus  the  paradox.  The  general  practitioner 
invariably  gives  final  verdict  on  drugs  but  can- 


not predict  it  himself  by  drug  testing.  The  aca- 
demician can  predict  some  aspects  of  a drug’s 
performance  but  not  everything  it  will  do  in 
actual  practice.  Neither  fails  in  his  own  field  but 
when  isolated  from  each  other,  the  sum  of  their 
efforts  has  produced  failure  in  a number  of 
instances. 

Correction  of  the  situation  should  not  be  dif- 
ficult. Practitioners  are  a remarkably  flexible 
lot.  With  training  by  academicians  they  could 
become  good  investigators.  If  the  two  groups 
have  failed  by  working  in  isolation,  they  should 
be  able  to  combine  talents  and  achieve  out- 
standing success.  B 


REFERENCE 

1 Modell,  W.,  The  general  practice  research  group. 
Editorial,  Clin  Pharmacol  Ther  4:423-424  (July- August) 
1963. 


Discord  en  Bleu 


H aving  tried  occasionally  to  shout  into  the  abyss 
he  mentions  and  having  experienced  the  identical 
sense  of  frustration  from  its  echoless  absorption 
of  our  sound  waves,  we  understand  fully  the 
sentiment  of  the  editor  of  Guy’s  Hospital  Gazette 
when  he  wrote  under  the  above  title  in  his  issue 
of  25th  January.  He  refers  to  correspondence 
stimulated  when  the  cover  of  the  Gazette  was 
changed  from  striking  black  to  attractive  blue. 

Perhaps  the  British,  in  their  devotion  to  fair- 
ness, have  some  feeling  that  a colored  cover 
may,  in  some  way,  suggest  colored  reports.  Since 
they  only  praised  the  adoption  of  a handsome 
new  design  a year  ago,  replacing  the  one  previ- 
ously used,  we  suspect  from  1721  when  Guy’s 
was  founded,  we  must  assume  that  our  British 
confreres  are  less  sensitive  to  form  than  to  “col- 
our.” Be  that  as  it  may,  we  must  parallel  the 
Gazette  in  suggesting  that  the  color  of  this 
journal  also  could  be  aided  by  readers  bringing 
the  “Colour  of  their  opinions  into  its  inner 
reaches.” 


The  Gazette  said: 

“The  very  vigour  of  the  reaction,  mixed  as  it 
was,  to  the  Gazette’s  “new  blue  ingredient” 
was  most  reassuring  if  only  as  a genuine  re- 
sponse to  stimulation.  It  is  more  usual  for 
the  provocation  occasionally  found  between 
the  covers  to  fall  into  an  abyss  of  silence 
that  is  almost  unnerving.  The  correspond- 
ence column  is  a ready-made  platform  for 
the  would-be  speaker,  whether  of  Hyde 
Park  Corner  or  after-dinner  variety,  and 
Guy’s  has  many  of  both.  Despite  the  fact 
that  one  of  the  smaller  dictionaries  defines 
a “gazette”  as  “an  official  journal  publish- 
ing lists  of  appointments,  bankrupts,  etc.,” 
the  Guy’s  journal  hopes  to  be  neither  so 
limited  nor  so  morbid  in  outlook.  After 
chromatic  observations  on  the  cover,  dare 
the  Gazette  challenge  its  readers  to  bring 
colour  of  their  opinions  into  its  inner 
reaches?”  ■ 
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chronically  fatigued, 
hut  not  anemic- 


a likely  candidate  lor  zentinic 


Multifactor  Hematinic  with  Vitamins 


When  you  encounter  evidence  of  cumulative  iron 
deficiency  without  anemia , consider  Zentinic  for 
rapid  replenishment  of  iron  stores.  As  has  been 
noted,  "Indeed,  after  the  assessment  of  all  the 
data  concerning  iron  metabolism,  the  recom- 
mendation that  most  women  should  supplement 
their  diet  with  a small  amount  of  iron  during  the 
years  that  they  menstruate  and  bear  children 
can  be  fully  justified.”1 

Zentinic  has  these  advantages: 

■ Contains  100  mg.  of  elemental  iron  as  ferrous 
fumarate  / neither  time  released  nor  chelated 
to  delay  or  interfere  with  iron  absorption.2 

■ Supplies  200  mg.  of  vitamin  C / enhances 


absorption  by  helping  to  maintain  the  iron  in 
the  more  readily  absorbed  ferrous  state. 

■ Provides  the  benefit  of  folic  acid  / recent  evi- 
dence3 suggests  that  amounts  as  little  as  0.025 
mg.  daily  by  mouth  may  exert  a therapeutic  ef- 
fect in  the  treatment  of  folic  acid  deficiencies. 

■ Offers  the  B complex  vitamins  / necessary  in 
normal  red-blood-cell  formation  and  for  general 
nutritional  support. 

1.  Editorial:  Postgrad.  Mod..  34:102,  1963.  2.  Brise,  H„  and  Hall- 
berg,  L.:  Acta  med.  acandinav.,  1 71  (Supplement  No.  376)  :23, 
1962.  3.  Sheehy,  T.  W.:  Blood.  18.623,  1961. 
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Dimethyl  Sulfoxide  (DMSO)  in  Musculoskeletal 
Injuries  and  Inflammations 

II.  Dimethyl  Sulfoxide  in  Rheumatoid  Arthritis , Degenerative  Arthritis 

and  Gouty  Arthritis 

EDWARD  E.  ROSENBAUM,  M.D./S  TANLEY  W.  JACOB,  M.D.  Portland,  Oregon 


The  use  of  dimethyl  sulfoxide  (DMSO)  has 
aroused  considerable  interest  among  physicians 
at  the  University  of  Oregon  Medical  School  and 
has  received  publicity  in  the  lay  press.  It  might 
have  been  desirable  to  have  waited  at  least  six 
months  to  a year  before  issuing  this  report;  how- 
ever, we  believe  that  notifying  the  profession 
of  some  of  our  initial  impressions  will  help 
clarify  the  situation. 

In  the  medical  field,  a number  of  reports  have 
been  published  attesting  the  value  of  DMSO 
as  an  anti-freeze  agent  when  this  material  is 
used  to  protect  animal  cells  and  tissues  against 
freezing  injury.  Following  the  report  that  DMSO 
might  be  of  value  as  a primary  pharmacologic 
agent1  and  having  noted  that  DMSO  was  asso- 
ciated with  pain  relief  in  acute  bursitis,2  we 
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The  administration  of  dimethyl  sidfoxide  is 
associated  with  symptomatic  relief  and  objective 
evidence  of  improvement  in  some  patients  with 
rheumatoid  arthritis,  osteoarthritis,  and  gouty 
arthritis.  Dimethyl  sulfoxide  manifests  physio- 
logic activity  when  applied  topically  and  merits 
further  clinical  studies  because  of  its  unusual 
physiologic  action. 


studied  the  material  for  possible  usefulness  in 
the  therapy  of  arthritis. 

rheumatoid  arthritis 

In  initial  trials  of  dimethyl  sulfoxide  by  one 
of  us  (EER)  on  patients  with  severe  rheuma- 
toid arthritis,  the  results  were  disappointing. 
The  first  few  patients  treated  were  those  with 
severe  rheumatoid  arthritis  in  grades  three  and 
four.  Dimethyl  sulfoxide  was  employed  sparingly 
and  applied  to  only  one  or  two  of  the  more 
severely  involved  joints.  Topical  applications  in 
this  group  of  three  patients  were  made  once  or 
twice  daily  over  a period  of  two  weeks  without 
significant  alteration  in  joint  swelling  or  reduc- 
tion in  pain. 

The  other  author  ( SWJ ) used  DMSO  in 
patients  with  rheumatoid  arthritis  classified  as 
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Medical  School,  Portland,  Oregon,  USA.)  Dimethyl 
sulfoxide  (DMSO)  in  musculoskeletal  injuries 
and  inflammations,  II.  Dimethyl  sulfoxide  in  rheum- 
atoid arthritis,  degenerative  arthritis  and  gouty 
arthritis.  Northwest  Med.  63:  227-229  (April)  1964. 

La  administracion  de  sidfoxido  de  dimetil 
(DMSO)  residta  en  mejoramiento  sintomatico  y 
objectivo  en  algunos  pacientes  con  artritis  reu- 
matoiclea,  osteoartritis  y artritis  gotosa.  DMSO  es 
activo  cuanclo  se  aplica  topicamente  y debe  ser 
investigado  en  mayor  detalle  puesto  que  parece 
tener  una  accion  fisioldgica  peculiar. 


From  the  Department  of  Surgery,  University  of  Oregon 
Medical  School,  Portland,  Oregon. 
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fessor of  Pharmacology,  University  of  Oregon  Medical 
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grades  one  and  two.  These  patients  were  treated 
with  larger  doses  and  the  material  was  more 
liberally  applied  to  all  of  the  involved  joints  as 
well  as  to  other  painful  areas  of  the  body.  In 
the  beginning,  the  patients  were  treated  with 
DMSO  once  daily;  subsequently,  the  applica- 
tions were  reduced  to  once  every  36  hours  as 
the  patients  showed  improvement.  In  the  milder 
cases,  evidence  of  less  joint  edema  was  noted 
within  three  to  four  days.  This  was  seen  most 
obviously  when  the  DMSO  was  applied  to  the 
small  joints  of  the  fingers  and  the  wrist.  In 
these  grades  one  and  two,  rheumatoid  arthritics, 
the  patients  demonstrated  increased  strength 
and  range  of  motion  in  the  fingers,  hands,  and 
wrists  within  one  week.  Since  improvement  was 
observed  in  the  milder  cases  of  arthritis,  we 
felt  encouraged  to  again  try  the  material  more 
vigorously  and  in  larger  doses  on  some  of  the 
more  severe  cases  of  rheumatoid  arthritis. 

Four  cases  of  rheumatoid  arthritis,  grade  three, 
with  marked  involvement  of  the  hips,  knees, 
and  ankles,  were  selected.  At  the  end  of  the 
three  week  period,  three  of  these  cases  showed 
less  swelling  of  the  knees  and  ankles.  The  hip 
pain  was  unchanged.  There  was  no  alteration 
in  the  systemic  manifestations  of  rheumatoid 
arthritis,  but  the  patients  all  observed  less  pain 
in  the  knees  and  ankles. 

One  patient  with  severe  rheumatoid  arthritis, 
grade  four,  with  marked  swelling  of  both  knees 
and  ankles,  was  also  treated.  In  this  individual, 
topical  applications  of  DMSO  were  made 
liberally  to  the  involved  joints  once  daily.  This 
was  associated  with  a significant  decrease  in 
soft  tissue  swelling  in  a period  of  three  weeks. 
This  particular  patient  continues  to  have  morn- 
ing stiffness,  some  joint  pain  and  muscle  atrophy, 
but  is  able  to  walk  short  distances  from  bed 
to  chair  without  discomfort.  This  patient  could 
not  do  so  prior  to  DMSO  therapy. 

Three  cases  of  rheumatoid  arthritis,  grade 
three,  treated  for  four  weeks  have,  at  present, 
shown  no  improvement. 

clinical  physiology 

At  this  point,  it  can  be  said  that  topical 
applications  of  DMSO  in  rheumatoid  arthritis 
are  associated  with  absorption  through  the  skin 
as  seen  by  a characteristic  odor  on  the  breath 
which  persists  as  long  as  the  drug  is  admin- 
istered topically.  It  can  also  be  said  that  DMSO 
in  some  cases  of  rheumatoid  arthritis  is  associated 
with  objective  evidence  of  decreased  swelling 


of  involved  joints  plus  subjective  evidence  of 
decreased  pain  in  the  joint  treated.  The  rate 
of  decrease  of  swelling  and  pain  seems  to  be 
directly  proportional  to  the  severity  of  the 
arthritis;  that  is,  the  more  severe  and  the  longer 
the  duration  of  the  disease,  the  more  persistent 
the  applications  of  DMSO  must  be  and  the 
longer  it  takes  to  produce  objective  and  sub- 
jective results.  In  milder  cases  of  rheumatoid 
arthritis,  the  objective  signs  of  decreased  swell- 
ing are  noted  promptly. 

degenerative  arthritis 

We  have  observed  improvement  in  five  fe- 
males with  degenerative  arthritis.  All  of  these 
were  in  the  60  to  70  age  range.  All  had 
advanced,  degenerative  arthritis  of  the  knees 
as  demonstrated  radiologically  and  by  clinical 
history.  In  two  of  these,  there  were  flexion 
contractures  of  the  knees.  Dimethyl  sulfoxide 
was  applied  to  both  knees  once  daily.  Pain 
relief  occurred  after  one  week  on  daily  appli- 
cation. These  patients  have  continued  to  treat 
their  knees  and  have  maintained  pain  relief 
with  repeated  applications.  In  one  of  these 
five  patients,  the  relief  lasted  approximately 
one  week,  but  recurred  in  spite  of  DMSO.  A 
sixth  patient  with  severe  degenerative  arthritis 
received  topical  applications  of  DMSO  over  a 
period  of  one  week  without  benefit. 
gouty  arthritis 

Two  patients,  aged  36  (male)  and  23  (female) 
with  gouty  arthritis  of  the  metatarso-phalangeal 
joint,  in  both  instances  of  the  right  great  toe, 
were  seen.  We  are  aware  that  gout  is  rare  in 
the  female  before  menopause.  These  terminal 
uremic  patients,  however,  were  being  main- 
tained on  chronic  renal  dialysis  twice  week- 
ly, which  is  probably  the  reason  for  the  occur- 
rence of  this  disease  in  a female  of  23  years.  At 
the  time  of  examination,  the  joints  were  tense 
and  swollen,  exhibiting  a bluish-red,  cyanotic 
appearance  with  local  distention  of  veins.  In 
both  patients,  the  diagnosis  had  been  definitely 
established  by  finding  of  the  characteristic 
needle-like  sodium  urate  crystals.  Dimethyl  sul- 
foxide in  both  was  applied,  in  90  per  cent 
strength,  liberally  to  the  involved  great  toe. 
There  followed  dramatic  relief  of  rest  pain 
occurring  in  20  minutes  with  duration  of  benefit 
lasting  six  hours  in  the  male  and  four  hours  in 
the  female.  In  both  patients,  the  medication 
was  repeated  two  additional  times  with  the 
same  result. 
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method  of  application  of  dimethyl  sulfoxide 

The  dimethyl  sulfoxide  used  in  these  clinical 
experiments  was  of  the  special  medical  grade 
produced  by  the  Crown  Zellerbach  Corporation, 
Camas,  Washington.  It  was  diluted  to  90  per 
cent  with  water  and  liberally  applied  over  the 
skin  with  a cotton  applicator  in  amounts  of  6 
to  8 cc  so  as  to  surround  the  entire  involved 
joint. 

Following  the  application  of  DMSO,  patients 
frequently  experienced  warmth  and  in  some 
cases  erythema  with  occasional  vesicular  erup- 
tion. This  usually  disappeared  in  an  hour  or  two; 
however,  some  patients  stated  that  itching  per- 
sisted for  several  hours.  In  repeated  topical 
applications,  dryness  and  flaking  of  the  skin 
were  present. 

In  using  DMSO,  if  dermatitis  becomes  marked, 
the  patient  is  advised  to  discontinue  therapy 
until  the  condition  improves.  We  have  recently 
found  that  DMSO  60  per  cent  with  glycerine 
40  per  cent,  by  weight,  lessens  the  incidence  of 
skin  irritation.  As  of  now,  it  is  believed  that 
the  glycerine  solution  is  not  as  effective  as 
90  per  cent  in  water.  Patients  are  cautioned  not 
to  apply  DMSO  with  any  other  chemical  on  the 
skin  or  to  allow  DMSO  to  contact  synthetic  fibers 
of  clothing  since  the  clothing  may  be  harmed 
by  this  solvent. 

discussion 

In  a previous  report,-  we  described  seven  cases 
of  acute  bursitis  responding  to  the  topical  appli- 
cations of  DMSO.  Since  that  report,  three  ad- 
ditional patients  have  been  treated.  In  one, 
there  was  no  pain  relief.  In  the  second  and  third 
patients,  the  results  were  similar  to  the  initial 
seven.  It  seems  worthwhile  at  this  point  to 
review  just  what  happens  when  a patient  with 
acute  subdeltoid  bursitis  is  treated. 

The  last  patient  treated  was  a 60  year  old 
physician  who  developed  acute  bursitis  of  the 
right  shoulder  24  hours  previously.  He  had 
been  up  all  night  applying  liberal  doses  of 
methylsalicylate  and  taking  rather  large  doses 
of  aspirin  without  relief.  When  he  was  seen 
in  the  office,  it  was  impossible  to  move  the 
involved  shoulder  actively  or  passively  because 
of  severe  discomfort.  DMSO  was  applied  liberal- 
ly to  the  entire  shoulder  and  axillary  area.  With- 
in ten  minutes  some  erythema  and  mild  vesi- 
culation  occurred.  Within  25  minutes,  the  patient 
stated  that  he  had  slight  relie'  equivalent  to  that 
obtained  with  topical  appli  ^tions  of  methyl- 


salicylate. Within  30  minutes,  the  pain  relief  was 
considerable— so  notable  that  he  could  abduct  the 
arm  to  a sixty  degree  angle.  At  that  point,  the 
pain  would  recur,  but  it  was  not  the  severe 
throbbing  discomfort  which  he  had  had  prior  to 
DMSO  therapy.  He  left  the  office  and  in  about  an 
hour  again  developed  throbbing  pain  in  his 
shoulder.  He  realized  that  this  had  occurred 
because  he  had  actively  used  his  shoulder.  This 
pain  subsided  with  ten  grains  of  aspirin.  He 
had  no  pain  during  the  rest  of  the  day  ( 7 hours ) 
during  which  time  he  was  able  to  lie  down  and 
sleep  for  the  first  time  in  24  hours.  When  he 
awoke,  he  was  comfortable.  He  reapplied  DMSO 
that  evening  before  retiring.  The  next  morning, 
he  reported  that  he  did  not  have  any  pain  in  his 
shoulder,  but  there  was  still  minimal  limitation 
of  motion.  He  reapplied  DMSO  twice  that  day. 
No  further  therapy  was  necessary. 

It  has  been  suggested  that  these  initial  ob- 
servations should  be  confirmed  by  a double 
blind  study.  We  concur  that  this  might  be 
desirable.  It  was  our  feeling,  however,  that 
one  does  not  do  a double  blind  study  until 
the  clinical  observer  thoroughly  satisfies  himself 
that  the  material  has  sufficient  physiologic 
activity  to  merit  this  sort  of  evaluation.  At  this 
point,  we  are  satisfied  that  DMSO  has  physio- 
logic activity  in  acute  bursitis  and  in  arthritis. 
When  double  blind  studies  are  undertaken,  one 
of  the  problems  will  be  that  this  material  has 
such  a characteristic  odor  and  skin  response  it 
may  be  difficult  to  duplicate  it  without  the  ob- 
server’s knowledge.  We  know  of  no  other  chemi- 
cal which  simulates  these  effects. 

It  is  well  known  that  in  mild  rheumatoid 
arthritis  and  acute  subdeltoid  bursitis,  suggestion 
plays,  a role  in  improvement.  The  results  with 
this  material,  however,  have  been  consistent 
coupled  with  objective  evidence  of  decreased 
swelling.  We  believe  that  DMSO  produces  a 
physiologic  action  when  applied  topically. 

Long-term  toxicity  studies  in  laboratory  ani- 
mals are  currently  under  way  at  the  University 
of  Oregon  Medical  School. 

3181  S.W.  Sam  Jackson  Park  Road 
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Valves  of  the  Iliac  and  Femoral  Veins 

ROBERT  E.  M U L LA  R K Y,  M.  D.  Seattle,  Washington 


Number  and  competence  of  valves  in  the  veins 
of  the  lower  extremity  are  important  in  the  main- 
tenance of  a healthy  circulation  of  blood.  Van 
Der  Heyde,1  Walker2  and  others  have  shown  that 
the  static  or  resting  venous  pressure  in  the  foot 
with  the  patient  standing  is  always  equal  to  a 
column  of  water  reaching  to  the  level  of  the 
heart.  A dynamic  pressure  reading  taken  while 
walking  normally  shows  a drop  in  pressure  of 
about  60  per  cent.  When  valves  are  defective, 
there  may  be  very  little  change  between  the 
static  and  dynamic  pressures.  The  efficiency  of 
the  muscular  blood  pump  depends  upon  the 
presence  of  functioning  valves  to  prevent  back- 
flow  and  regurgitation  of  blood. 

observations  of  others 

There  are  no  valves  in  the  inferior  vena  cava. 
The  number  of  valves  in  the  iliac  and  femoral 
veins  would  thus  have  an  important  bearing  on 
the  venous  pressures  in  the  leg.  There  are  two 
quite  divergent  views  regarding  the  number  and 
significance  of  valves  in  this  region. 

Eger  and  Wagner,3  in  a study  of  100  cases, 
found  absence  of  valves  in  42  instances  and  con- 
cluded that  “there  is  a 42  per  cent  minimal  inci- 
dence of  increased  stress  at  the  sapheno-femoral 
junction— and  that  this  is  a potential  etiologic 
factor  in  the  development  of  varicose  veins.” 
They  did  not  report  the  number  of  these  limbs 
having  varicose  veins. 

Powell  and  Lynn4  found  that  “In  25  per  cent 
of  54  limbs  there  were  no  valves  whatsoever  . . . 
between  the  heart  and  mouth  of  the  long  saph- 
enous vein.”  They  then  concluded  that  in  the 
remaining  75  per  cent,  four-fifths  of  the  valves 

abstract 

mullaeky,  r.  e.  (2649  Shoreland  Drive  South, 
Seattle,  Washington,  U.S.A.)  Valves  of  the  iliac  and 
femoral  veins.  Northwest  Med  63:  230-231  (April) 
1964. 

Veins  in  38  extremities  were  examined  for 
number  and  location  of  valves.  One  or  more 
valves  were  found  in  all  cases  at  the  sapheno- 
femoral  junction  and  in  the  superficial  femoral 
or  above.  Other  locations  were  variable.  There 
was  no  evidence  that  absence  of  valves  in  fem- 
oral or  iliac  veins  is  a cause  of  varicose  veins  in 
the  leg. 


Distribution  of  Valves  in  Veins  (38  Limbs) 

appeared  to  be  incompetent.  According  to  their 
assessment,  about  every  second  person  should 
be  a potential  sufferer  from  varicose  veins.  The 
number  of  cases  with  varicose  veins  was  not 
indicated  in  their  series. 

Basmajian,5  on  the  other  hand,  studied  the 
presence  of  valves  in  76  limbs  and  found  valves 
above  the  sapheno-femoral  junction  in  61  limbs 
or  80.2  per  cent  and  absent  in  15  limbs  or  19.8 
per  cent.  Two  of  these  limbs  had  varicose  veins 
and  in  both  instances  there  was  a competent 
valve  above  the  sapheno-femoral  junction.  He 
concluded  that  “the  presence  or  absence  of 
valves  in  the  main  venous  trunk  proximal  to  the 
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mullarky,  r.  e.  (2649  Shoreland  Drive  South, 
Seattle,  Washington,  U.S.A.)  Valves  of  the  iliac  and 
femoral  veins.  Northwest  Med  63:  230-231  (April) 
1964. 

Se  examinaron  las  venas  en  38  piemas  para 
determiner  el  mimero  y localizacion  de  las  val- 
vulas.  Una  o itms  valvulas  se  encontraron  con 
regularidad  al  nivel  de  la  anastomosis  safeno- 
femoral  y en  la  vena  superficial  femoral  o mas 
arriba.  No  se  encontraron  valvulas  en  otros  sitios 
con  suficiente  regularidad.  No  hubo  evidencia 
que  la  ausencia  c*z  valvulas  en  las  venas  iliacas 
o femorales  es  c-ysa  de  varices. 
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termination  of  the  long  saphenous  vein  is  at 
most  only  of  theoretical  importance.” 

personal  observation 

In  an  attempt  to  clarify  this  matter,  the  veins 
of  38  extremities  were  examined  in  situ  from  the 
inferior  vena  cava  to  a point  6 cm  below  termina- 
tion of  the  deep  femoral  vein.  Vestigial  valves 
were  not  counted.  The  examinations  were  made 
on  well-preserved  cadavers  of  both  sexes  be- 
tween the  ages  of  42  and  82  years.  One  cadaver 
had  varicose  veins  of  both  legs.  This  study  was 
made  in  the  anatomy  laboratory  of  the  Univer- 
sity of  Washington  School  of  Medicine,  Seattle, 
under  the  direction  of  David  L.  Bassett,  Pro- 
fessor of  Gross  Anatomy. 

Distribution  of  the  valves  is  shown  in  table 

1.  No  valves  were  found  in  the  inferior  vena 
cava,  the  common  iliac  vein,  or  in  the  femoral 
vein  between  the  inguinal  ligiment  and  termina- 
tion of  the  deep  (profunda)  femoral  vein. 

Table  1 

Total  Number  of  Valves  and  Percentage  Distribution 


Valves 

External  iliac  below  junction  of 

internal  iliac  ...  

No. 

11 

% 

28.9 

Internal  iliac  at  junction  with 

external  iliac 

. 3 

7.9 

Femoral  vein  at  the  inguinal 

ligament  

_ 31 

86.8 

Superficial  femoral  at  its  junction 

with  the  deep  femoral 

. 32 

84.2 

Deep  femoral  at  junction  of 
superficial  femoral 

. 21 

55.2 

Great  saphenous  at  junction 
of  femoral 

. 38 

100 

Valves  present  in  superficial 

femoral  or  above  

. 38 

100 

Valves  in  superficial  femoral  but 
not  above  

2 

5.2 

(One  on  right  leg  and  one  on  left 
leg.  Varicose  veins  not  present.) 

Two  limbs  had  varicose  veins  in  leg  and  thigh 
but  had  normal  valves  at  the  inguinal  ligament 
and  in  superficial  and  deep  femoral  veins.  There 
were  normal  and  apparently  competent  valves 
in  the  great  saphenous  vein  at  the  sapheno-fem- 
oral  junction  in  all  specimens  examined. 

The  great  saphenous  vein  had  a normal  valve 
at  the  sapheno-femoral  junction  in  every  case. 
In  13  cases  there  were  two  valves  within  6 cm 
of  the  junction;  four  had  three  valves  and  one 
had  four  valves. 

The  external  iliac  vein.  Eger  and  Wagner 


found  valves  in  22  per  cent  of  200  limbs,  Powell 
and  Lynn  found  33  per  cent  in  54,  while  Basma- 
jian  found  22  per  cent  in  72  limbs.  In  my  series 
there  were  29  per  cent  in  38  cases.  When  the  four 
series  are  combined,  there  is  a valve  in  25  per 
cent. 

The  femoral  vein.  Basmajian  found  valves 
present  in  98.7  per  cent  of  72  limbs.  He  found 
the  average  number  of  valves  was  three.  In  my 
series  there  were  valves  in  the  common  femoral 
vein  under  or  just  below  the  inguinal  ligament 
in  86.8  per  cent  and  in  the  superficial  femoral 
below  the  profunda  junction  in  84.2  per  cent. 
There  was  at  least  one  valve  in  every  case. 
Basmajian  found  valves  in  the  superficial  femoral 
just  below  junction  with  the  deep  femoral  in 
89.5  per  cent.  Powell  and  Lynn  found  such  a 
valve  in  93.0  per  cent.  This  is  the  most  constant 
site  for  a valve  in  the  main  channel. 

conclusions 

1.  There  is  a normal  valve  above  the  sapheno- 
femoral  junction  in  95  per  cent  of  cases. 

2.  There  are  valves  in  the  femoral  vein  at  the 
inguinal  ligament  in  86.8  per  cent,  at  the  junction 
with  the  deep  femoral  in  84.2  per  cent,  and  at 
least  one  valve  at  or  above  the  junction  with 
the  profunda  in  100  per  cent  of  cases. 

3.  The  great  saphenous  vein  always  has  at 
least  one  valve  at  the  sapheno-femoral  junction. 

4.  Two  limbs  with  varicose  veins  had  normal 
valves  above  and  below  the  sapheno-femoral 
junction  as  well  as  normal  valves  in  the  great 
saphenous  vein. 

5.  There  is  no  evidence  in  this  series  that 
absence  of  valves  in  the  femoral  or  iliac  veins  is 
a cause  of  varicose  veins  of  the  leg.  ■ 

2649  Shoreland  Drive  South  (98144) 
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Signed  Release  a Prejudice  to  Drug  Tests 

EDWARD  E.  ROSENBAUM,  M.D.  Portland,  Oregon 


It  seems  worthwhile  to  discuss  the  question  of 
the  advisability  of  a patient  being  asked  to  sign 
a release  when  a new  experimental  drug  is  being 
tried. 

In  the  present  social  climate  it  is  obviously 
almost  mandatory  that  a patient  being  treated 
with  a new  drug  not  only  be  informed  that  he 
is  starting  a new  drug  with  potential  risks  and 
dangers,  but  that  he  be  formally  asked  to  sign 
a legal  paper  stating  that  this  has  been  done. 

One  can  reasonably  ask  if  this  request  for 
formal  signing  of  a paper  might  not  have  an 
adverse  psychological  effect  upon  a new  drug 
trial.  An  example  might  be  an  airplane  flight. 
Most  of  us  are  well  aware  that  there  is  a certain 
element  of  risk  in  an  airplane  flight.  Many  ap- 
proach the  plane  with  fear  and  trepidation. 
What  would  be  the  reaction  of  potential  passen- 
gers if,  prior  to  boarding  a plane,  they  were 
asked  to  sign  a paper  stating  that  they  realized 
that  there  were  inherent  risks  in  flight  and  that 
the  company  would  not  be  held  liable.  What 
would  be  the  reaction  of  a passenger  about  to 
board  a plane,  one  new  in  service  such  as  a 1,800 
mph  jet  and  told  that  the  risk  is  even  greater 
than  seen  in  other  jets,  a fact  of  which  he  is  well 
aware,  but  the  serious  question  is,  should  he  be 
asked  to  sign  a formal  paper  to  this  effect.  Never- 
theless, this  is  what  we  are  doing  in  medicine 
today;  and  I feel  it  is  worthwhile  to  cite  the 
following  two  cases. 

1.  Mrs.  S.  L.,  a 67  year  old  white  widow,  had 
suffered  from  degenerative  arthritis  for  a number 
of  years.  She  entered  with  a disabling  attack, 
present  for  two  or  three  months  with  the  disease 
so  severe  that  she  could  hardly  navigate  around 
her  home.  Intra-articular  hydrocortisone  and  oral 
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rosenbaum,  e.  e.  (333  N.W.  23rd  Avenue,  Port- 
land, Oregon,  USA.)  Signed  release  a prejudice  to 
drug  tests.  Northwest  Med  63:  232-233  (April)  1964. 

Two  patients  willing  to  act  as  subjects  during 
investigation  of  a new  drug  (DMSO)  became 
alarmed  after  thinking  over  dangers  implied  in 
the  release  they  were  asked  to  sign.  Fear  stim- 
ulated by  demanding  a signed  release  is  seri- 
ously prejudicial  to  results  of  drug  tests. 


Tandearil  were  tried  without  benefit.  The  patient 
was  then  given  DMSO.  Prior  to  the  administra- 
tion of  DMSO,  she  was  informed  that  this  ma- 
terial was  of  an  experimental  nature  and  was 
asked  to  sign  the  formal  release.  Twenty-four 
hours  after  taking  the  drug,  the  patient  called 
to  say  she  was  worse  than  prior  to  treatment. 
She  said  she  was  certain  she  would  never  be  able 
to  get  out  of  bed  and  that  the  drug  had  pro- 
duced this  reaction.  The  patient  was  hospitalized 
the  following  day.  At  that  point,  there  was  no 
obvious  change  in  her  knees.  She  mentioned 
parenthetically  that  she  had  tried  the  DMSO 
on  stiff  fingers  and  these  had  been  helped  con- 
siderably. It  was  very  obvious  after  hospitaliza- 
tion that  the  patient  had  had  a severe  reaction 
to  the  discussion  of  the  potential  toxicity  of 
DMSO.  This  severe  reaction  was  probably  pre- 
cipitated by  the  signing  of  a formal  release. 

2.  A 45  year  old  male  laborer  was  seen  be- 
cause of  bursitis  of  one  months’  duration.  This 
patient  had  the  usual  signs  of  pain  and  limita- 
tion of  motion  with  an  x-ray  study  of  the  joint 
revealing  no  abnormalities.  The  patient  was 
asked  if  he  would  be  interested  in  trying  an  ex- 
perimental drug  and  his  immediate  enthusiastic 
reply  was,  yes.  He  had  read  of  DMSO  in  the 
newspapers  and  thought  it  would  be  an  excel- 
lent idea  to  use  the  material.  Two  cc  to  three  cc 
of  DMSO  was  applied  topically  on  the  shoulder 
in  the  office  and  after  half  an  hour,  the  patient 
thought  he  had  experienced  some  relief;  how- 
ever, this  was  rather  indefinite. 

He  was  given  60  cc  of  DMSO  and  cotton  ap- 
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rosenbaum,  e.  e.  (333  N.W.  23rd  Avenue,  Port- 
land, Oregon,  USA.)  Signed  release  a prejudice  to 
ding  tests.  Northwest  Med  63:  232-233  (April)  1964. 

Dos  pacientes  que  habian  accedido  a partici- 
par  en  la  experiment acion  de  una  nueva  madi- 
cina  (DMSO),  mostraron  gran  alarma  despues 
de  haber  leido  los  implecitos  riesgos  en  las  formas 
de  consentimiento  que  estos  pacientes  habrian 
de  firmer.  Este  miedo  provocado  al  demandar 
el  firmer  esta  clese  de  papel,  tiene  line  influencia 
edversa  sobre  los  resultedos  de  pruebas  experi- 
mentales. 


232 

Northwest  Medicine,  April  1964 


plicators  and  asked  to  apply  this  as  often  as 
every  four  hours  and  to  report  back  in  48  hours. 
The  patient  failed  to  report  back  and  for  that 
reason  was  called  by  telephone.  His  answer  was 
that  on  leaving  the  office,  he  felt  this  material 
might  be  injurious.  He  therefore  became  quite 
apprenhensive,  went  to  another  physician,  and 
had  a cortisone  injection  in  the  shoulder  which 
did  not  help,  but  under  no  circumstances  did 
he  want  to  try  the  DMSO  again,  fie  also  men- 
tioned that  he  did  not  want  it  around  his  room 
because  he  didn’t  know  who  might  get  a hold 
of  it  and  what  damage  it  might  cause  to  them. 

The  new  regulations  applying  to  drug  investi- 
gation have  not  only  increased  costs  but  also 
have  imposed  conditions  interfering  seriously 


with  scientific  evaluation.  Thus  they  have  in- 
corporated defeat  of  the  very  aims  of  their 
originators.  No  one  can  deny  need  for  the  great- 
est possible  protection  of  the  subject  used  in 
drug  trials  and  equally  great  need  for  protection 
of  the  investigator.  In  meeting  these  needs,  how- 
ever, it  must  be  recognized  that  drug  investiga- 
tion cannot  yield  truly  scientific  answers  to  ques- 
tions about  either  efficacy  or  hazard,  if  profound 
psychologic  effect  is  allowed  to  prejudice  the 
results. 

The  signed  release,  now  required,  does  exactly 
that  and  interferes  so  seriously  with  results  that 
the  public  is  left  without  means  of  obtaining 
truly  scientific  protection  in  many  instances.  ■ 
333  N.W.  23rd  Ave.  (97210) 


Gastroduodenal  Jejunostomy  with  Vagotomy 

ARNOLD  L.  LEHMANN,  M.D.  Spokane,  Washington 


Vagotomy  with  gastric  drainage  is  an  effective 
procedure  in  treatment  of  peptic  ulcer  diathesis. 
Variants  of  pyloroplasty  and  gastrojejunostomy 
are  numerous  but  recently  a particular  problem 
demanded  modification  of  this  drainage  proced- 
ure. 


CASE  REPORT 

A 74  year  old  white  woman  had  had  gall  bladder 
disease  for  more  than  20  years.  Four  years  ago  she 


had  an  active  duodenal  ulcer  which  responded  nicely 
to  medical  management.  Recurrent  pain  and  vomit- 
ing forced  surgical  intervention. 

On  September  10,  1963,  she  underwent  surgery. 
The  gall  bladder,  moderately  indurated  and  inflamed 
contained  one  large  stone.  The  duodenum  also  was 
indurated.  Both  vagus  nerves  were  sectioned  at  the 
diaphragmatic  hiatus.  In  view  of  the  patient’s  age, 
pyloroplasty  seemed  simpler  than  gastroenterostomy. 
I made  a linear  incision,  on  the  anterior  aspect  of 
the  distal  stomach,  through  the  pyloric  ring  and  onto 
the  duodenum.  To  my  surprise,  on  exploration,  the 
duodenum  would  barely  admit  the  tip  of  the  index 
finger  due  to  cicatrization  and  spasm  at  the  junction 
of  the  first  and  second  portions  of  the  duodenum. 
Rather  than  make  another  incision,  I delivered 
proximal  jejunum  through  an  avascular  rent  in  the 
mesocolon  and  brought  it  adjacent  to  the  pyloroplasty 
incision  in  an  isoperistaltic  direction.  A very  short 
afferent  loop  was  utilized.  No  clamps  were  used.  A 
posterior  row  of  interrupted  4-0  cotton  sutures  was 
placed.  A 3-0  chromic  running  suture  was  used  for 
the  inner  row  of  the  posterior  lip  of  the  anastomosis 
and  was  continued  anteriorly  as  a Connel  type  of 
stitch.  The  anterior  row  of  the  anastomosis  was 
then  reinforced  with  a single  row  of  interrupted  4-0 
cotton  sutures.  The  stomach  and  duodenum  were 
delivered  below  the  avascular  rent  in  the  mesocolon. 
The  rent  was  apposed  to  the  duodenum  and  the 
gastric  wall  with  interrupted  4-0  cotton  sutures, 
to  prevent  herniation  at  a later  date.  Cholecystec- 
tomy was  carried  out  uneventfully.  She  recovered 
nicely  from  the  operation  and  four  months  later 
offered  no  complaints. 

X-ray  examination  on  January  29,  1964,  showed 
some  barium  leaving  by  way  of  the  anastomosis  but 
the  majority  left  by  way  of  the  duodenal  bulb.  No 
ulceration  was  visualized  and  there  was  no  delay  in 
gastric  evacuation. 
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Fig.  la.  X-ray  on  December  14,  1959.  Arrow  indicates  ulcer  crater. 

Fig.  lb.  X-ray  on  September  3,  1963.  Patient  symptomatic  but  no  ulcer  crater 

demonstrated. 

Fig.  lc.  X-ray  on  January  29,  1964.  Postoperative  status  of  gastroduodenal  jejunostomy 
(roentgenologist’s  impression  is  that  it  may  even  be  duodenum  rather  than  jejunum). 


comment 

An  incision  at  a slightly  more  dependent  por- 
tion of  the  stomach  and  duodenum  would  have 
been  selected,  but  this  is  not  critical.  This  drain- 
age procedure  may  have  advantages  of  both  py- 
loroplasty and  the  usual  gastrojejunostomy.  Use 
of  the  distal  aspect  of  the  stomach  may  be  more 
physiological  compared  to  gastrojejunostomy. 
The  object  of  the  operation  is  to  provide  drain- 
age and  this  procedure  may  allow  a more  patu- 
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lehmann,  a.l.  (224  Medical  Center  Bldg.,  Spokane, 
Washington,  USA)  Gastroduodenal  jejunostomy 
with  vagotomy.  Northwest  Med  63:  233-234  (April) 
1964. 

Vagotomy  requires  an  ancillary  gastric  drain- 
age operation.  An  anastomosis  between  the  area 
of  the  pyloric  sphincter  and  the  first  portion  of 
the  jejunum  combines  the  advantages  of  pyloro- 
plasty and  gastrojejunostomy.  It  permits  a more 
relaxed  sphincter  and  also  permits  the  alkaline 
juice  from  the  jejunum  to  act  as  buffer  and  neu- 
tralizer in  the  area  of  the  duodenal  ulcer.  This 
operation  of  vagotomy  with  gastroduodenal 
jejunostomy  was  satisfactory  in  the  case  reported 
and  may  merit  wider  application. 


lous  pyloric  sphincter.  Utilization  of  a very 
proximal  portion  of  the  jejunum,  anastomosed  in 
isoperistaltic  fashion,  leads  buffering  juices  more 
directly  to  the  area  of  peptic  ulceration.  Further 
investigation  and  long  term  observation  are  im- 
perative but  this  preliminary  report  may  give 
impetus  to  its  selection  as  a drainage  operation 
of  choice  when  combined  with  vagotomy.  ■ 

224  Medical  Center  Bldg.  (99204) 
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lehmann,  a.l.  (224  Medical  Center  Bldg.,  Spokane, 
Washington,  USA)  Gastroduodenal  jejunostomy 
with  vagotomy.  Northwest  Med  63:  233-234  (April) 
1964. 

La  vagotomia  requiere  una  operacion  de  dren- 
aje  gastrico.  Una  anastomosis  entre  el  area  del 
esfincter  pilorico  y la  primer  porcion  del  yeyuno 
combine  las  ventajas  de  la  piloroplastia  y la  gas- 
troyeyunostomia,  permite  un  esfincter  mas  rela- 
jado  y tambien  permite  los  jugos  mas  alcalinos 
del  yeyuno  a actuar  como  buffer  y neutralizar 
el  area  de  la  ulcera  duodenal.  Esta  operacion 
fue  satisfactory  en  el  presente  caso  y puede 
tener  posibilidades  tnas  amplias. 
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Acute  Pericarditis  and  the  Woljf -Parkinson-White 

Syndrome 

HERBERT  J.  SEMLER,  M.D.  Portland,  Oregon 


The  Wolff-Parkinson-White  syndrome,  or  as  it 
is  referred  to,  anomalous  atrioventricular  exci- 
tation, frequently  simulates  organic  heart  disease 
from  the  electrocardiographic  standpoint.  It  is 
important  to  recognize  this  syndrome  as  it  is 
compatible  with  normal  existence  and  survival 
time. 

The  distinguishing  electrocardiographic  cri- 
teria of  the  Wolff-Parkinson-White  (WPW)  syn- 
drome include  a shortened  P-R  interval,  of  less 
than  0.12  second,  delta  waves,  and  prolonged 
QRS  complexes,  of  more  than  0.12  second.1  Fur- 
thermore, patients  with  the  WPW  syndrome  are 
especially  prone  to  paroxysmal  tachycardia  of 
either  supraventricular  or  ventricular  origin,  the 
former  being  the  most  frequent.-’  3 This  syndrome 
is  also  characterized  by  the  lack  of  underlying 
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semler,  h.  j.  (2330  N.W.  Flanders  Street,  Port- 
land, Oregon,  USA.)  Acute  pericarditis  and  the 
Wolff-Parkinson-White  syndrome.  Northwest  Med 
63:  235-238  (April)  1964. 

A 51-year-old  woman  was  observed  during 
bizarre  ectopic  supraventricular  tachycardia 
which  on  reversion  to  sinus  rhythm  showed 
characteristic  changes  of  the  Wolff-Parkinson- 
White  (WPW)  syndrome.  In  addition,  there  were 
clinical  signs  of  acute  pericarditis  manifested 
by  pericardial  friction  rub  and  acute  enlargement 
of  the  cardiac  silhouette  which  subsequently 
returned  to  the  normal  size.  From  serial  electro- 
cardiograms taken  before,  during  and  after  her 
illness,  it  was  shown  that  the  S-T  and  T wave 
changes  associated  with  the  WPW  syndrome 
seriously  obscured  the  electrocardiographic  rec- 
ognition of  co-existent  pericarditis.  The  import- 
ance of  recognizing  this  syndrome  is  emphasized 
in  view  of  its  favorable  prognosis. 


From  the  Department  of  Medicine,  Division  of  Cardiology, 
St.  Vincent  Hospital  and  the  University  of  Oregon  Medical 
School,  Portland. 

Presented  at  the  Annual  Meeting  of  Oregon  Medical 
Association,  Portland,  September  26,  1962. 


organic  heart  disease  which,  when  present,  is 
thought  to  be  coincidental.4-" 

difficult  recognition 

A patient  was  observed  during  a severe  episode 
of  bizarre  tachycardia  which  heralded  the  ap- 
pearance of  acute  pericarditis.  On  reversion  to 
sinus  rhythm,  the  electrocardiographic  features 
of  the  WPW  syndrome  were  present.  Since  a 
similar  case  could  not  be  found  in  the  available 
literature,  it  seemed  important  to  report  this 
rarity,  plus  the  difficulties  encountered  in  recog- 
nizing the  electrocardiographic  signs  of  peri- 
carditis in  the  presence  of  anomalous  atrioventri- 
cular excitation. 

CASE  REPORT 

A 51 -year-old  white  woman  was  admitted  to  the 
hospital  on  December  13,  1961,  because  of  persistent 
tachycardia  of  approximately  12  hours  duration. 
This  was  accompanied  by  palpitation,  generalized 
weakness,  and  fatigue.  She  denied  having  chest 
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semler,  h.  j.  (2330  N.W.  Flanders  Street,  Port- 
land, Oregon,  USA.)  Acute  pericarditis  and  the 
Wolff-Parkinson-White  syndrome.  Northwest  Med 
63:  235-238  (April)  1964. 

Una  mujer  de  51  ahos  de  cdad  fue  observada 
durante  un  ataque  atipico  de  taquicardia  supra- 
ventricular ectopica. 

Despues  de  convertir  esta  a ritmo  sinusal,  se 
vieron  los  cambios  caracteristiticos  del  stndrome 
de  Wolff-Parkinson-White  (WPW).  Ademas, 
habta  signos  de  pericarditis  aquda,  tales  como  el 
frote  pericdrdico  y agrandamiento  de  la  silueta 
cardiaca,  la  cual  posteriormente  retorno  a di- 
mension.es  normales.  Se  demostro,  con  una  serie 
de  electrocardiogramas  tornados  antes,  durante 
y despues  de  la  enfermedad,  que  el  intervalo 
S-T  y los  cambios  de  la  onda  T asociados  con  el 
stndrome  de  WPW,  obscurecen  la  evidencia 
electrocardiografica  de  pericarditis  coexistente. 

Se  sehala  la  importancia  de  reconocer  este 
sindrome  en  virtud  de  su  pronostico  favorable. 
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Fig.  1.  Electrocardiogram  taken  during  paroxysm  of  rapid  atrial  fibrillation  with 
aberrant  intraventricular  conduction.  The  ventricular  rate  averages  214  beats  per  minute. 


pain,  dyspnea  or  recent  febrile  illness.  Previous 
medical  history  was  noncontributory  except  for  an 
awareness  of  brief  episodes  of  palpitation  intermit- 
tently the  preceding  ten  years. 

When  examined,  patient  was  flushed  and  rather 
obtunded.  Temperature  was  100.6  F per  rectum 
and  the  blood  pressure  was  145/80.  The  radial  pulse 
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Fig.  2.  A.  Esophageal  electrocardiogram  at  the  35  cm  level 
showing  the  short  P-R  interval,  delta  wave  and  broad  QRS 
complex. 

B.  Continuous  tracing  of  lead  V.(  recorded  before,  during 
(double  line)  and  after  a Valsalva  maneuver.  There  is 
prolongation  of  the  P-R  interval  from  0.10  to  0.15  second 
accompanied  by  narrowing  of  the  QRS  complex  from 
0.12  to  0.07  second. 


was  irregular,  140  per  minute,  associated  with  an 
apical  rate  greater  than  175.  The  first  heart  sound 
varied  slightly  in  intensity.  No  murmurs,  friction 
rubs,  or  signs  of  cardiac  decompensation  were 
present. 

The  electrocardiogram  showed  an  irregular  ven- 
tricular response  of  214  with  broad  QRS  complexes 
resembling  ventricular  tachycardia  (Fig.  1).  After 
comparison  with  subsequent  electrocardiograms,  it 
was  interpreted  as  rapid  atrial  fibrillation  with  aber- 
rant intraventricular  conduction.  No  improvement 
occurred  after  carotid  sinus  massage,  oxygen  in- 
halation, sedation,  or  intravenous  norepinephrine 
and  0.8  mg  of  lanatoside  C.  Following  the  intra- 
muscular injection  of  600  mg  of  procaine-amide,  the 
ventricular  rate  slowed  to  90.  The  electrocardiogram 
now  displayed  a P-R  interval  of  0.10  second,  delta 
waves  and  QRS  duration  of  0.12  second,  typical 
of  the  Wolff-Parkinson-White  syndrome. 

These  findings  were  further  confirmed  by  record- 
ing an  esophageal  electrocardiogram,  (Fig.  2A). 
The  patient’s  electrocardiogram  taken  three  years 
previously  was  then  reviewed  and  it  also  showed  the 
WPW  complexes,  (Fig.  3). 

An  attempt  was  made  to  normalize  the  anomalous 
atrioventricular  conduction  by  having  her  perform 
a Valsalva  maneuver  and  observing  the  changes  in 
the  electrocardiogram.  Immediately  following  re- 
lease of  the  held  expiration,  the  patient’s  electro- 
cardiogram (Fig.  2B)  displayed  lengthening  of  the 


Fig.  3.  Electrocardiogram  taken 
July  16,  1959,  before  the  onset 
of  acute  pericarditis  and  shows 
the  typical  WPW  complexes. 


236 

Northwest  Medicine,  April  1964 


Fig.  5.  Sequential  electrocardiograms  displaying  WPW  complexes  before,  during  and  following 
acute  pericarditis.  See  text  for  explanation. 


P-R  interval  with  simultaneous  decrease  of  the  QRS 
duration.  This  has  been  termed  the  concertina  effect 
and  is  characteristic  of  the  WPW  phenomenon. 

Hemoglobin  was  12.0  gm;  erythrocytes  3,650,000; 
leukocytes  4,480  with  polymorphonuclears  57, 
lymphocytes  40  and  monocytes  3.  Sedimentation 
rate  was  12  mm  per  hour.  Urinalysis,  VDRL  and 
Kolmer  serological  tests  for  syphilis  were  negative. 
Four  blood  cultures  were  sterile.  Prothrombin  time 
was  100  per  cent;  blood  urea  nitrogen  12;  carbon 
dioxide  combining  power  25  mEq;  serum  potassium 
4.0  mEq;  and  calcium  10.5.  Glutamic  oxaloacetic 


transaminase  (daily  on  three  occasions)  I131  uptake, 
and  triiodothyronine  erythrocyte  uptake  tests  were 
all  normal. 

During  the  next  three  weeks,  the  patient  was 
aware  of  increasing  fatigability,  dyspnea  on  effort, 
and  generalized  weakness,  associated  with  daily 
temperature  elevations  of  100  to  101.  A grade  three 
(on  the  basis  of  six)  to-and-fro  friction  rub  was  now 
present  over  the  lower  sternal  area  and  remained 
audible  for  the  next  eight  days.  No  signs  of  pul- 
monary congestion  or  cardiac  decompensation  were 
detected. 
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A chest  x-ray  (Fig.  4b),  showed  marked  increase  __ 
in  size  of  cardiac  silhouette.  It  had  a globular  ap- 
pearance. \o  individual  chamber  enlargement  was 
noted.  The  lung  fields  remained  clear. 

On  January  10,  1962,  the  patient  had  another 
episode  of  supraventricular  tachycardia  which  re- 
sembled that  of  December  13,  and  again  promptly 
responded  to  intramuscular  administration  of  pro- 
caine-amide 600  mg. 

Electrocardiograms  were  taken  almost  daily  dur- 
ing the  active  phase  of  pericarditis  and  only  minimal 
alterations  were  observed.  The  principal  changes 
(Fig.  5)  consisted  of  S-T  segment  and  T wave  al- 
terations in  leads  II,  III,  AVR,  AVF  and  Vr6  ac- 
companied by  a slight  decrease  in  amplitude  of  the 
R waves  in  the  precordial  leads  with  persistence 
of  the  anomalous  atrioventricular  conduction. 

The  previously  mentioned  laboratory  findings 
were  repeated  and  remained  unchanged  except  for 
the  sedimentation  rate  which  increased  to  104  mm 
per  hour  (Westergren)  during  the  peak  of  the 
pericarditis.  The  following  additional  tests  were 
either  normal  or  negative:  SGOT,  LDH,  anti-strep- 
tolysin O titers,  C-reactive  proteins,  two  lupus 
erythematosis  clot  preparations,  cholesterol,  total 
lipids,  four  blood  cultures,  agglutinations  tests  for 
influenza  A-B,  cold  agglutinins,  psittacosis-cock- 
sackie  viruses,  serial  complement-fixation  tests  for 
mumps,  heterophile  antibody  titer,  culture  of  the 
pharynx  and  fluorescent  antibody  studies  for  beta 
hemolytic  streptococci.  Tuberculin,  histoplasmosis 
and  coccidioidomycosis  intradermal  tests  were  non- 
reactive. 

After  a febrile  course  of  13  days,  the  patient  be- 
came entirely  asymptomatic,  and  the  chest  x-ray 
showed  a return  of  the  cardiac  silhouette  to  its 
previous  normal  size  (Fig.  4c).  Procaine-amide  250 
mg  was  administered  orally  three  times  daily  and 
discontinued  three  months  later. 


Fig.  6.  Electrocardiogram  tak- 
en June  12,  1963,  18  months 
after  the  pericarditis  had 
subsided.  The  complexes  are 
essentially  similar  to  the 
ECG  taken  four  years  pre- 
viously (Fig.  3). 


The  patient  has  been  closely  observed,  and  no  re- 
currence of  the  pericarditis  or  tachycardia  has  ap- 
peared during  the  subsequent  two  years.  Her  elec- 
trocardiogram (Fig.  6)  shows  essentially  the  same 
pattern  as  that  taken  four  years  previously. 

comment 

Several  articles  have  emphasized  the  obstacles 
imposed  by7  the  WPW  symdrome  on  interpreta- 
tion of  electrocardiograms  in  the  diagnosis  of  co- 


existent mvcocardial  disease.81*  Appearance  of 
pseudo-Q  waves,  depression  of  the  S-T  segment 
and  secondary7  T wave  changes  are  known  to 
mimic  or  obscure  the  usual  criteria  for  diagnos- 
ing nwocardial  infarction. 

In  the  case  reported,  the  possibility  of  under- 
lying nwocardial  infarction  appeared  unlikely 
in  the  absence  of  chest  pain,  Iwpotension,  or  sig- 
nificant change  in  the  serum  enzyme  levels.  The 
apparent  Q waves  in  leads  II,  III  and  AVF  were 
shown  to  be  the  result  of  premature-ventricular- 
excitation  (delta  waves),  and  these  changes  were 
identical  to  those  present  in  the  patient’s  elec- 
trocardiogram taken  three  y7ears  previously.  The 
patient’s  clinical  course  plus  prolonged  increase 
in  size  of  the  pericardial  silhouette  in  the  chest 
x-ray7s  were  most  characteristic  of  acute  peri- 
carditis. The  patient  has  remained  in  good 
health  as  observed  periodically7  during  the  sub- 
sequent two  y7ears. 

Pericarditis  is  commonly7  accompanied  by 
characteristic  changes  in  the  S-T  segment  and 
T waves  with  symmetrical  inversions  through- 
out the  electrocardiogram.15"18  The  anticipated 
electrocardiographic  features  of  pericarditis  in 
the  patient  cited  were  found  to  be  overshadowed 
by7  the  presence  of  the  S-T  and  T wave  changes 
of  the  WPW  syndrome.  Thus,  it  may7  be  difficult 
or  impossible  to  identify  underlying  pericardial 
disease  from  the  electrocardiogram  when  con- 
fronted with  the  WPW  symdrome.  In  such  in- 
stances the  entire  clinical  situation,  including 
chest  pain,  friction  rub  and  heart  size,  must  be 
carefully  analyzed  in  order  to  ascertain  accur- 
ately whether  pericardial  disease  is  also  present. 

Despite  extensive  laboratory7  studies,  no  spe- 
cific etiology7  for  the  pericarditis  could  be  found; 
it  was,  therefore,  considered  idiopathic.19  Review 
of  the  literature  disclosed  no  similar  case  of  the 
occurrence  of  acute  pericarditis  with  the  Wolff  - 
Parkinson-White  symdrome.  Hence,  their  co- 
existence was  most  likely7  related  to  chance,  as 
the  infrequent  association  of  intrinsic  heart  di- 
sease with  the  WPW  symdrome  is  generally  con- 
sidered to  be  coincidental.*"6  ■ 

2330  N.W.  Flanders  St.  (97210) 
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Respiratory  Diseases 

Second  annual  symposium  on  respiratory  diseases,  sponsored  by  the  Anti- 
Tuberculosis  League  of  King  County,  the  Washington  Thoracic  Society,  the 
University  of  Washington  School  of  Medicine,  and  others,  was  held  at  the  Health 
Sciences  Building,  University  of  Washington  School  of  Medicine,  Seattle,  Febru- 
ary 27,  28,  1964.  The  following  abstracts  are  from  papers  presented  at  the 
symposium. 


The  Fine  Structure  of  Pulmonary 
Emphysema 

HARRY  B.  MARTIN,  M.D.  and  EDWIN  S. 

BOATMAN,  M.D.  Seattle,  Washington 

Two  emphysematous  rabbit  lungs  and  five 
emphysematous  human  lungs  obtained  at  au- 
topsy were  examined  by  electron  microscopy. 
Several  consistent  abnormalities  were  found.  The 
capillary  endothelium  was  frequently  partially 
missing  or  damaged  and  many  of  the  capillary 
lumina  were  partially  or  completely  filled  with 
collagen.  Within  some  of  the  damaged  capil- 
laries new  capillaries  were  being  formed. 

Studies  by  others  on  experimental  thrombosis 
of  larger  vessels  induced  by  damaging  the  endo- 
thelium have  shown  thrombus  formation  fol- 
lowed in  five  or  six  days  by  replacement  of  the 
thrombus  with  collagen.  We  have  not  seen 
thrombi  in  the  capillaries  in  pulmonary  emphy- 
sema but  suspect  they  occur  following  initial 
endothelial  damage  and  are  not  seen  because 
of  their  transient  nature. 

These  capillary  changes  could  be  the  primary 


lesion  in  emphysema  with  the  resultant  ischemia 
causing  the  large  fenestrations  in  some  alveolar 
walls  and  complete  loss  of  others.  Alternatively, 
the  capillary  changes  might  be  secondary  to 
emphysema  resulting  from  some  other  mechan- 
ism. Credence  is  given  to  the  former  hypothesis 
by  the  fact  that  capillary  lesions  are  occasionally 
seen. in  young  rabbits  (six  months  old)  in  the 
absence  of  any  gross  emphysema. 


Etiology  of  Pulmonary  Emphysema 

OSCAR  AUERBACH,  M.D.  East  Orange,  New  Jersey 

Lung  sections  from  a large  group  of  men  dead 
from  various  causes  have  been  studied  in  re- 
lation to  smoking  habits.  Microscopic  changes 
which  correlate  with  smoking  include  rupturing 
of  alveolar  septa,  fibrosis  and  thickening  of  septa, 
padlike  attachments  of  septa,  and  thickening  of 
the  walls  of  small  arteries  and  arterioles.  All 
types  of  changes  increase  to  varying  degrees  with 
the  amount  of  smoking.  Pipe  smokers  and  cigar 
smokers  have  fewer  abnormalities  than  cigaret 
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smokers.  Ex-cigaret  smokers  have  fewer  changes 
than  persons  who  continue  to  smoke  to  the  time 
of  death.  It  is  evident  that  smoking  causes  a 
number  of  histologic  changes  in  the  lung  par- 
enchyma, prominent  among  which  is  the  rupture 
of  alveolar  septa. 


Practical  Management  and 
Rehabilitation  of  Patients  With  Chronic 
Respiratory  Insufficiency 

WILLIAM  F.  MILLER,  M.D.  Dallas,  Texas 

In  patients  with  chronic  respiratory  insuffi- 
ciency, various  events  lead  to  progressive  disa- 
bility and  inactivity.  As  a first  step  in  manage- 
ment of  such  patients,  an  optimum  level  of 
ventilatory  functions  should  be  achieved  by 
medical  means.  The  patients  should  be  taught 
breathing  exercises  to  improve  the  effectiveness 
of  lung  emptying.  They  are  then  studied  to 
establish  exercise  tolerance,  and  subsequently 
undergo  progressive  exercise  training.  Oxygen 
inhalation  during  exercise  is  useful  and  safe  in 
preventing  or  decreasing  hypoxia  and  dyspnea. 
The  purpose  of  programmed  exercise  is  to  in- 
crease competence  and  comfort  of  this  group  of 
patients. 


Relation  of  Smoking  to  Lung  Cancer 

OSCAR  AUERBACH,  M.D.  East  Orange,  New  Jersey 

Abnormalities  of  the  bronchial  epithelium  are 
found  to  be  closely  related  to  cigaret  smoking. 
Three  principal  changes  have  been  observed  in 
a large  series  of  post  mortem  examinations  of  the 
tracheobronchial  tree:  hyperplasia  of  the  epithe- 
lium, loss  of  cilia,  and  the  presence  of  atypical 
cell  nuclei.  Each  type  of  change,  and  various 
combinations  thereof,  increases  strikingly  with 
the  amount  of  smoking.  A continuous  gradient 
from  very  minimal  changes  through  lesions  con- 
sidered to  be  carcinoma  in  situ,  to  microscopic, 
primary,  invasive  carcinoma,  have  been  ob- 
served. 

Both  sexes  showed  similar  changes  closely 
related  to  amount  of  smoking,  but  the  incidence 
of  abnormalities  was  appreciably  greater  in 
males.  Pipe  smokers  and  cigar  smokers  have 
fewer  abnormalities  than  cigaret  smokers,  but 
more  than  non-smokers.  Ex-smokers  have  fewer 
abnormalities  than  persons  who  smoke  to  the 
time  of  death,  and  the  changes  short  of  malig- 


nancy seem  to  be  largely  reversible.  Older  smok- 
ers have  more  changes  than  a similar  group  of 
smokers  30  years  younger. 


Contribution  of  Surgery  in  Therapy  of 
Bronchogenic  Carcinoma 

JAMES  R.  CANTRELL,  M.D.  Seattle,  Washington 

Aside  from  prevention,  the  only  method  of 
therapy  for  carcinoma  of  the  lung  which  offers 
a significant  possibility  of  cure  is  surgical  ex- 
cision. The  results  of  surgical  therapy,  however, 
are  not  eminently  satisfactory.  The  major  prob- 
lems which  mitigate  against  more  successful 
results  are  delay  in  diagnosis,  the  aggressive 
behavior  of  many  bronchogenic  tumors  and 
certain  technical  features  which  make  an  ade- 
quate cancer  operation  difficult. 

If  optimal  results  are  to  be  obtained,  a rational 
approach  must  be  followed  which  recognizes  the 
curative  and  palliative  benefits  as  well  as  the 
morbidity  and  mortality  associated  with  oper- 
ation. Bronchogenic  carcinoma  cannot  be  regard- 
ed as  a single  entity  but  as  a variety  of  tumors 
which  exhibit  different  behavior  patterns  and 
will  yield  different  survival  results.  Patients  with 
far  advanced  lesions  or  complicating  diseases 
may  be  adversely  affected  by  any  operative  pro- 
cedure. In  selected  patients,  however,  the  appro- 
priate surgical  procedure,  chosen  on  the  basis 
of  the  individual  factors  existing  in  the  given 
patient,  will  yield  significant  rewards. 

Only  through  awareness  of  the  problems  in- 
volved and  a cooperative  effort  on  the  part  of 
internist  and  surgeon  can  optimal  results  be 
achieved. 


Air  Pollution  — Where  Is  the  Silver 
Lining? 

JOHN  R.  GOLDSMITH,  M.D.  Berkeley,  California 

Our  present  knowledge  about  pulmonary 
physiology  has  been  developed  by  or  under  the 
influence  of  a group  of  scientists  assigned  to 
study  chemical  warfare  or  aviation  physiology 
during  Warld  War  II. 

In  our  present  civil  war  on  air  pollution  we 
have  had  to  undertake  studies  which  are  advanc- 
ing our  knowledge  about  diseases  of  the  chest. 

(1)  W e have  had  to  develop  pulmonary  func- 
tion tests  suited  for  field  use. 

(2)  We  have  had  to  do  epidemiological  stud- 
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ies  of  asthma,  emphysema  and  chronic  bronchitis. 

( 3 ) We  have  had  to  study  the  mechanisms  by 
which  the  airway  of  men  and  animals  reacts  to 
inhaled  gases. 

(4)  We  have  had  to  study  the  influence  of 
particles  on  these  reactions. 

(5)  We  have  had  to  study  effects  on  animals 
of  continued  long-term  exposures  to  pollutants 
such  as  SO2  and  NCb. 

(6)  We  have  had  to  learn  how  to  relate  fluc- 
tuating exposure  effects  to  the  fixed  effects 
usually  studied  in  the  laboratory. 

(7)  We  have  had  to  develop  new  statistical 
and  epidemiological  methods. 

(8)  We  have  had  to  focus  on  biochemical 
mechanisms  in  order  to  understand  how  they 
become  deranged. 

(9)  We  have  had  to  work  with  an  incredibly 
broad  array  of  scientific  and  technical  disciplines, 
and, 

( 10 )  We  have  had  to  change  our  attitude  about 
the  air  from  one  of  indifference  to  one  of  con- 
servation. 

The  silver  lining,  in  my  opinion  lies  not  in 
the  manufacture,  testing  and  sale  of  protective 
devices.  It  lies  not  in  the  salaries  of  additional 
civil  servants  or  scientists,  nor  even  in  the 
budgets  of  air  pollution  programs,  important 
as  they  may  be.  The  silver  lining  consists  rather 
in  the  questions  which  air  pollution  makes  us 
ask  and  answer  about  the  structure  and  function 
of  the  lung,  about  the  genesis  and  course  of 
pulmonary  disease,  and  about  what  man’s  rela- 
tionship can  be  to  the  ocean  of  air  in  which 
we  are  immersed. 


Current  Status  of  Skin  Testing  and 
Chemoprophylaxis  of  Tuberculosis 

CEDRIC  NORTHROP,  M.D.  Seattle,  Washington 

During  the  decade  1949-58,  great  progress 
was  made  in  the  field  of  tuberculosis  control, 
i.e.,  ( 1 ) Vastly  improved  treatment  with  the 
new  chemotherapeutic  agents.  (2)  Better  sur- 
gical procedures.  (3)  Greatly  expanded  case- 
finding programs.  (4)  Other  less  spectacular 
items.  In  the  Seattle-King  County  area  the  tu- 
berculosis mortality  rate  started  to  tumble  in 
1948  and  the  morbidity  declined  more  slowly, 
beginning  in  1950.  Now  the  case  rate  has  level- 
led off  and  it  is  apparent  that  we  have  much 
work  to  do  ere  tuberculosis  can  be  considered 


controlled;  eradication  is  possible,  but  is  still  a 
long  way  off. 

One  of  the  newer  developments  of  the  past 
five  years  is  the  idea  of  chemo-prophylaxis.  This 
strives  to  limit  the  spread  of  tuberculosis  in  the 
individual  patient  at  a far  earlier  stage  of  the 
disease  than  was  thought  possible  before.  The 
types  of  patients  found  suitable  are:  (1)  con- 
tacts, (2)  positive  tuberculin  reactors  age  6 
and  under,  (3)  tuberculin  converters,  (4)  pa- 
tients with  active  primary-type  tuberculosis,  (5) 
patients  under  steroid  therapy,  (6)  others. 


Persisting  Problems  in  Diagnosis  and 
Therapy  of  Pulmonary  Tuberculosis 

WILLIAM  W.  STEAD,  M.D.  Milwaukee,  Wisconsin 

The  principal  problem  that  we  are  encounter- 
ing in  tuberculosis  at  this  time  is  the  shift  in 
the  age  group  that  is  being  affected.  Whereas 
in  1930  the  sanatorium  admitted  more  young 
women  than  any  other  group,  it  is  now  the  older 
men  that  constitute  more  than  half  the  admis- 
sions. We  wondered  whether  these  older  men 
were  being  re-infected  or  whether  they  were 
experiencing  reactivations  of  old  dornant  tuber- 
culosis left  as  residuals  of  their  primary  infec- 
tions in  childhood.  It  proved  to  be  uncommon 
to  be  able  to  locate  source  cases  in  their  environ- 
ments, in  contrast  to  the  frequency  with  which 
the  source  could  be  found  in  a group  of  young 
adults  with  primary  tuberculosis.  Furthermore, 
a careful  study  of  roentgenograms  that  anti- 
dated the  active  tuberculosis  disease  by  at  least 
a year  revealed  that  75  per  cent  of  them  had 
scars  in  their  lungs  in  the  areas  where  the  new 
active  lesions  appeared.  The  combination  of 
these  two  observations  appears  to  us  to  indicate 
rather  strongly  that  the  major  mechanism  for 
the  development  of  tuberculosis  in  older  adults 
is  the  reactivation  of  old,  dormant  lesions.  While 
reinfection  probably  can  occur,  it  appears  to  play 
a very  minor  role  in  clinical  tuberculosis  among 
adidts  in  America  today. 

The  mechanism  by  which  lesions  reach  the 
apex  and  remain  dormant  for  years  is  not  com- 
pletely understood.  The  theory  which  appears 
to  me  to  fit  the  observed  facts  best  is  the  follow- 
ing first  proposed  by  Rourke:  tuberculosis  can 
be  likened  to  syphilis  which  can  be  divided  into 
three  stages  of  infection.  The  primary  stage  is 
often  unheralded  and  asymptomatic.  The  pri- 
mary lesion  tends  to  heal  spontaneously.  During 
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the  several  weeks  that  its  lasts,  however,  blood 
stream  dissemination  occurs  with  implantation 
of  bacilli  in  all  parts  of  the  body.  Most  of  these 
organisms  perish  but  those  that  light  in  the  apical 
areas  of  the  lungs  have  a better  milieu  in  that 
the  oxygen  tension  in  this  area  is  quite  high. 
There  they  may  give  rise  to  small  lesions  which 
may  run  a progressive  course  or  a very  brief  one, 
healing  without  incident  and  without  giving  rise 
to  symptoms.  Finally,  the  localized  organ  in- 
volvement with  caseation  and  liquifaetion  in 
lung  or  kidney,  represents  the  tertiary  stage.  This 
is  the  mechanism  whereby  the  organisms  make 
the  victim  ill  for  the  first  time  and  whereby  they 
find  their  way  to  the  next  victim,  because  they 
abound  in  the  liquid  caseous  material  which  is 
easily  aerosolized.  The  prevention  or  early  rec- 
ognition of  this  stage  is  one  of  the  greatest  chal- 
lenges that  we  have  today. 


Clinical  Recognition  of  Pulmonary 
Embolism 

WILLIAM  W.  STEAD,  M.D.  Milwaukee,  Wisconsin 

It  is  useful  to  divide  pulmonary  embolisms  into 
two  major  classes  because  they  present  different 
problems  in  diagnosis  and  in  management.  The 
large  embolus  tends  to  kill  by  interfering  with 
the  circulation  in  the  lungs  and  thereby  with 
left  ventricular  output.  The  smaller  emboli  tend 
to  produce  infarction  of  lung  tissue  by  a mecha- 
nism which  is  poorly  understood  at  present. 

A large  pulmonary  embolus  should  be  suspect- 
ed whenever  a major  circulatory  catastrophe  oc- 
curs. There  is  dyspnea,  a deep  pressure  sensa- 
tion in  the  chest,  sweating,  shock  and  cyanosis. 
The  electrocardiogram  may  show  right  ventric- 
ular strain,  but  the  x-ray  usually  shows  no  dis- 
ease. If  surgical  embolectomy  is  contemplated, 
the  diagnosis  must  be  reached  quickly  so  that 
it  may  be  carried  out  at  once. 

The  smaller  emboli  present  a different  picture 
and  the  situation  is  dangerous  but  less  urgent. 
Pleuritic  chest  pain  of  sudden  onset  and  accom- 
panied by  dyspnea  are  the  most  common  com- 
plaints. A sense  of  doom,  sweating  and  a feeling 
of  faintness  are  also  frequently  noted.  Hemop- 
tysis at  this  stage  is  uncommon,  as  is  leg  pain. 
On  physical  examination  one  may  find  intercostal 
tenderness,  rales  and  possibly  a friction  rub.  A 
positive  Homan’s  sign  is  helpful  but  inconstant. 


Chest  x-ray  usually  is  normal  on  the  first  day 
and  electrocardiogram  almost  never  reveals  any 
axis  shift.  The  most  helpful  laboratory  test  is  the 
serum  lactic  dehydrogenase  which  shows  an  ele- 
vation fairly  reliably. 

When  the  diagnosis  is  strongly  suspected,  the 
subject  should  receive  effective  anticoagulant 
therapy,  which  means  intermittent  intravenous 
heparin.  One  should  not  rely  upon  subcutaneous 
heparin  or  one  of  the  warfarins  for  the  therapy 
of  this  very  serious  disease.  The  author  has  seen 
a number  of  recurrent  emboli  during  warfarin 
therapy,  but  has  yet  to  see  one  during  intermit- 
tent intravenous  heparin  therapy.  If  recurrences 
occur  after  a suitable  course  of  effective  antico- 
agulation therapy,  one  should  consider  ligation 
of  the  inferior  vena  cava,  which  is  effective  but 
more  hazardous  than  heparin  therapy. 


Eaton  PPLO  Infection  in  Seattle 

J.  THOMAS  GRAYSTON,  M.D./ 

GEORGE  E.  KENNY,  Ph.D.  Seattle,  Washington 

From  January  1958  through  November  1959, 
58  strains  of  Eaton  PPLO,  mycoplasma  pneu- 
moniae, were  isolated  from  a study  group  of  463 
patients  with  acute  moderately  severe  respira- 
tory infection.  Forty-two  of  the  isolates  were 
recovered  from  215  patients  with  respiratory 
disease  classifiable  as  pneumonia.  The  remain- 
ing 16  isolates  came  from  248  patients  classified 
as  bronchitis  or  URI.  All  patients  from  whom 
Eaton  PPLO  was  isolated  had  febrile  illnesses. 
The  organism  was  recovered  from  patients 
throughout  the  year,  with  a higher  number  and 
percentage  of  isolation  in  the  fall  and  winter 
months.  The  peak  isolation  rate  was  in  the  age 
group  10  - 25.  The  rate  of  Eaton  PPLO  isola- 
tion was  doubled  when  diphasic  medium  (agar 
medium  overlaid  with  fluid  medium)  was  em- 
ployed rather  than  only  solid  medium.  It  was  pos- 
sible to  isolate  Eaton  PPLO  from  approximately 
three-fourths  of  the  serologically  positive  pa- 
tients. Complement  fixing  antigen  was  pre- 
pared using  100X  washed  concentrates  of  Eaton 
PPLO.  Anticomplementary  activity  was  elimin- 
ated by  boiling  the  antigen.  In  addition,  com- 
plement fixing  antigen  was  ether  soluble.  When 
paired  human  sera  of  patients  with  Eaton  PPLO 
isolates  were  tested  for  complement  fixing  anti- 
body, all  those  who  had  an  initial  titer  of  1:4  or 
less  showed  four-fold  or  greater  titer  rises.  ■ 
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Radiation  Accident 

Injury  or  Fear 

W.  D.  NORWOOD,  M.D.  Richland,  Washington 


S ince  even  insignificant  or  suspected  exposure 
to  ionizing  radiation  may  cause  great  fear,  an 
early  diagnosis  and  prognosis  is  quite  important. 
Radiation  cannot  be  detected  by  the  physical 
senses  but  extremely  small  quantities  can  be 
measured.  This  tends  to  accent  the  aura  of  my- 
stery which  surrounds  it.  When  there  has  been 
an  accident  in  which  there  is  potential  exposure 
to  external  radiation,  the  employee  may  report  to 
his  physician  in  a state  of  considerable  agitation 
because  he  supposes  that  he  may  have  had  a 
dangerous,  even  fatal,  exposure  to  radiation.  This 
is  particularly  true  if  the  employee  was  not  wear- 
ing a personal  metering  device  at  the  time  of 
potential  exposure. 

If  the  exposure  has  been  to  a large,  potentially 
serious  dose  of  penetrating  radiation,  which  may 
require  hospitalization,  a suggested  course  to 
follow  is  as  follows.  The  necessity  for  treatment 
should  be  determined  largely  by  the  symptoms  of 
the  potentially  injured  person  rather  than  by  the 
estimated  dose  of  radiation  received.1  Dosage 
record  should  be  made  available  as  an  aid  to  the 
physician  and  in  determining  what  radiation 
exposure  limitations  may  be  necessary  on  re- 
sumption of  work.  Patients  whose  survival  is 
improbable  vomit  promptly  and  have  early  diar- 
rhea. Fluid  replacement  may  prolong  life  but 
death  results  later  from  bone  marrow  aplasia 
and  marked  decrease  of  all  elements  of  the 
blood  or  from  injury  to  the  gastrointestinal 
system.  Persons  who  may  survive  have  nausea 
and  vomiting  for  only  a day  or  two,  followed 
by  a period  of  well  being  until  the  development 
of  progressive  decrease  in  blood  platelets,  lym- 
phocytes and  granulocytes  in  the  peripheral 
blood.  Patients  who  will  probably  survive  have 
no  symptoms  following  the  exposure,  or  mild 
symptoms  for  a few  hours.  Unless  bone  marrow 
depression  becomes  evident,  only  assurance  or 
symptomatic  therapy  is  needed.  Classification 


Dr.  Norwood  is  Manager,  Occupational  Health  Operation, 
Hanford  Atomic  Products  Operation,  operated  by  General 
Electric  Company  for  the  U.S.  Atomic  Energy  Commission 
and  is  Chairman,  Committee  on  Occupational  Health,  Wash- 
ington State  Medical  Association. 


into  the  above  groups  can  be  made  from  history, 
physical  examination  and  hematologic  studies. 
Lymphocytopenia  develops  rapidly  to  a maxi- 
mum in  48  hours  while  the  depression  of  other 
elements  proceeds  more  slowly.  An  aplastic  state 
of  bone  marrow  may  be  reversible  in  such 
patients. 

Even  if  no  signs  or  symptoms  of  radiation 
injury  are  found,  efforts  should  be  directed  to- 
ward determining  the  extent  of  the  radiation  ex- 
posure, if  any,  which  the  employee  has  sustained. 
If  personal  monitoring  devices  were  not  worn 
or  if  data  are  inadequate,  it  is  usually  possible 
for  health  physicists  to  reconstruct  the  condi- 
tions as  they  were  at  the  time  of  the  accident. 
Measurements  may  then  be  made  to  determine, 
with  some  degree  of  accuracy,  whether  exposure 
did  occur  and  the  extent  of  the  dose.  The  em- 
ployee may  then  be  advised  of  the  findings  and 
whether  the  exposure  will  affect  his  work  status. 

The  general  guides  for  limiting  occupational 
exposure  are:  (1)  The  International  Commission 
on  Radiological  Protection  (ICRP)  and  the  Na- 
tional Committee  on  Radiation  Protection  and 
Measurements  (NCRP)  recommended  that  the 
permissible  annual  dose  to  the  total  body  be  5 
rems.  (2)  The  recommended  permissible  ac- 
cumulated dose  to  total  body,  head  and  trunk, 
blood  forming  organs  and  lenses  of  the  eye  at  any 
age  over  18  years  is  governed  by  the  relation 
D = 5 (N  - 18) 

where  D is  tissue  dose  in  rems  and  N is  age  in 
years.2  To  the  extent  the  formula  permits,  an 
occupationally  exposed  person  may  accumulate 
the  maximum  permissible  dose  at  a rate  not  in 
excess  of  3 rems  during  any  period  of  13  consecu- 
tive weeks.  Larger  localized  doses  are  allowed 
to  less  sensitive  organs.  A large  “once  in  a life- 
time” dose  up  to  25  rems  may  be  dealt  with  by 
adding  it  to  the  accumulated  dose  in  the  normal 
way.  ICRP  suggests  that,  if  this  results  in  an 
excess  over  the  age  formula  dose,  this  excess 
may  be  disregarded. 

The  employee  should  also  be  told  what  the 
prognosis  for  delayed  effects  may  be.  In  deter- 
mining whether  any  delayed  effects  are  to  be 
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expected,  one  should  remember  that  the  effects 
of  exposure  to  external  radiation  will  vary  de- 
pending upon:3  (a)  absorbed  dose;  (b)  dose 
rate;  (c)  distribution  of  dose  in  time  (contin- 
uous over  period  or  intermittent)  and  space 
(within  organs  and  tissues);  (d)  extent  of  expo- 
sure-whole body  or  partial  body;  (e)  sensitivity7 
to  radiation  of  the  tissue  or  organ  exposed;  (f) 
biological  effectiveness  of  the  specific  type  of  ra- 
diation for  the  tissue  or  organ  system;  (g)  the 
type  and  energy7  of  the  radiation;  (h)  nature  of 
effect  being  considered;  and  (i)  the  characteris- 
tics of  the  individual  receiving  the  dose. 

exposure  of  small  area 

If  exposure  has  been  largely7  localized  to,  say 
the  head,  one  should  consider  the  possibility7  of 
delayed  cataracts  if  the  dose  is  in  the  range  of 
600  to  1000  roentgens.  If  the  dose  is  large 
and  relatively7  poorly  penetrating  as  with  beta 
radiation,  a skin  burn  may  be  the  only7  result 
and  the  latent  period  would  vary  with  the  dose. 
If  the  dose  is  in  the  range  of  a few  roentgens, 
the  exposure  may  be  likened  to  that  from  a G.I. 
series  or  a back  x-ray7  which  will  serve  to  place 
the  exposure  in  proper  perspective.  The  detailed 
estimate  of  exposure  should  be  added  to  the 
employee’s  plant  exposure  record  and  this  should 
be  maintained  as  a part  of  the  medical  record. 
Should  the  dose  be  of  such  an  amount  that  de- 
layed effects  are  considered  possible,  appropri- 
ate medical  checks  should  be  made  at  intervals 
to  detect  such  changes  at  the  earliest  possible 
time.  Steps  should  be  taken  to  minimize  the 


chance  for  recurrences  of  such  accidents  with 
potential  for  exposure. 

If  the  above  routine  is  followed,  it  will  help 
to  insure  that  employees,  who  have  received  a 
serious  exposure,  will  receive  prompt  adequate 
care;  while  those  whose  exposure  is  insignificant 
or  non-existent  will  be  spared  the  fear  of  un- 
certainty7. 

summary 

Since  extreme  fear  is  often  present  in  an  em- 
ployee who  has  had  a possible  acute  exposure  to 
ionizing  radiation,  the  physician  should  quickly 
evaluate  the  condition  of  the  patient  by7  careful 
attention  to  the  history7,  signs  and  sy7mptoms. 
This  will  allow  adequate  timely7  treatment,  if 
necessary,  and  also  facilitate  prognosis.  Follow- 
up studies,  to  determine  the  dose  of  radiation, 
should  be  made  as  an  assistance  in  handling  the 
case  and  for  use  in  any  necessary7  work  limitation. 
This  dose  should  be  added  to  the  cumulative  ra- 
diation exposure  record  of  the  employee.  If  long 
delayed  effects  are  considered  possible,  appro- 
priate medical  checks  should  be  made  at  inter- 
vals. ■ 

General  Electric  Company  (99352) 
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The  Power  of  Drug  Advertising 

The  drug  manufacturers  have  not  been  shown  by  the  Kefauver  committee  to 
have  made  unreasonable  profits.  The  cost  of  drugs  is  materially  reduced  by  advertising. 
If  only  two  tetracycline  tablets  were  sold  per  year,  the  tablets  would  cost  in  the 
hundreds  of  thousands  of  dollars,  or  maybe  even  in  the  millions.  Ethical  advertising  by 
stimulating  trade  reduces  the  cost  of  drugs  so  that  any  American  can  buy  proper  drugs. 
Among  chemically  complex  drugs,  the  less  sold,  the  higher  the  price.  The  drug  manu- 
facturers should  be  allowed  to  make  a profit  as  long  as  there  is  no  collusion  on  price 
fixing;  it  is  the  American  way  to  try  and  earn  a profit  fairly;  if  the  price  is  too  high 
a competitor  can  effect  its  lowering  through  offering  for  sale  a less  expensive  product. 

Alfred  Kahn,  Jr.,  M.D.,  in  Journal  of  Arkansas  Medical  Society,  Feb.,  1963 
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Do  you  have  a green  thumb,  Doctor? 


If  you  do,  then  you  know  the 
extra  care  needed  to  grow  good 
vegetables.  And  as  a physician, 
you  also  recognize  the  value  of 
including  vegetables  like  these  in 
the  diet.  Campbell  knows  this,  too.  That’s  why  we  include 
them  all— and  often  many  more— in  our  vegetable  soups. 

Campbell’s  Soups,  with  more  than  thirty  different  kinds  to 
choose  from,  offer  you  and  your  patients  a wide  variety  of 
foods  with  a wide  variety  of  essential  nutrients.  There  are 
broths,  purees,  and  soups  with  good,  bite-sized  pieces  of  vege- 
tables and  meat  or  poultry  — so  many  different  kinds  that 
almost  all  your  patients  are  sure  to  find  favorites. 

This  versatility  of  appeal  in  taste,  color,  and  texture  makes 
our  soups  very  desirable  to  recommend  when  you  want  to 
lend  interest  to  a patient’s  diet  or  suggest  tasty  foods  that  are 
nourishing  and  easy  to  prepare  but  not  expensive. 


Consider,  for  instance,  soups  such  as  our  succulent  and 
satisfying  Cream  of  Asparagus  Soup,  or  hearty  Green  Pea 
Soup  which  can  be  made  extra  nourishing  with  milk.  Our 
Vegetable  Soup,  with  fifteen  different  vegetables  in  a de- 
licious beef  broth  is  popular  with  almost  all  patients. 

All  Campbell’s  Soups,  you  can  be  certain,  are  made  of  the 
finest  ingredients,  blended  with  traditional  Campbell  care 
and  knowledge  and  carefully  processed  to  preserve  as  much 
as  possible  the  natural  flavors  and  nutritive  values. 

To  help  you  in  planning  diets,  write  today  for  your  copy 
of  the  nutritive  analyses  of  all  our  different 
soups:  Campbell  Soup  Company,  Dept.  33, 

Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and  diet, 
for  every  meal. 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  "...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent."  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (V2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 

1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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HIGHLANDS  MEDICAL  PLAZA 

AND 

30-BED  HOSPITAL 

(to  be  completed  in  1964) 

IDEALLY  LOCATED 

Convenient  to  a major  off-ramp  from  the  planned  Freeway  and  adjacent 
to  Highway  99  in  the  center  of  the  Shoreline  District 

BALANCED  MEDICAL  FIELD 

Tenants  have  been  carefully  selected  to  give  a balance  of  service 


RENTAL  AND  SERVICES 

$4.00  per  square  foot  (annual)  for  completely  finished  space  including  all 
utilities,  janitor  service,  air  conditioning  and  ample  parking. 


HIGHLANDS  PLAZA,  INC. 

1144  No.  175th  Seattle,  Wash. 

LI  6-3177 

Ask  for  Howard  Wilson 


AS  OF  THIS  MONTH 
ONLY  FOUR  SUITES 
REMAINING 
OUT  OF  23 
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RECOGNIZE 
THIS  PATIENT? 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  s Deprol'  is  indicated: 

family  problems  ■ financial  worries  ■ loss  of  work  ■ retirement  problems  ■ death 
of  a loved  one  ■ fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and 
post-operative  fears  ■ postpartum  despondency,  and  many  other  stressful  situations. 


When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deprol'  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 

G.l.  disorders  ■ chronic  infectious  diseases  ■ arthritis  ■ alcoholism  ■ obesity 

■ menopause  ■ asthma,  hay  fever  and  related  allergies  ■ dermatoses  ■ cancer 

■ cardiovascular  disorders,  and  many  other  organic  disturbances. 


Deprol 

meprobamate  400  mg.  -I-  benactyzine  hydrochloride  1 mg. 


BRIEF  SUMMARY:  Indications:  Depression,  especially 
when  accompanied  by  anxiety,  tension,  agitation,  rumina- 
tion or  insomnia.  Side  Effects:  Slight  drowsiness  and, 
rarely,  allergic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Meprobamate  may 
increase  effects  of  excessive  alcohol.  Use  with  care  in 
patients  with  suicidal  tendencies.  Consider  possibility  of 
dependence,  particularly  in  patients  with  history  of  drug 


or  alcohol  addiction.  Withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  avail- 
able in  the  product  package,  or  to  physicians  upon 
request. 

USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased 
gradually,  as  needed,  to  3 tablets  q.i.d.;  with  establishment 
of  relief,  may  be  reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


WALLACE  LABORATORIES/ Cranbury,  N.  J. 


CD-797 
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Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


aocm/mea 


DETROIT  11,  MICHIGAN 


References:  I.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer.  H.  W.;  Lehrer,  H.  G..  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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How  much  does  the  average  American 
spend  each  year  on  these? 


Score  yourself  100%  if  you  checked  the  bottom  per  week  per  person  for  drugs  that  helped  them 
figure  in  each  column.  Yes,  the  U.S.  Department  of  stay  well,  get  well,  or  possibly  helped  save  their 
Commerce  reports  that  1962  per  capita  expendi-  lives.  Can  you  think  of  a bigger  bargain? 
ture  was  $42  for  tobacco,  $57  for  alcohol,  only  Your  patients  might  like  to  take  this  test,  too.  May 
$13  for  prescription  drugs.  That’s  about  25  cents  we  send  you  25  copies  for  your  waiting  room? 

Pharmaceutical  Manufacturers  Association  — 1411  K Street,  N.W,  Washington,  D.C.  20005 
This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 


Oregon  Medical  Association— 2164  s.  w.  park  place,  Portland  5,  Oregon 


president  Daniel  K.  Billmeyer,  M.D.,  Oregon  City 
secy.-treas.  Ernest  T.  Livingstone,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  October  13-17,  1964,  Eugene 


OREGON 

V 


UOMS  Alumni  Annual  Meeting  and  Sommer  Lectures 


The  annual  meeting  of  the  University  of  Oregon 
Medical  School  Alumni  Association  held  in  conjunc- 
tion with  the  Sommer  Memorial  Lectures  is  sched- 


uled for  April  22-24  in  Portland  at  the  Auditorium 
of  the  Medical  School.  Class  reunions  and  annual 
dance  will  be  at  the  Hilton  Hotel,  April  23. 


PROGRAM 


WEDNESDAY,  APRIL  22 

9:45  Autoimmunity  and  Disease 

Frank  J.  Dixon,  M.D.,  Lajolla 
Sommer  Memorial  Lecture 

10:35  Intermission 

10:55  Pathology  of  the  Thymus 

Sir  Macfarlane  Burnet,  O.M.,  F.R.S., 

Melbourne 

Sommer  Memorial  Lecture 

1:30  Current  Concepts  in  Congenital  Heart 
Disease  Martin  H.  Lees,  M.D.,  Portland 
1:55  A General  Survey  of  DMSO  Research 

John  M.  Brookhart,  Ph.D.,  Portland 
Edward  E.  Rosenbaum,  M.D.,  Portland 
2:20  Intermission 

2:40  Islet  Cell  Tumors  of  the  Pancreas 

Robert  M.  Zollinger,  M.D.,  Columbus 
Sommer  Memorial  Lecture 

3:30  Cardiac  Surgery  at  the  UOMS:  A Progress 
Report  Albert  Starr,  M.D.,  Portland 

THURSDAY,  APRIL  23 

9:00  Problems  in  Colon  Surgery 

Robert  M.  Zollinger,  M.D.,  Columbus 
Sommer  Memorial  Lecture 

9:50  Endometrial  Hyperplasia;  Pathogenesis  and 
Treatment  Robert  A.  Cooper,  Jr.,  M.D. 

Portland 

10:20  Intermission 

10:40  The  Production  of  Antibodies 

Sir  Macfarlane  Burnet,  O.M.,  F.R.S., 

Melbourne 

Sommer  Memorial  Lecture 

11:30  Annual  Business  Meeting 
1:30  The  Role  of  Antigen  Antibody  Complexes 
in  Disease  Frank  J.  Dixon,  M.D.,  Lajolla 
Sommer  Memorial  Lecture 


2:20  Strokes:  Can  They  be  Prevented? 

Robert  S.  Dow,  M.D.,  ’34,  Portland 
2:50  Intermission 
3:10  Evolution  of  the  Scalp 

William  Montagna,  Ph.D.,  D.Sc.,  Portland 

EVENING 

Class  Reunions,  Annual  Dinner  Dance,  Hilton  Hotel 
FRIDAY,  APRIL  24 

9:00  Sommatic  Mutation  and  Chronic  Disease 

Sir  Macfarlane  Burnet,  O.M.,  F.R.S., 

Melbourne 

Sommer  Memorial  Lecture 

9:50  Pathology:  Avocation  or  Vocation? 

James  H.  Lium,  M.D.,  ’46,  Salem 
Intermission 

The  Department  of  Surgery— Past  Accom- 
plishments and  Future  Promise 

J.  Englebert  Dunphy,  M.D.,  Portland 
Immunologic  Mechanisms  in  Renal  Disease 
Frank  J.  Dixon,  M.D.,  Lajolla 
Sommer  Memorial  Lecture 

1:30  Intestinal  Obstruction 

Robert  M.  Zollinger,  M.D.,  Columbus 
Sommer  Memorial  Lecture 

2:20  The  Effects  of  Stress  in  Outer  Space  on 
Ocular  Blood  Flow 

Robert  V.  Hill,  M.D.,  ’39,  Longview,  Wash. 
3:00  Intermission 

3:20  Panel  Discussion  on  Transplantation  of 
Tissues  and  Organs— Progress  and  Problems 
J.  Englebert  Dunphy,  M.D.,  Portland 

Moderator 

Frank  J.  Dixon,  M.D.,  Lajolla 
Sir  Macfarlane  Burnet,  O.M.,  F.R.S.,  Melbourne 
Robert  M.  Zollinger,  M.D.,  Columbus 


10:20 

10:40 

11:10 
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Symposium  on  occupational  diseases 


ROBERT  A.  KEHOE,  M.D. 

A Symposium  on  Occupational  Diseases  will  be 
held  at  the  University  of  Oregon  Medical  School 
on  May  18  and  19.  It  will  be  sponsored  by  the 
Medical  School  and  the  Committee  on  Medical  Edu- 
cation of  the  Oregon  Medical  Association.  The  gen- 
eral objective  of  the  program  of  instruction  is  to 
fulfill  some  of  the  professional  needs  of  the  physi- 
cian interested  in  occupational  diseases  and  to  pro- 
vide him  with  a greater  understanding  of  the  patho- 


genesis, diagnosis,  treatment  and  control  of  medical 
problems  of  occupational  origin.  This  will  be  the 
first  time  a teaching  program  in  this  specialty  will 
be  presented  in  the  Northwest. 

Robert  A.  Kehoe,  Director  of  the  Kettering  Labo- 
ratory and  Professor  of  Industrial  Medicine,  Uni- 
versity of  Cincinnati,  will  be  the  guest  speaker.  Dr. 
Kehoe,  a pioneer  in  the  field  of  industrial  toxicology 
and  occupational  medicine  has  received  numerous 
honors  both  in  the  United  States  and  abroad  for  his 
distinguished  contributions  to  this  field. 

Other  lecturers  will  include  William  D.  Norwood, 
Director  of  the  Medical  Services  in  the  Hanford 
Atomic  Products  operation;  Herbert  E.  Griswold, 
Head  of  the  Division  of  Cardiology,  University  of 
Oregon  Medical  School;  and  A.  Wesley  Horton,  Pro- 
fessor of  Biochemistry  and  Environmental  Medicine, 
University  of  Oregon  Medical  School. 

Approval  for  A.A.G.P.  Credit,  Category  I,  has 
been  given. 

The  director  of  the  Symposium  is  Raymond  R. 
Suskind,  Professor  and  Head  of  the  Division  of  En- 
vironmental Medicine  at  the  University  of  Oregon 
Medical  School. 


PROGRAM 


Monday,  May  18 

8:30  Scope  of  Occupational  Medicine;  Role  of  the 
Industrial  Physician 

Robert  A.  Kehoe,  M.D. 
9:00  Principles  of  Diagnosis 

Forrest  E.  Rieke,  M.D. 

9:40  Intermission 

9:55  Understanding  the  Working  Environment 

Mr.  Darrell  Douglas 
10:40  Medical  Problems  of  a Large  Industry— 
Lumber  and  Wood  Products 

Charles  M.  McGill,  M.D. 
11:20  Pulmonary  Problems  of  Occupational  Origin 
Donald  M.  Pitcairn,  M.D. 
1:30  Cardiac  Evaluation  for  the  Job 

Herbert  E.  Griswold,  M.D. 
2:10  Common  Orthopedic  Problems 

Laurence  R.  Langston,  M.D. 
2:45  Toxicologic  Problems 

Robert  A.  Kehoe,  M.D. 

3:20  Intermission 
3:45  Skin  Diseases 

Raymond  R.  Suskind,  M.D. 

4:20  Environmental  Cancer 

A.  Wesley  Horton,  Ph.D 


All  sessions  will  be  held  in  the  Auditorium  of  the 
Medical  School  Library 

Tuesday,  May  1 9 

8:30  Industrial  Ophthalmology— The  Eyes  in  In- 
dustry Robert  P.  Burns,  M.D. 

9:10  Medical  and  Hygienic  Control  Program  of 
an  Atomic  Energy  Plant 

William  D.  Norwood,  M.D. 

9:50  Intermission 

10:15  Panel  on  Compensation  Medicine— Medical- 
legal  problems:  Evidence,  Problems  of  the 
Commission,  the  Doctor,  the  Law;  Self- 
insured 

Discussion  Leader— Forrest  E.  Rieke,  M.D. 

Edward  K.  Kloos,  M.D. 

Hilton  W.  Rose,  M.D. 

John  Beatty,  L.L.B. 

1:30  Rehabilitation  of  Occupational  Diseases 

Calvin  H.  Kiest,  Jr.,  M.D. 

2:15  Training  for  Professional  Competence 

Robert  A.  Kehoe,  M.D. 

3:00  Intermission 

3:15  Clinical  Conference:  Case  Presentations 

Representative  problems  will  be  presented 
for  examination  and  discussion  by  Sym- 
posium Participants 
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BLAIR  J.  HEXXIXGSGAARD,  M.D.  RAYMOXD  M.  REICHLE,  M.D.  COXGRESSMAX  BRUCE  ALGER,  TEXAS 

AMA  Delegate  and  President,  MCMS 

AMPAC  Director 


Multnomah  County  Meeting  at  Cottage  Grove 


Multnomah  County  Medical  Society  has  found 
one  solution  to  the  problem  of  finding  time  for  com- 
mittee members  to  study  problems.  An  annual  retreat 
type  of  meeting  has  been  developed  into  a useful 
and  valuable  mechanism.  The  most  recent  in  the 
series  was  held  at  the  Village  Green  Motel  at  Cottage 
Grove,  February  28-March  1. 

Opportunity  for  relaxed,  thoughtful  discussion 
was  provided  by  meetings  of  the  Public  Relations 
and  Public  Policy  Commission,  Professional  and 
Community  Affairs  Commission,  Judicial  and  Busi- 
ness Commission,  and  the  Grievance  Committee. 
Reports  of  these  deliberations  were  presented  to  a 
meeting  of  the  Board  of  Trustees  on  Sunday  morn- 


ing, March  1. 

Two  outstanding  speakers  contributed  informa- 
tion and  inspiration.  The  Honorable  Bruce  Alger 
gave  a stirring  address  after  lunch  on  Saturday, 
February  29,  on  the  American  Political  Scene,  and 
Norman  Welch,  of  Boston,  President  Elect,  of  the 
American  Medical  Association  gave  an  illuminating 
report  that  evening  of  AMA  problems. 

This  highly  successful  meeting  has  established 
a worthwhile  pattern  and  might  well  be  copied  by 
other  societies.  It  provides  time  and  atmosphere  con- 
ducive to  comprehensive  discussion  of  problems 
sometimes  not  given  enough  consideration  under 
less  favorable  circumstances. 


HARUO  MACHIDA,  M.D. 


Primate  Center  adds  to  staff 

Oregon  Regional  Primate  Research  Center  an- 
nounces the  arrival  of  Haruo  Machida,  from  Keio 
University  School  of  Medicine  in  Tokyo,  Japan, 
to  assume  the  position  of  histochemist. 

Dr.  Machida  received  his  degree  from  Keio 
University  School  of  Medicine  in  1955.  He  interned 
at  the  Public  Hospital  in  Tokyo,  and  received  his 
Japanese  Medical  license  in  1956.  Prior  to  his 
appointment  at  the  Center,  he  spent  four  years  as 
a postdoctoral  fellow  and  Research  Assistant  in  the 
Department  of  Anatomy  at  Keio  University  School 
of  Medicine  studying  the  histochemistry  on  the  skin 
of  man  and  subhuman  primate. 


OBITUARIES 

dr.  Charles  a.  HAixES,  of  Ashland,  died  December 
18  of  myocardial  failure  and  coronary  arteriosclerosis. 
His  degree  was  granted  by  University  of  Oregon 
Medical  School  in  1924.  He  was  67. 

dr.  alfred  texxysox  lees,  a graduate  of  Rush 
Medical  College  in  1901,  died  January  15  in  Ash- 
land of  aleukemic  lymphatic  leukemia.  Dr.  Lees  who 
was  retired,  was  88. 
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RALEIGH  HILLS  HOSPITAL 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D.  John  W.  Evans,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

IARRAE  A.  HAYDON,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 
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Who  do  you  tell 
your  troubles  to, 
your  electrocardiograph 
goes  on  the  fritz? 


It  happens,  even  to  the  best  of  machines. 

When  it  does,  a Sanborn  owner  is  in  an 
advantageous  position: 

The  serviceman  who  answers  his  call 
is  a Sanborn  employee,  whose  only 
interest  is  serving  Sanborn  customers. 

The  serviceman  Jcnoics  Sanborn  elec- 
trocardiographs, what’s  in  them,  how 
they  work  and  why.  He  can  find  — 
and  fix  — all  types  of  trouble  faster. 

The  serviceman  is  nearby  (42  loca- 
tions in  the  United  States  alone),  has 
complete  stocks  of  repair  parts  and 
supplies,  modern  electronic  test  equip- 
ment and  facilities. 

When  you  buy  an  electrocardiograph, 
consider  the  kind  of  service  you’ll  want 
should  the  occasion  arise.  You  can  be 
sure  of  getting  it,  from  Sanborn. 
Sanborn  Company,  Medical  Division, 
Waltham,  Mass.  02154. 


SANBORN*3^ 

A SUBSIDIARY  OF  HEWLETT-PACKARD  9 


Seattle  Branch  Office  1 1 1 Second  Ave.  North,  Mutual  2-1  144 
Portland  Sales  & Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  W.  16th  Ave.,  Capitol  7-7559 
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Barba  Rubio,  J.,  and  Barba  Rubio,  M. : 
Topical  use  of  fluocinolone  acetonide  in 
dermatology,  Sem  Med  Mex  30: 374  (Sept) 
1961. 

Delzant,  O. : Clinical  experiments  with  a 
new  topical,  anti-inflammatory:  fluocinolone 
acetonide,  Presse  Med  69:1747  (Sept)  1961. 

Scholtz,  J.  R. : A new  corticoid  for  topical 

therapy:  fluocinoline  acetonide,  Calif  Med 
95: 224  (Oct)  1961. 


knuckle  pads,  The  Schoch  L 
1962. 

Bender,  E.;  Zierz,  P.;  and  Ra 
Clinical  experiences  with  fluocin 
cal  treatment  of  common  psorias 
Welt  47: 2508  (Nov  24)  1962. 

Boslet,  W.:  Therapeutic  exper 
fluocinolone  acetonide  in  combij 
occlusive  dressings  for  long  peri* 
Arneim  Forsch  12:1109  (Nov)  1 


sunalar 

**  [FLUOCINOLONE  ACETONIDE_ 


REPLACING  HYDROCORTISONE  IN  INFLAMMATORY  DERMATOSES 


“Prompt  Objective 
iprovement—  Superior  to 
ropical  Hydrocortisone” 

y patients  with  various  dermatoses  “had  been  under  treat- 
it  previously  for  from  one  to  four  months  or  longer  with 
cal  hydrocortisone  1 percent  or  triamcinolone  0.1  percent, 
le  or  in  combination  with  tar  and/or  iodochlorhydroxyquin, 
t less  than  satisfactory  control  of  their  lesions ...  Prompt 
sctive  improvement  over  and  above  the  benefit  obtained  from 
prior  medication  was  observed  in  46  patients  (92%).  All  of 
se  patients  showed  a marked  diminution  in  the  size  and  severity 
esions  within  one  week  after  therapy  with  fluocinolone  aceto- 
; was  instituted...  fluocinolone  acetonide  has  proved  to  be  super- 
to  topical  hydrocortisone  and  triamcinolone  in  the  treatment 
control  of  resistant  eczematous  and  seborrheic  dermatoses.” 

Sawyer,  W.  C. : Ann  Allerg  20:330  (May)  1962. 


Synalar  (fluocinolone  acetonide),  the  topical  corticosteroid 
that  is  replacing  hydrocortisone,  has  gained  universal  rec- 
ognition and  acceptance  as  drug  of  preference  in  a wide 
range  of  inflammatory  dermatoses. 

Documented  results  show  that  this  important  advance  in 
topical  therapy: 

• is  consistently  effective  both  initially  and  if  retreatment 
is  required 

• rapidly  relieves  pruritus 

• controls  both  chronic  and  acute  conditions 

• is  economical  because  less  medication  is  required  to 
rapidly  achieve  optimum  results 

Write  for  a clinical  supply  to  prove  that  Synalar  (fluocinolone 
acetonide)  is  superior  to  hydrocortisone. 


iUTIONS:  Synalar  fluocinolone  acetonide) preparations  are  virtually  non-sensitizing  and  non-irritating; 
cin  rarely  produces  allergic  reactions  Although  side  effects  are  not  ordinarily  encountered  with  topically 
1 corticosteroids,  as  with  all  drugs,  a few  patients  may  react  unfavorably.  Where  there  is  systemic 
m or  severe  local  infection,  systemic  antibiotics  should  be  considered,  based  on  susceptibility  testing. 
ABLE:  For  initiation  of  therapy — 

I 0.025%,  5 and  15  gm.  tubes.  For 
nance  therapy — Cream,  0.01%,  45 
bes  For  emollient  effect — Ointment 
j.  15  gm.  tubes  For  infected  derma- 
-Neo-Synalar(R)( 0.025%  fluocinolone 
j ide  0.5%  neomycin  sulfate)  Cream, 

15  gm.  tubes. 


an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


Scher,  R.  K.:  Treatment  of  refractory  der- 
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Second  Pack  Forest  Conference 

This  summary  report  omits  many  thoughtful  contributions  to  the  conference 
and  has  eliminated  almost  all  of  the  discussion.  It  is  intended  merely  as  notification 
to  members  of  Washington  State  Medical  Association  that  a conference  was  held  and 
certain  vexatious  town-gown  problems  ivere  discussed.  Ed. 


Panel  questions  Dr.  Wil- 
liams. Less  than  half  of  the 
conference  participants  are 
shown. 


Some  of  those  who  attended  the  Second  Pack 
Forest  Conference  came  away  with  mixed  feelings. 
There  was  much  conversation  but  no  action.  This, 
however,  was  exactly  what  had  been  planned.  The 
conference  was  one  of  discovery  rather  than  one 
of  construction.  Problems  were  recognized  but  not 
solved,  for  solutions  are  not  apt  to  be  satisfactory 
if  they  precede  full  understanding  of  the  problems 
they  are  supposed  to  solve. 

Purpose  of  the  conference,  quite  obviously,  was 
to  explore  areas  of  town-gown  controversy  in  a re- 
laxed atmosphere  where  questions  might  be  asked 
and  answered,  or  ideas  might  be  proposed  in  a 
search  for  better  methods  but  not  as  an  attack  on 
individuals  or  organizations.  In  this  the  conference 
was  eminently  successful. 

Search  for  definitive  solu- 
tions will  follow. 

First  of  these  meetings, 
attended  by  members  of  the 
faculty  of  the  University  of 
Washington  School  of 
Medicine  and  physicians  in 
private  practice,  was  held 
at  the  Pack  Forest  Camp, 
near  Eatonville,  in  June, 

1963.  The  second  was 
March  21-22,  1964.  Heads 
of  departments  and  officers 
of  medical  organizations 
were  the  major  participants 
although  others  in  various 
key  positions  were  present. 


medical  school  goals 

James  W.  Haviland:  A first  quality  school  is  de- 
sired by  all.  This  implies  that  it  should  carry  out  its 
responsibilities  for  postgraduate  education,  should 
establish  a balance  between  research  and  teaching, 
and  it  should  develop  new  fields  of  medical  endeav- 
or. The  school  should  provide  community  resource 
for  consultation  and  for  service  to  patients.  Ad- 
ministration should  be  based  on  sound  practices 
and  the  profession  should  be  kept  informed  of  the 
bases  of  policy  decisions  through  improved  com- 
munication. The  school  should  strive  to  elevate 
ethical  standards  as  well  as  professional  standards 
and,  in  this  connection,  some  thought  should  be 
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given  to  acquiescence  in  care  of  non  service  con- 
nected disabilities  in  the  VA  Hospital.  Existence 
of  a reservoir  of  knowledge  and  skill  within  the 
practicing  profession  should  be  recognized. 

preparation  for  general  practice 

Carl  E.  Madge:  Efforts  should  be  made  to  create 
a different  image  of  general  practice  in  the  students’ 
minds.  It  may  be  difficult  for  the  teacher  to  avoid 
influencing  the  student  toward  specialization  be- 
cause, if  he  is  a good  teacher,  he  cannot  avoid  being 
enthusiastic  about  his  own  field.  Need  for  non- 
specialized  patient  care  has  been  emphasized  by 
George  Thorn  who  created  a highly  successful,  gen- 
eral medical  clinic  at  Peter  Brent  Brigham  Hospital, 
in  Boston.  Thorn’s  clinic  is  staffed  by  specialists  but 
does  not  divide  its  patients  into  segments.  Each  is 
viewed  as  the  product  of  a total  situation. 

George  N.  Aagaard:  For  purpose  of  discussion  it 
may  be  agreed  that  it  is  desirable  for  the  state  to 
have  general  practitioners.  General  practice  is  not  a 
separate  discipline  but  a method  of  providing  medi- 
cal care.  Therefore,  the  medical  student  must  be 
given  a broad  based  medical  education  upon  which 
he  may  build  his  preparation  for  the  kind  of  practice 
chosen. 

Leon  F.  Alter:  Between  lines  of  the  Dean’s  dis- 
cussion there  is  the  fact  that  the  student  is  exposed 
only  to  career  people  who  have  not  had  experience 
in  general  practice.  Students  should  hear  regular  lec- 
tures by  general  practitioners  and,  in  admission 
policy,  some  consideration  should  be  given  to  selec- 
tion of  students  likely  to  enter  general  practice. 

George  N.  Aagaard:  From  50  to  75  per  cent  of 
students  are  now  serving  externships  at  several  of 
the  private  hospitals  in  Seattle.  This  service 
provides  opportunity  for  exposure  to  general  prac- 
titioners and  general  practice.  Students  are  always 
highly  critical.  Unless  the  subject  is  presented  care- 
fully and  unless  the  general  practitioner  is  chosen 
carefully,  the  student  may  reject  the  suggestion 
that  he  become  interested  in  general  practice. 

general  practice  preceptorships 

William  F.  Mead:  Most  serious  indication  of  pres- 
ent trends  is  the  fact  that  the  number  of  students 
electing  preceptorships  has  fallen  markedly. 

the  Veterans  Hospital 

Earl  P.  Lasher:  The  Congress  has  authorized  125,- 
000  beds  in  hospitals  operated  by  the  Veterans  Ad- 
ministration. Average  occupancy  is  90  per  cent  and 
average  stay  is  29  days.  The  fact  that  taxpayers  of 
the  State  of  Washington  are  reluctant  to  expand 
the  University  Hospital  may  influence  the  school 
administration  to  support  expansion  of  practice  in 
VA  hospitals.  Plans  call  for  expansion  of  the  Seattle 
VA  Hospital  by  200  beds,  to  total  of  588. 


Harold  L.  Tracij:  Annual  admissions  for  service 
connected  disabilities  vs.  non  service  connected  are: 
Seattle,  645/3,312;  Spokane,  220/1,998;  Vancouver, 
448/3,274;  Walla  Walla,  153/1,736.  If  more  beds 
are  needed  for  proper  teaching  of  medical  students, 
the  medical  profession  and  medical  organizations 
should  campaign  actively  for  further  development 
of  the  University  Hospital. 

Maurice  Z.  Cooper:  Policy  of  VA  hosiptals  is 
established  by  act  of  Congress  and  cannot  be  dis- 
regarded. If  a veteran  has  service  connection  and 
needs  medical  care,  the  VA  must  take  care  of  him. 
Financial  statement  is  not  required  of  those  drawing 
disability  payments  of  $40  to  $90  per  month.  One- 
third  of  the  patients  in  the  Seattle  VA  Hospital  have 
service  connection.  There  are  22,000,000  veterans  in 
the  United  States  and  384,000  in  Washington  but 
only  5 per  cent  are  treated  by  VA  hospitals.  The 
other  95  per  cent  obtain  private  medical  care. 

George  N.  Aagaard:  The  Dean’s  Committee  is 
composed  of  heads  of  departments  plus  a few  phy- 
sicians from  the  community.  It  meets  once  or  twice 
a year.  Two  or  three  years  ago,  when  it  was  learned 
that  some  obsolete  hospitals,  and  some  of  temporary 
construction,  were  to  be  deactivated  and  the  beds 
assigned  elsewhere,  the  Committee  suggested  that 
they  be  assigned  to  a Dean’s  Committee  Hospital. 
The  medical  school  is  not  interested  in  expanding 
the  University  Hospital  but  is  interested  in  using 
affiliated  hospitals.  The  problem,  however,  is  more 
national  than  local.  The  beds  are  to  be  there.  They 
should  be  used  for  teaching  if  possible. 

utilization  of  clinical  faculty 

Einar  Henriksen:  Private  practitioners  should 

teach  at  the  University  Hospital— but  the  staff  is 
closed.  They  are  now  teaching  in  clinics  and  in  pri- 
vate hospitals.  Residents  want  instruction  from 
private  practitioners. 

Dean  K.  Crystal:  Elimination  of  part  time  teach- 
ers because  of  failure  of  a few  would  be  a great 
loss.  Those  in  private  practice  may  have  needs  to 
maintain  skills  in  teaching  and  these  skills  may  be 
retained  only  by  their  constant  exercise. 

George  N.  Aagaard:  There  is  already  a great  deal 
of  teaching  by  private  practitioners,  especially  at 
Childrens  Orthopedic  Hospital,  King  County  Hos- 
pital and  at  the  Seattle  VA  Hospital.  Specifically, 
four  orthopedic  surgeons  are  participating  actively, 
on  a year  around  basis,  at  the  University  Hospital. 
One  serious  problem  in  utilizing  volunteer  teachers 
is  that  of  reliability. 

One  private  practitioner  agreed  to  give  a series 
of  six  lectures  and  his  program  was  set  up  well  in 
advance.  In  spite  of  the  fact  he  was  notified  he 
kept  only  the  first  appointment.  On  one  other  oc- 
casion he  called  to  state  that  he  could  not  give  the 
lecture  but  on  the  other  dates  did  not  have  the 
courtesy  to  call  or  explain. 
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internship  and  residency  affiliation  between  private 
hospitals  and  the  School  of  Medicine 

Eric  R.  Sanderson:  The  University  is  not  using  the 
great  mass  of  teaching  material  and  teaching  talent 
available  in  the  city.  For  example,  at  the  Swedish 
Hospital  there  are  20,000  admissions  per  year,  (six 
times  the  number  at  the  Seattle  VA  Hospital)  12,000 
operations  are  performed  and  there  are  2,800  deliv- 
eries. Physicians  at  the  Swedish  have  skill  in  medical 
care— they  specialize  in  it.  If  one  wishes  to  learn 
about  patient  care,  this  hospital  would  be  a good 
place  to  be  trained.  The  University  is  not  helping 
with  medical  work  of  the  community  since  few  in- 
terns in  Seattle  hospitals  come  from  the  School  of 
Medicine. 

Paul  P.  VanArsdel,  Jr.:  Students  seeking  counsel 
on  internships  are  advised  to  seek  training  adequate 
to  the  career  they  plan.  They  are  advised  to  favor 
a teaching  hospital  but  this  does  not  necessarily 
mean  a university  hospital.  Many  private  hospitals 
have  excellent  teaching  programs.  Most  students 
elect  to  leave  the  city  and  the  state  in  search  of  new 
contacts  and  new  experiences.  Students  are  warned 
that  graded  experience  in  patient  care  responsibility 
may  not  be  available  in  some  private  hospitals.  It 
is  pointed  out  that  a hospital  of  good  record  in 
filling  intern  requirements  is  apt  to  offer  a good 
program  and  that  one  having  a resident  program 
offers  opportunity  for  frequent  consultation  with 
someone  of  more  experience  always  available. 

John  N.  Lein:  In  1960,  Spokane  hospitals  began 


a program  of  improvement  in  teaching.  Faculty  mem- 
bers from  the  School  of  Medicine  were  invited  to 
conduct  Grand  Rounds  on  regular  schedule  and 
have  been  highly  successful  in  carrying  out  the 
project.  This  has  been  helpful  to  physicians  of  the 
community  and  has  helped  in  recruiting  interns. 

Robert  G.  Petersdorf:  Teaching  talent  must  be  or- 
ganized. The  main  purpose  of  a residency  is  to  teach 
good  habits  in  patient  care.  Therefore,  there  must 
be  control. 

panel  discussion 

Panel  composed  of  Robert  B.  Hunter,  Donald  T. 
Hall,  Sherman  Day,  James  R.  Cantrell,  Robert  B. 
Bright,  Robert  G.  Petersdorf  and  Lloyd  M.  Nyhus, 
reversed  the  customary  pattern  and  asked  ques- 
tions of  conference  participants.  Most  of  the  ques- 
tions were  for  details  in  further  exploration  of  sub- 
jects previously  introduced. 
conclusion 

It  must  be  repeated,  with  emphasis,  that  this  con- 
ference was  planned  to  explore  but  not  to  settle  prob- 
lems. Some  comments  may  be  found  baseless  and 
some  may  be  found  only  to  indicate  misunderstand- 
ing. Some  will  result  in  changed  attitudes  and  prac- 
tices. Perhaps  it  is  an  error  to  say  that  the  meeting 
did  not  construct.  It  did  create  an  excellent  founda- 
tion for  further  discussion  and  left  a.  very  strong 
impression  that  town  and  gown  have  identical  goals. 
If  paths  have  been  separated  in  the  past,  it  is  quite 
clear  that  they  are  to  approach  each  other  much 
more  closely  in  the  future. 


Missing  person 

The  sheriff  of  Stevens  County,  Mr.  Albert  E. 
Holter,  has  reason  to  believe  that  a 5 year  old  boy, 
missing  since  August  3,  1963,  may  still  be  alive. 
Physicians  are  requested  to  report  to  Mr.  Holter, 
should  they  see  any  boy  answering  the  following 
description: 

Name:  Bobby  Panknin 

Date  of  Birth:  February  28,  1959 


Description:  Weight  approximately  30-35 

pounds,  Height  32",  dark  blond  hair,  new  hair 
coming  in  dark,  brown  eyes 
Ancestry:  German 

Has  speech  difficulty  with  “R”  and  “C”  sounds, 
prominent  callus  on  right  thumb  from  sucking. 
Allergic  to  chocolate  and  has  recurrent  ear  and 
bronchial  infections,  usually  severe.  Would 
respond  to  dog  named  “Frisky”  or  friend  named 
“Mary  Upp.”  Very  interested  in  cowboys  and 
parades,  sparks  to  the  words  Cheyenne,  Wyom- 
ing. Father  is  a retired  Sergeant  of  U.S. 
Air  Force. 

Phone  any  helpful  information  to  Mr.  Albert 
E.  Holter,  County  Sheriff,  Colville,  Washington. 

recent  advances  in  child  development 

Child  psychiatry,  psychology,  genetics,  psycho- 
analysis, measurement,  mental  retardation,  and  ani- 
mal studies,  will  be  among  topics  of  discussion  to 
be  presented  by  the  University  of  Washington  Sehool 
of  Medicine,  in  conjunction  with  the  University’s 
Department  of  Psychology,  in  a seminar  on  Recent 
Advances  in  Child  Development. 

The  course,  intended  primarily  for  pediatricians, 
psychologists  and  psychiatrists,  is  slated  for  June 
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24-26  at  the  University's  Auditorium  of  the  Health 
Sciences  Building.  Fee  is  S50.  The  program  is  accep- 
table for  15  accredited  hours  by  the  American 
Academy  of  General  Practice. 

For  further  information,  write:  Mrs.  Alice  Steen, 
Postgraduate  Medical  Secretary,  University  of  Wash- 
ington School  of  Medicine,  Division  of  Postgraduate 
Medical  Education,  Seattle,  Washington  98105. 


MR.  GEORGE  D.  BRUNDAGE  MR.  W.  W.  MOORE,  JR. 


WSHA  plans  annual  meeting 

The  annual  meeting  of  the  Washington  State 
Heart  Association  is  scheduled  for  May  1 at  the 
Washington  Athletic  Club  in  Seattle.  Guest  speakers 
for  the  meeting  are  George  D.  Brundage,  Short 
Hills,  New  Jersey,  Chairman  of  the  Board  of  Di- 
rectors of  the  American  Heart  Association;  and  Wil- 
liam W.  Moore,  Jr.,  Garden  City,  New  York,  Asso- 
ciate Director  and  Director  of  Affiliate  Services 
for  the  American  Heart  Association. 

PROGRAM 

12:00  Luncheon— Dale  E.  Turner,  D.D.,  Seattle, 
Minister  of  University  Congregational 
Church  to  speak  on  “Service  Above  Self” 
2:00  Paul  on  “We  Take  a Look  at  Ourselves” 
—guest  panelist,  William  W.  Moore,  Jr. 

3:30  Business  meeting,  election  of  officers,  com- 
mittee reports 
6 : 30  Social  hour 

7:30  Dinner— John  W.  Brundage  to  speak  on  “The 
Heart  Association  — Unique  — Indispensable 
and  Made  in  America!” 

scientific  program 

Physicians  of  the  Pacific  Northwest  are  invited 
to  attend  a scientific  program  dedicating  the  new’ 
Clinical  Laboratories  of  the  Children’s  Orthopedic 
Hospital  and  Medical  Center  which  will  be  held 
June  15  from  8:30  to  5:00  at  the  Seattle  Center. 
Speakers  will  be:  Harvey  White,  Pediatric  Radio- 
logist, Chicago;  Benjamin  Landing,  Pediatric  Path- 
ologist, Los  Angeles;  and  Gerald  Cooper,  Medi- 
cal Laboratory  Sections,  USPHS,  Atlanta,  Georgia. 


THRIFT  HANKS,  M.D. 


Dr.  Hanks  Receives  Dalla  Valle  Award 

The  Pacific  Northwest  Section  of  the  American 
Industrial  Hygiene  Association  honored  Thrift 
Hanks,  Seattle,  Boeing  Corporate  Director  of 
Health,  at  their  Annual  Meeting  in  September 
by  electing  him  to  receive  the  J.  M.  Dalla  Valle 
award  for  his  achievements  in  the  occupational 
health  field. 

The  Dalla  Valle  award  is  presented  each  year 
by  the  Pacific  Northwest  Section  of  the  A.I.H.A. 
to  an  individual  or  group  of  individuals  w’ho  have 
contributed  significantly  to  the  cause  of  industrial 
health  during  the  preceding  year  or  years. 

Dr.  Hanks  was  cited  for  his  work  in  securing 
legislation  approving  funds  for  the  construction  of  an 
environmental  health-research  laboratory  facility’  at 
the  University  of  Washington,  his  w’ork  on  an  As- 
sociation of  Washington  Industries  committee  on 
revising  the  state  safety  standards  for  the  protection 
against  occupationally  acquired  diseases,  and  for 
his  help  in  establishing  the  industrial  hygiene  engi- 
neering unit  at  Boeing  in  1954. 


pharmacies  donate  to  medical  education 

L.  S.  Highsmith,  President  of  the  Spokane 
County  Medical  Society,  announces  that  three  phar- 
macies in  Spokane  have  contributed  for  the  tenth 
year,  a 8500  grant,  to  be  awarded  to  a deserving 
Eastern  Washington  medical  student  at  the  U of  W 
Medical  School.  The  contributed  total  now  is  88,500. 
The  pharmacies’  main  objective  is  to  see  that  a 
student,  who  needs  the  funds  to  continue  his  medical 
studies,  receives  the  grant.  Contributing  pharmacies 
are:  Miller  & Felt,  Hart  & Dilatush,  and  Whitlock’s. 


Dr.  Hartzell  honored 

Homer  V.  Hartzell,  Seattle,  w'as  elected  to  the 
position  of  Chancellor  of  the  American  College  of 
Radiologists  at  the  40th  annual  convention  held 
February  5-8  in  Tuscon,  Arizona. 
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Madigan  award 

Wolfgang  W.  Klemperer,  Seattle,  was  awarded 
the  Certificate  of  Appreciation  for  Patriotric  Civilian 
Service  of  the  Army.  The  honor  was  given  him  for 
his  service  as  a Neurosurgical  Consultant  to  the 
United  States  Army  Medical  Service  at  Madigan 
General  Hospital,  Tacoma. 

U W Course  on  Radioisotopes 

Radioisotopes  may  no  longer  be  ignored  by  clini- 
cians or  assumed  to  be  of  interest  only  to  those 
in  research.  The  isotope  photoscanner  is  rapidly 
becoming  as  essential  to  clinical  medicine  as  the 
x-ray  tube  and  the  electrocardiograph.  Those  wishing 
to  keep  abreast  of  this  useful  advance  may  learn  a 
little  about  research  but  much  more  about  clinical 
application  by  attending  a postgraduate  course  to 
be  held  at  the  University  of  Washington  School  of 
Medicine,  May  21-22.  The  course  is  planned  specifi- 
cally for  practicing  physicians. 

Two  clinicians  from  eastern  medical  schools, 
chosen  for  their  extensive  experience  in  the  field, 
have  been  invited  to  join  the  UW  faculty  for  this 
course.  They  are  William  H.  Beierwaltes,  from  the 
University  of  Michigan  Medical  School,  and  Henry 
N.  Wagner,  from  Johns  Hopkins.  Special  guest 
discussant  will  be  Asa  Seeds,  of  Vancouver,  Wash- 
ington, one  of  the  founders  of  the  Society  of  Nuclear 
Medicine. 

The  program  will  include  lectures  on  use  of 
isotopes  in  diagnosing  primary  anemia,  thyroid  dis- 
ease, pulmonary  emboli,  brain  tumor,  liver  tumor, 
pericardial  effusion,  myocardial  infarction,  and 
others.  Parathyroid  disease,  pancreatic  disease, 
splenic  disease,  conditions  involving  iron  metabolism, 
body  water  and  sodium  in  hypertension,  and  man- 
agement of  renal  disease  will  be  discussed. 


Full  information  may  be  obtained  from  Mrs.  Alice 
Steen,  Division  of  Postgraduate  Medical  Education, 
University  of  Washington  School  of  Medicine,  Se- 
attle, Washington  98105. 

OBITUARIES 

dr.  frank  ray  king,  a veteran  of  World  War  I, 
died  of  carcinoma  of  the  rectum  in  Sedro  Woolley 
at  89  years.  His  degree  was  awarded  by  Barnes 
Medical  College  of  St.  Louis  in  1896.  Dr.  King 
specialized  in  psychiatry. 

dr.  james  r.  hanson,  an  orthopedic  surgeon  in 
Everett,  was  killed  from  a fall  while  skiing  at 
Leavenworth.  His  degree  was  granted  by  Univer- 
sity of  Wisconsin  Medical  School  in  1956.  Dr.  Han- 
son, 32,  served  as  medical  doctor  for  the  Olympic 
ski  team  at  Squaw  Valley  in  1960. 

dr.  norman  w.  clein,  Seattle  pediatrician  and 
founder  of  the  Children’s  Clinic,  died  February  12. 
A graduate  of  Northwestern  University  Medical 
School  in  1925,  he  organized  the  Children’s  Allergy 
Clinic  at  Harborview  Hospital  in  1929  and  served  as 
chief  of  that  hospital  for  25  years.  He  was  associate 
professor  of  pediatrics  at  University  of  Washington 
School  of  Medicine  and  served  on  staffs  of  seven 
hospitals,  two  of  which  he  was  chief  of  pediatrics. 
He  was  past  president  of  Northwest  Allergy  Forum, 
Washington  State  Allergy  Society,  Sara  Morris 
Children’s  Hospital  Alumni  Association,  and  Seattle 
Pediatric  Society.  Dr.  Clein,  a veteran  of  World 
War  1,  World  War  II,  and  the  Korean  War,  was 
63. 

dr.  william  e.  baber,  died  February  16  at  44  years 
in  Spokane.  A graduate  of  University  of  Southern 
California  School  of  Medicine  in  1950,  he  had 
served  on  the  surgical  staff  of  the  VA  Hospital  from 
1953  to  1954.  Dr.  Baber  was  a veteran  of  World 
War  11  and  the  Korean  War. 

dr.  Clyde  secoy,  35,  of  Seattle,  was  found  dead 
February  2 on  Dow  Mountain  where  his  light  plane 
had  crashed.  He  had  been  missing  since  January  23 
while  on  a return  flight  from  Shelton  to  Renton. 
Dr.  Secoy  was  graduated  in  1954  from  McGill  Uni- 
versity Faculty  of  Medicine  in  Montreal.  He  was 
licensed  in  1958. 


Your  patients  using  diabetic  exchange  lists  can 
add  the  convenience,  flavor,  and  variety  of  Camp- 
bell Soups  by  following  a table  prepared  by  the 
manufacturer.  The  printed  list  may  be  obtained  in 
pads  of  25.  Write,  Campbell  Soup  Company,  EX-1, 
Institutional  Services,  375  Memorial  Avenue,  Cam- 
den 1,  New  Jersey. 
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Thrombophlebitis,  a treatise  on  its  etiology,  diagnosis  and 
treatment.  By  J.  Earle  Estes,  B.S.,  M.S.,  M.D.,  Associate 
and  Teaching  Staffs,  Chief  of  Peripheral  Vascular  Out- 
patient Department,  St.  Joseph's  Hospital,  Phoenix,  Ari- 
zona. Formerly  Consultant  and  Head  of  Section  Internal 
Medicine,  Subspeciality  of  Peripheral  Vascular  Diseases. 
Mayo  Clinic.  Rochester.  Minnesota.  66  pp.  Price  $4.50. 
Charles  C Thomas,  Springfield,  111.,  1964. 


BOOKS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Appraisal  of  current  concepts  in  anesthesiology,  vol.  2.  By 
John  Adriani.  M.D..  Professor  of  Surgery,  Tulane  Uni- 
versity School  of  Medicine.  New  Orleans,  La.,  Clinical 
Professor  of  Surgery  and  Pharmacology,  Louisiana  State 
University  School  of  Medicine,  New  Orleans,  La.,  Director, 
Department  of  Anesthesiology,  Charity  Hospital  of  Louisi- 
ana, New  Orleans.  La.  478  pp.  Price  $10.75.  C.  V.  Mosby 
Company,  St.  Louis,  1964. 


Principles  of  public  health  administration.  By  John  J. 
Hanlon,  M.S.,  M.D.,  M.P.H..  Director  of  Community  Health 
Services,  City  of  Philadelphia.  Professor  and  Chairman, 
Department  of  Preventive  Medicine  and  Public  Health. 
Temple  University  School  of  Medicine,  Philadelphia,  Pa., 
719  pp.  Illustrated.  Fourth  edition.  Price  $11.50.  C.  V. 
Mosby  Company,  St.  Louis,  1964. 


Drugs  of  choice,  1964-1965.  By  Walter  Modell,  M.D..  Editor, 
Associate  Professor  of  Pharmacology,  Cornell  University 
Medical  College,  New  York,  N.Y.,  Attending  Physician 
Veterans  Administration  Hospital,  Montrose,  N.Y.,  Chair- 
man, Advisory-  Committee  on  New  Drugs  to  the  Food  and 
Drug  Administration,  Member,  Executive  Committee,  Uni- 
ted States  Pharmacopeia  XVII.  Editor,  Clinical  Pharma- 
cology and  Therapeutics.  1,018  pp.  Price  $16.75.  C.  V. 
Mosby  Company,  St.  Louis,  1964. 


Medical  pharmacology-,  principles  and  concepts.  By  Andres 
Goth,  M.D.,  Professor  of  Pharmacology-  and  Chairman  of 
the  Department,  The  University-  of  Texas  Southwestern 
Medical  School,  Dallas,  Texas.  Second  edition.  585  pp. 
Illustrated.  Price  $11.75  C.  V.  Mosby  Company-,  St.  Louis, 
1964. 


Manual  of  clinical  nutrition.  By  Robert  S.  Goodhart,  M.D., 
Scientific  Director,  The  National  Vitamin  Foundation.  Inc., 
Physician-in-Charge,  Washington  Heights  Nutrition  Clinic, 
New  York  City-  Department  of  Health.  New  York,  N.Y.; 
Michael  G.  Wohl,  M.D..  Chief  of  Nutrition  Clinic,  Philadel- 
phia General  Hospital,  Emeritus  Clinical  Professor  of 
Medicine,  Temple  University  School  of  Medicine,  Con- 
sultant in  Medicine.  Albert  Einstein  Medical  Center.  Phila- 
delphia, Pennsylvania.  279  pp.  Price  $5.00.  Lea  & Febiger, 
Philadelphia,  1964. 


Lysosomes,  Ciba  Foundation  Symposium.  Edited  by  A.  V.  S. 
de  Reuck,  M.Sc.,  D.I.C.,  A.R.C.S.  and  Margaret  P.  Camer- 
on, M.A.  Illustrated.  446  pp.  Price  $11.50  Little,  Brown  and 
Company,  Boston,  1963. 


Selective  audio-visual  instruction  for  mentally  retarded 
pupils.  By  Edward  Goldstein.  A.M.  Young  Adult  Adjust- 
ment Center,  Brooklyn,  New  York.  96  pp.  Price  $5.25. 
Charles  C Thomas,  Springfield,  111.,  1964. 


Cataracts,  chemistry,  mechanisms  and  therapy.  By-  Sidney- 
Lerman,  M.D.,  C.M.,  Associate  Professor  of  Ophthalmology, 
Assistant  Professor  of  Biochemistry,  University  of  Roches- 
ter, School  of  Medicine  and  Dentistry;  Senior  Associate 
Ophthalmologist.  Strong  Memorial  Hospital,  Rochester. 
New  York.  196  pp.  Illustrated.  Price  $9.50.  Charles  C 
Thomas,  Springfield,  111.,  1964. 


Some  biochemical  and  immunological  aspects  of  host- 
parasite  relationships.  Consulting  Editor,  Thomas  C.  Cheng. 
492  pp.  Price  $7.00.  New  York  Academy  of  Sciences,  1963. 


A synopsis  of  gastro-enterology.  By  G.  N.  Chandler.  M.A., 
D.M.,  M.R.C.P.,  Consultant  Physician,  Chapel  Allerton 

Hospital,  Leeds,  and  Pinderfields  General  Hospital,  Wake- 
field. 192  pp.  Price  $7.00.  Williams  and  Wilkins  Company, 
Baltimore,  1963. 


The  psychological  aspects  of  diabetes  or  how  to  live  in 
emotional  balance  with  diabetes.  By  Harold  Geist,  Ph.D  , 
Consulting  Psychologist,  Berkeley,  California.  81  pp.  Price 
$4.75.  Charles  C Thomas,  Springfield,  111.,  1964. 


Cancer  of  the  stomach.  By  William  H.  Re  Mine,  M.D.,  N.S. 
in  Surgery-.  F.A.C.S..  Head  of  a Section  of  Surgery,  Mayo 
Clinic,  Assistant  Professor  of  Surgery,  Mayo  Foundation, 
Graduate  School,  University  of  Minnesota.  James  T.  Priest- 
ley, M.D.,  M.S.  in  Experimental  Surgery,  Ph.D.  in  Surgery, 
F.A.C.S.,  Head  of  a Section  of  Surgery,  Mayo  Clinic,  Pro- 
fessor of  Surgery,  Mayo  Foundation.  Graduate  School, 
University  of  Minnesota.  Joseph  Berkson,  M.D.,  D.Sc., 
Head  of  the  Section  of  Biometry  and  Medical  Statistics, 
Mayo  Clinic,  Professor  of  Biometry-  and  Medical  Statistics, 
Mayo  Foundation,  Graduate  School,  University  of  Minne- 
sota; and  members  of  the  Staff  of  the  Mayo  Clinic, 
Rochester,  Minnesota.  255  pp.  Illustrated.  Price  $11.50. 
W.  B.  Saunders  Company.  Philadelphia,  1964. 


Hemoglobin;  its  percursors  and  metabolites.  Edited  by 
F.  William  Sunderman,,  M.D.,  Ph.D.,  Sc.D.,  Director, 
Division  of  Metabolic  Research  and  Clinical  Professor  of 
Medicine,  Jefferson  Medical  College,  Philadelphia,  Penn- 
sylvania; F.  William  Sunderman,  Jr.,  M.D.,  Associate 
in  Medicine,  Jefferson  Medical  College,  Philadelphia;  Con- 
sultant in  Clinical  Pathology,  Harrisburg  Hospital,  Harris- 
burg, Pennsylvania,  City  of  Kingston.  Laboratory,  Kings- 
ton. N.Y..  and  U.S.  Naval  Hospital,  St.  Albans,  N.Y.  360 
pp.  Illustrated.  Price  $16.00  J.  B.  Lippincott  Company, 
Philadelphia,  1964. 


Gastroenterology,  volume  2,  2nd  edition.  By  Henry  L. 
Bockus,  M.D.,  Emeritus  Professor  of  Medicine,  University- 
of  Pennsylvania  Graduate  School  of  Medicine;  with  present 
and  former  colleagues  at  the  University  of  Pennsylvania 
Graduate  School  of  Medicine  and  School  of  Medicine.  1,241 
pp.  Illustrated.  Price  $28.00.  W.  B.  Saunders  Company, 
Philadelphia,  1964. 


Handbook  of  legal  medicine.  By  Alan  R.  Moritz,  M.D.. 
Professor  of  Pathology  and  Director  of  the  Institute  of 
Pathology,  Western  Reserve  University,  Cleveland,  Ohio: 
C.  Joseph  Stetler,  LL.B.,  LL.M.;  Executive  Vice-President 
and  General  Counsel,  Pharmaceutical  Manufacturers  Asso- 
ciation. Washington,  D.C.  2nd  edition.  239  pp.  Illustrated. 
Price  $5.75.  C.  V.  Mosby  Company,  St.  Louis,  1964. 


Advances  in  the  treatment  of  menstrual  dysfunction. 
Edited  by  Alvin  F.  Goldfarb,  M.D.,  Assistant  Professor  of 
Obstetrics  and  Gynecology-,  Jefferson  Medical  College, 
Philadelphia,  Pennsylvania.  188  pp.  Illustrated.  Price  $4.00. 
Lea  & Febiger,  Philadelphia,  1964. 


Chemistry-  and  treatment  of  adrenocortical  diseases.  By 
F.  T.  G.  Prunty,  M.A..  M.D.,  F.R.C.P.  (London),  Professor 
of  Chemical  Pathology-  in  the  University  of  London  at 
St.  Thomas's  Hospital  Medical  School,  Consultant  Physi- 
cian and  Physician  in  Charge  of  the  Department  of  Me- 
tabolic Diseases,  St.  Thomas's  Hospital.  London.  380  pp. 
Price  $14.00.  Charles  C Thomas,  Springfield,  111.,  1964. 


Surgical  pathology.  By  Lauren  V.  Ackerman,  M.D.,  Pro- 
fessor of  Surgical  Pathology  and  Pathology,  Washington 
University  School  of  Medicine,  St.  Louis,  Mo.,  Surgical 
Pathologist,  The  Medical  Center,  St.  Louis,  Mo.,  Consult- 
ant to  the  Armed  Forces  Institute  of  Pathology.  In  col- 
laboration with  Harvey  R.  Butcher,  Jr.,  M.D.,  Associate 
Professor  of  Surgery,  Washington  University  School  of 
Medicine,  St.  Louis,  Mo.  1244  pp.  Illustrated.  Third  edi- 
tion. Price  $18.75.  C.  V.  Mosby  Company,  St.  Louis,.  1964. 


Elementary  medical  statistics.  By  Donald  Mainland,  M.B., 
CH.B..  F.R.S.E..  F.R.S.C..  F.A.S.A.,  Professor  of  Medical 
Statistics,  New  York  University  Medical  Center.  Second 
edition.  381  pp.  Price  $9.00.  W.  B.  Saunders  Company, 
Philadelphia,  1963. 
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Current  diagnosis  and  treatment.  By  Henry  Brainerd,  M.D., 
Professor  of  Medicine  and  Chairman,  Department  of  Medi- 
cine, University  of  California  School  of  Medicine  (San 
Francisco)  and  Physician-in-Chief,  University  of  California 
Hospitals  (San  Francisco);  Sheldon  Margen,  M.D.,  Associate 
Professor  of  Human  Nutrition,  Department  of  Nutritional 
Science,  University  of  California  (Berkeley)  and  Associate 
Professor  of  Social  Welfare,  University  of  California 
(Berkeley)  Lecturer,  Department  of  Biochemistry,  Uni- 
versity of  California  School  of  Medicine  (San  Francisco); 
Milton  J.  Chatton,  M.D.,  Assistant  Clinical  Professor  of 
Medicine,  Stanford  University  School  of  Medicine  (Palo 
Alto)  and  Geriatric  Consultant,  Palo  Alto  Medical  Clinic; 
and  Associate  Authors.  870  pp.  Price  $9.50.  Lange  Medical 
Publications,  Los  Altos,  California,  1964. 


Case  studies  in  obstetrics  and  gynecology.  By  F.  Jackson 
Stoddard,  M.D.  Associate  Clinical  Professor  of  Obstetrics 
and  Gynecology.  Marquette  University  School  of  Medicine, 
Milwaukee,  Wisconsin.  312  pp.  Illustrated.  $8.50.  W.  B. 
Saunders  Company,  Philadelphia,  1964. 


Craig  and  Faust’s  clinical  parasitology,  seventh  edition. 
By  Ernest  Carroll  Faust,  A.B.,  M.A.,  Ph.D.,  LL.D.,  Emeri- 
tus Professor  of  Parasitology,  Department  of  Tropical 
Medicine  and  Public  Health.  Tulane  University  School  of 
Medicine,  New  Orleans,  Louisiana;  Consultant,  U.  S.  Public 
Health  Service;  Member,  Expert  Panel  on  Parasitic 
Diseases,  World  Health  Organization;  Member,  Committee 
on  Revision,  U.  S.  Pharmacopeia,  1951-1960;  Field  Coordin- 
ator, Tulane-Colombia  Program  in  Medical  Education, 
U.  S.  Operational  Mission,  International  Cooperation  Ad- 
ministration, 1956-1961;  and  Paul  Farr  Russell,  M.D.,  M.P.H., 
D.Sc.  (Hon.)  Visiting  Lecturer.  Tropical  Public  Health, 
Harvard  School  of  Public  Health;  Consultant  to  Surgeon 
General,  U.  S.  Army,  Consultant  to  Agency  for  Interna- 
tional Development,  Member  Malaria  Panel  and  Formerly 
Chairman,  Expert  Committee  on  Malaria,  World  Health 
Organization,  Formerly  Malaria  Consultant  to  Tennessee 
Valley  Authority,  and  to  the  United  States  Public  Health 
Service;  Staff  Member  Emeritus,  The  Rockefeller  Founda- 
tion. 1,099  pp.  Illustrated.  Price  $16.50.  Lea  & Febiger, 
Philadelphia,  1964. 


Pediatric  therapy.  By  Harry  C.  Stiirkey,  B.S.,  (Pharm.), 
M.D.,  F.A.A.P.  (editor),  Director,  The  Children’s  Hospital 
of  Birmingham,  Alabama,  Associate  Professor  of  Pedia- 
trics, Medical  College  of  Alabama,  Birmingham,  Ala.,  Pro- 
fessor of  Pharmacology,  Howard  College,  Birmingham, 
Ala.,  Member,  Revision  Committee,  United  States  Pharm- 
acopeia, Chairman,  Pediatric  Panel,  United  States  Pharm- 
acopeia, Chairman,  Committee  on  Admissions  of  National 
Formulary,  Chairman,  Committee  on  Drugs  of  American 
Academy  of  Pediatrics,  Member,  Council  on  Drugs  of  the 
American  Medical  Association;  with  seventy-two  con- 
tributors. 1,144  pp.  Illustrated.  Price  $16.50.  C.  V.  Mosby 
Company,  St.  Louis,  1964. 


What  is  sports  medicine?  By  Ernst  Jokl,  M.D.,  University  of 
Kentucky,  Lexington,  Kentucky,  President,  Research  Com- 
mittee, International  Council  of  Sport  and  Physical  Edu- 
cation, UNESCO.  86  pp.  Price  $4.75.  Charles  C Thomas, 
Springfield,  111.,  1964. 


Mathematical  elements  of  lamellar  bone  remodelling.  By 
H.  M.  Frost,  M.D.,  Associate  Orthopaedic  Surgeon,  Henry 
Ford  Hospital,  Detroit,  Michigan.  127  pp.  Illustrated.  Price. 
$6.75.  Charles  C Thomas,  Springfield,  111.,  1964. 


Coronary  heart  disease.  A personal,  clinical  study.  By 
Harold  Feil,  M.D.,  F.A.C.P.  Clinical  Professor  Emeritus 
of  Medicine,  Western  Reserve  University,  Cleveland,  Ohio. 
148  pp.  Price  $6.50.  Charles  C Thomas,  Springfield,  111.,  1964. 


Accident  injuries  of  the  conjoined  femur.  Clinical  and 
paraclinical  aspects  of  automotive  and  comparable  injuries 
of  the  hip,  femur  and  knee.  By  Jacob  Kulowski,  M.D. 
F.A.C.S.,  F.I.C.S.  Attending  Orthopedic  Surgeon,  Saint 
Joseph’s  Hospital,  Saint  Joseph,  Missouri.  294  pp  Jllus- 
trated.  Price  $12.50.  Charles  C Thomas,  Springfield,  111.,  1964. 


Transactions  of  the  Pacific  Coast  Oto-Ophthalmological 
Society.  Forty-seventh  annual  meeting.  Seattle,  Washing- 
ton, May  12-16,  1963.  346  pp.  Illustrated. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 

A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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PROFESSIONAL  classified 


Practice  Opportunities 

GENERAL  PRACTITIONER  TO  ASSOCIATE 

A GP  wanted  in  modern,  fully  equipped  and  staffed 
ten-room  clinic  in  Northwest  Washington  town.  Two 
accredited  hospitals  nearby.  Diversified  economy 
and  abundant  recreational  facilities,  fishing,  boating, 
skiing  and  mountain  climbing.  Partnership  desirable; 
salary  guaranteed.  Write  Box  26-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash. 

GP  OPPORTUNITY,  PORTLAND,  OREGON 

Opportunity'  available  for  two  GP’s  with  well- 
established  clinic  near  geographical  center  of  Port- 
land. Fully  equipped  Medical-Dental  Clinic.  Finan- 
cial arrangements  can  be  made.  Write  Box  19-A, 
Northwest  Medicine,  Seattle,  Wash. 

LOCUM  TENENS  WANTED 

June,  1964.  Terms  to  be  arranged  Write  E.  F.  Lei- 
bold,  M.D.,  Box  368,  Forks,  Wash. 

INTERNIST  WANTED 

To  share  office  space  part-time  with  suburban  GP. 
Write  Box  20-A,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 

GENERAL  PRACTICE  OPPORTUNITY 

To  practice  in  association  with  another  GP  in  beau- 
tifully situated  Cascade  town  80  miles  east  of  Seattle 
by  four-lane  super-highway.  New  three-unit  office 
adjacent  to  fully-equipped  20-bed  hospital.  Basic 
salary,  office,  personnel,  provided  by  local  pre-paid 
medical  plan  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in 
area  serving  4,000.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing 
and  skiing.  Contact  Mrs.  Ann  Lower,  Roslvn  Gle 
Elum  Beneficial  Association  Hospital,  Cle  Elum,  or 
F.  J.  Rogalski,  M.O.,  Roslyn,  Wash. 

GP  FOR  SWEET  HOME,  ORE.,  IMMEDIATELY 

General  practice  immediately  available  due  to  the 
death  of  physician;  excellent  practice;  80%  insur- 
ance claims.  Fully  equipped  office.  Terms  flexible. 
Mr.  Charles  O.  Porter,  858  Pearl  St.,  Eugene,  Ore- 
gon. Phone  area  code  503,  342-1218. 

LOCUM  TENENS  WANTED 

While  leaves  to  complete  training.  Contact  R.  Evoy, 
M.D.,  235  - 4th  PL,  Renton,  Wash. 


EXCELLENT  GP  OPPORTUNITY— WILLAMETTE  VALLEY 

GP  needed  to  take  over  busy  practice.  Reasonable 
terms  for  all  equipment  and  furnishings.  Have  to 
leave  for  another  type  of  practice  by  late  May  64. 
Desire  to  introduce  to  patients  before  leaving.  Write 
Box  15-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

PSYCHIATRISTS  WANTED 

Two  young  psychiatrists  wanted  for  clinic  in  East- 
ern Washington.  Good  salary'  to  start,  with  partner- 
ship opportunity.  Contact  Medical  Dental  Personnel, 
508  Medical  Dental  Bldg.,  Seattle,  Wash.,  MU 
2-0545. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

EXCELLENT  OPPORTUNITY  FOR  FAMILY  PRACTICE 

A rewarding  practice  in  association  with  another 
young  GP.  Growing,  young  adult  neighborhood. 
Outstanding  office  space  and  facilities.  Dudley  W. 
Houtz,  M.D.,  5702  No.  26th  St.,  Tacoma,  Wash. 


Locations  Desired 

GENERAL  PRACTITIONER  WANTED-WENATCHEE 

To  assume  lease  and  practice  (without  cost)  of  man 
leaving  ideally  situated,  growing  North  Central 
Washington  community.  Immediate  income.  Superb 
outdoor  recreation  at  doorstep,  300  days  sunshine 
annually.  Available  July  1.  Write  Box  24- A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash. 

GENERAL  SURGEON  DESIRES  ASSOCIATION 

Or  solo  practice.  Board  certified,  university  trained, 
subspecialty  training  in  urology',  orthopedics  and 
neurosurgery'.  Catholic,  married,  age  44,  presently 
with  Veterans  Hospital.  Available  June  1.  Write  Box 
23-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 
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ORTHOPEDIC  SURGEON  SEEKS  NORTHWEST  ASSOC. 

Married,  age  42,  veteran  with  11  years  general 
practice  prior  to  residency.  Wash,  license.  Part 
university  training.  Completing  residency  August, 
1964.  Association  with  one  or  more  orthopedists 
desired.  Write  Box  25-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash. 


Office  Space 

PROFESSIONAL  BUILDING-LYNNWOOD 

Modern  building  near  Hwy.  99,  suitable  for  profes- 
sional offices.  Will  design  to  suit.  Basement  and  two 
floors  have  outside  entrances.  Immediate  occupancy. 
Mr.  S.  Hansel,  PR  8-5659. 

SHARE  OFFICE-NORTHGATE 

Physician  wanted  in  Northgate  Medical  Building, 
Seattle,  Wash.,  call  EM  4-5540. 

MEDICAL  OFFICE-EDMONDS  AREA 

New  modern  office  of  1,600  sq.  ft.  Ideal  location  for 
two  general  practitioners  or  pediatricians.  Adjacent 
to  established  Dental  Clinic  with  3 dentists.  Con- 
tact Dr.’s  Beal  or  Sandall,  PR  8-7477. 

SALE  AND  LEASE,  LACEY,  WASH. 

Plush  professional  office  building,  closing  costs  down, 
$48,000  appraisal.  Adjoins  shopping  center.  Also 
additional  8 bay  proposed  building  to  be  sold  or 
leased.  Area  of  continual  population  increase.  Phone 
Seattle,  AT  4-5545. 

MEDICAL  SUITE— LYNNWOOD 

Owner  will  provide  liberal  lease  arrangements  until 
practice  established  in  beautiful  clinic  bldg.  Near 
Stevens  Memorial  Hospital.  Available  for  immediate 
occupancy.  Call  PR  8-4611  or  PR  6-1533. 

NEW  PROFESSIONAL  BUILDING— EVERETT 

Suites  available  in  new  medical  building  located  off 
Broadway  Interchange  at  Eastmont  Shopping  Plaza, 
South  Everett.  Interiors  finished  as  desired.  Indi- 
vidually controlled  heating;  ample  parking,  one 
block  from  new  Eastmont  elementary  school.  Com- 
pletely landscaped.  Phone  Mr.  Martin  Selig,  Seattle, 
MA  2-6816,  evenings  EA  5-8519  or  EA  4-0549 
collect,  or  write  to  2609  First  Ave.,  Seattle,  Wash. 


FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Two  physician  suites  of  800  and  400  sq.  ft.,  or  can 
make  one  suite  of  1,200  sq.  ft,  Adequate  facilities 
and  plumbing.  If  desired  will  remodel  to  needs. 
Ample  parking.  Rent  to  be  negotiated.  Contact  Mr. 
Jack  Brown  of  Ross  Downs,  MU  2-4370. 

MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 

FIRST  HILL  CLINIC 

Rent  or  buy  one-third  interest  in  First  Hill  Clinic. 
Excellent  investment.  Easy  terms.  T.  V.  Dean, 
Realtor,  MA  3-5595,  916  Minor  Ave.,  Seattle. 

MEDICAL  SPACE  BURIEN  AREA 

Professional  space,  balanced  group  in  established 
Burien  Medical  Center.  Also  1 building  completely 
equipped  as  eye  clinic,  suitable  for  2 ophthalmolo- 
gists and  ENT  specialist.  Write  Box  4002,  Mag- 
nolia Station,  Seattle,  or  phone  EA  3-7524. 

MEDICAL  SPACE— TACOMA 

Medical  Center  has  space  available.  Immediate 
occupancy.  Call  FU  3-1717,  Tacoma,  Wash. 


Equipment 

FISHER  DIATHERMY 

Unused.  Cheap.  Mr.  Van  Natter,  3222-30th  West. 
MU  2-6317,  Seattle. 

HAMILTON  OFFICE  FURNITURE 

Also  equipment  for  sale,  reasonable.  Write  Apt.  7, 
572  West  12th  Ave.,  Eugene,  Oregon,  or  phone 
343-9506. 


Real  Estate 

UNDEVELOPED  WATERFRONT-SAN  JUANS 

Stuart,  Prevost  Bay,  2 tracts.  See  property  maps 
at  8329  22nd  N.W.,  Seattle,  SU  2-6738. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring 
St.,  Seattle,  Wash.  Call  MA  3-2971. 
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Meetings 


OF  MEDICAL  SOCIETIES 


AMA  Annual — San  Francisco,  June  21- 
25,  1964,  New  York,  June  20-24, 

1965. 

AMA  Clinical — Miami  Beach,  Nov.  29- 
Dec.  2,  1964. 

Idaho  State  Medical  Association — June 
17-20,  1964,  Sun  Valley. 

Oregon  State  Medical  Association  — 
Oct.  13-17,  1964.  Eugene. 

Washington  State  Medical  Association — 
Sept.  13-16,  1964,  Seattle. 

West  Coast  Allergy  Society’ — December 
2-4,  1964,  Los  Angeles. 

Pres.,  B.  C.  Eisenberg,  Huntington 
Pai*k  Ceil 

Sec.,  G.  M.  Robins,  Portland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept. -May. 
Pres.,  Robert  M.  Hansen,  Portland 
Sec.,  Thomas  E.  Talbott,  Portland 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker.  Portland 
Sec..  F.  A.  J.  Kingery,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association 
Pres.,  Emanuel  I.  Silk,  Pendleton 
Sec.,  Henry  H.  Dixon,  Jr.,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres..  John  Christopher.  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  Fred  C.  Shipps,  Jr.,  Portland 
Sec.,  James  A.  Schneider,  Portland 

Ore.  Soc.  Obst.  & Gy’nec.— Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  F.  Keith  Markee,  Portland 
Sec.,  J.  W.  Fergus,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society’ — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Congress  Hotel 

Pres.,  Arnold  Rustin,  Portland 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr.,  Portland 
Sec.,  J.  W.  Bussman,  Portland 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 

Pres..  H.  Minor  Nichols,  Portland 
Sec.,  H.  W.  Baker,  Portland 


W'ASHINGTON 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle  or  Tacoma. 
Pres.,  Parman  Dorman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Y'acht  Club. 

Pres..  E.  B.  Parmelee,  Seattle 
Sec.,  W.  S.  Brown,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sec..  E.  T.  MacCamy,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  E.  J.  Wollenweber,  Seattle 
Sec.,  A.  L.  Skinner,  Seattle 

Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June) 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 


Spokane  Society  of  Internal  Medicine — 
Quarterly.  Rockwood  Clinic 

Pres.,  Loren  Gothberg,  Spokane 
Sec..  Arch  Logan,  Jr.,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen,  Tacoma 
Sec.,  R.  A.  O’Connell,  Tacoma 

Tacoma  Surgical  Club — May  2,  1964,  3rd 
Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz,  Tacoma 
Sec.,  Robert  R.  Burt,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pre.,  Ivar  W.  Birkeland,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— Tacoma,  May  14-16,  1964 
Pres.,  Duncan  Robertson,  Seattle 
Sec.,  John  Gahringer,  Wenatchee 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green,  Seattle 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose,  Seattle 
Sec.,  Samuel  H.  Tarica.  Seattle 

Washington  Thoracic  Society — June  12, 
13,  1964,  Davenport  Hotel,  Spokane. 
Pres..  George  H.  Hames,  Seattle 
Sec..  Arthur  B.  Craig,  Spokane 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr.,  Yakima 

Yakima  Surgical  Society— Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson,  Yakima 
Sec..  Donald  K.  Williams,  Yakima 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


7.3  Gm.  4 


CORTISPORIN’tond 

POLYMYXIN  B— NEOMYCIN— GRAMICIDIN 
with  HYDROCORTISONE  ACETATE  0.5% 


CREAM  l!Si5-: 


a new  vanishing  cream  base 


ft 


1/2  OZ. 

‘CORTISPORINM 

POLYMYXIN  B - BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE  I % 

OINTMENT 


a special  low  melting  point  base 

anti-inflammatory 
bactericidal 


antipruritic 
rarely  sensitizing 


CREAM—  Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT  — Ingredients : Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  500 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available : In  tubes  of  % oz.  and  % oz. 

*U.S.  Patent  Nos.  2.565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

C ontraindications  : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


19  South  22nd  Street 
Philadelphia  3, Pa. 


STAINLESS  (WASHABLE)  GENTIAN  VIOLET  AEROSOL  FOAM 


The  problem:  Vaginitis  and  external  mycosis  caused  by 
Candida  albicans  (Monilia) 

The  specific:  Temrin — for  more  effective  foam  treatment 
that  penetrates  into  every  part  of  the  vaginal  vault  and 
adheres  to  the  tissues. 

The  result:  Quick  relief  of  itching  and  burning.'  Cure, 
as  a rule,  with  as  few  as  4 to  6 applications.' 

And  Temrin  is  the  most  convenient  form  of  gentian 
violet  therapy  for  vaginal  moniliasis  yet  devised  for  the 
fastidious  patient.  It  is  easily  washed  off.  so  there  is 
never  the  embarrassment  of  purple  stains  on  the  peri- 
labial  area,  thighs  or  underclothing.1 


Temrin — a different  gentian  violet  that  considers  the 
patient  as  well  as  the  problem. 

SUPPLIED  IN  2 SPECIAL-PURPOSE  CONTAINERS: 
COMPACT  — For  home  use  and  office  demonstration 

Vi  oz.  prescription  size,  for  self-administration,  holds 
enough  for  6 applications,  in  aerosol  bottle  with  re- 
usable plastic  applicator. 

LARGE  — For  office  use  only 

2 oz.  physician  size  holds  enough  for  24  applications,  in 
aerosol  container  with  4 reusable  plastic  applicators. 

1.  Karnaky,  K.  J.:  Tri-State  M.  J.  10: 5,  1962. 


Contents:  Each  aerosol  can  contains  (exclusive  of  propellant)  Gentian  Violet 
1.35%;  Polyvinylpyrrolidone;  Bentonite,  U.S.P.;  Kaolin,  N.F.;  Corn  Starch; 
Propylene  Glycol,  U.S.P.;  Dioctylsodium  Sulfosuccinate,  X.F.;  Sodium  Lauryl 
Sulfate;  Glycerine,  U.S.P. ; Polysorbate  80;  Benzalkonium  Chloride.  Contra- 
indications: Temrin  is  virtually  nonsensitizing  and  nonirritating,  but  if  sensitization 
appears,  discontinue. 


CUTTER  JlaA-onatosUeA.  Prescription  Products  Department  Berkeley  10,  California 
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if  they  can’t  see  the  woods  for  the  pollen... 


Benadryl 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 


Throughout  the  pollen  season  this  time-tested  agent  provides  twofold  action  to  relieve 
allergic  symptoms.  Antihistaminic  action  relieves  nasal  congestion,  sneezing,  lacrima- 
tion,  and  pruritus.  Antispasmodic  action  relieves  bronchial  spasm.  Precautions:  Persons 
who  have  become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activities  requir- 
ing keen  response  while  using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if 
used  with  this  product,  should  be  prescribed  with  caution  because  of  possible  addi- 
tive effect.  Diphenhydramine  hydrochloride  has  an  atropine- 
like action  which  should  be  considered  when  prescribing  it. 

BENADRYL  (diphenhydramine  hydrochloride)  is  supplied  in 
several  forms  including  Kapseals®  containing  50  mg  . 43364 


PARKE-DAVIS 


0*4 PAN  Y O*tro,t. 


In  Fractures:  B and  C vitamins  are  therapy 

Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B ) (Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B)2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake  Adults, 

1 capsule 

daily,  for  the  treatment  of  v 

tamin  de- 

ficiencies.  Supplied  in  decorative  “re- 

minder’ ' jars  of  30  and  100;  bottles  of  500. 

)LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Now! 

the  formula  that  helps  you 
keep  older  patients  on  the  go 
can  go  with  them  as 
Nicozol*  Complex 
Capsules 


All  the  energy-building,  initiative-restoring  ele- 
ments of  the  teaspoon  dose  of  Nicozol®  Complex 
Elixir  are  now  available  for  your  older  patients  in 
the  new  Nicozol®  Complex  Capsules.  For  the 
active  older  person  this  new  capsule  is  much 
more  convenient.  It  is  easier  to  carry,  easier  to 
take.  The  dose  is  precise  and  there  will  be  fewer 
forgotten  doses. 

New  Nicozol®  Complex  Capsules  can  help  your 
chronically  tired  patients  become  stronger,  more 
alert,  more  active.  Gentle  cerebral  stimulation, 
provided  by  the  vasodilating-analeptic  actions  of 
niacin  and  pentylenetetrazol,  with  metabolic  sup- 
port from  vitamins,  minerals  and  the  gonadal 
hormones,  can  help  many  patients  past  50  post- 
pone the  mental  and  physical  slow-down  of 
advancing  years. 

Dosage:  One  capsule  or  one  teaspoonful  (5  cc.) 
of  the  elixir  three  times  daily.  Female  patients 
should  allow  a 7-day  rest  interval  after  each  21-day 
course  of  therapy. 

References:  (1)  Goodman,  L.  S.  and  Gilman,  A.:  The 
pharmacologic  basis  of  therapeutics.  New  York, 
MacMillan  Co.,  1955,  p.  327.  (2)  Shapiro,  R.  P.:  Clin. 
Med.  2:29,  1955.  (3)  Chesrow,  E.  J.,  et  a/.:  Geriatrics 
6:319,  1951.  (4)  Eloffer,  A.:  J.  Clin.  & Exper.  Psychopath. 
78:131,  1957.  (5)  Sydenstricker,  V.  P.  and  Cleckley,  H. 
M.:  Am.  J.  Psychiat.  98:83,  1941. 


Formula:  Each  new  NICOZOL®  COMPLEX  CAPSULE 
or  each  5-cc.  teaspoonful  of  elixir  contains:  50  mg. 
pentylenetetrazol,  25  mg.  nicotinic  acid,  0.834  mg. 
methyl  testosterone,  0.0034  mg.  ethinyl  estradiol, 
2 mg.  thiamine  HCI,  1 mg.  riboflavin,  2 mg.  pyri- 
doxine  HCI,  0.667  meg.  vitamin  Bn,  0.034  mg. 
folic  acid,  1.67  mg.  panthenol,  6.67  mg.  choline 
bitartrate,  5 mg.  inositol,  33.34  mg.  l-lysine  mono- 
hydrochloride, 1 mg.  vitamin  E (a-tocopherol  ace- 
tate), 5 mg.  iron  (ferric  pyrophosphate).  The  elixir, 
in  addition,  contains  15%  alcohol. 

Cautions:  Pentylenetetrazol  in  excessive  dosage 
may  produce  overstimulation  of  the  higher  centers 
(i.e.  convulsions).  Sensitive  patients  may  experi- 
ence the  warm,  tingling  flush  characteristic  of 
nicotinic  acid  and  should  be  assured  that  this  is  a 
harmless  effect.  Dosage  should  be  reduced  if  there 
is  evidence  of  masculinization  or  abnormal  uterine 
bleeding  in  females,  or  feminization  in  males. 

Supplied:  New  N icozol®  Complex  Capsules,  bot- 
tles of  50;  pleasant-tasting  Elixir,  bottles  of  1 pint 
and  1 gallon. 

Nicozol*  Complex 

HART  LABORATORIES,  INC.,  Bryn  Mawr,  Pa. 
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Don't  feel  sorry  for  ACETEST®  Reagent  Tablet  — It  still  does  a good  job.  But 
new,  improved  KETOSTIX®  “dip-and-read”  test  for  ketone  bodies  in  urine, 
serum,  or  plasma,  is  more  convenient.  It’s  faster  (only  15  seconds)  and  more 
sensitive.  When  you  use  KETOSTIX  Reagent  Strips  you  don’t  even  need  a med- 
icine dropper.  Simply  dip  and  read  KETOSTIX  and  get  a more  defini- 
tive detection  of  ketone  bodies.  Still  like  ACETEST  Reagent  Tablets?  /7T\ 
That’s  okay,  but  remember,  we  said, “KETOSTIX  Reagent  Strips  are 
more  modern."  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  ames 
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PAIN  RELIEF 
YOU  CAN  RELY  ON 
comes  in  minutes. . . 
lasts  for  hours 


PERCODAN 


Each  scored  yellow  Percodan 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming), 

0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


Throughout  the  wide  middle  range 
of  pain  Percodan  assures  speed, 
duration,  and  depth  of  analgesia 
by  the  oral  route  plus  the 
reliability  that  counts  so  much. 
Percodan  acts  within  5 to  15 
minutes... usually  provides 
uninterrupted  relief  for  6 hours  or 
longer  with  just  1 tablet... 
rarely  causes  constipation. 


in  moderate  to 
moderately 
severe  pain.. . 


Average  Adult  Dose  — 1 tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be  observed  as 
with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients. 
Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood 
dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half  the  amount  of 
salts  of  oxycodone  and  homatropine.  Literature  on  request,  ENDO  LABORATORIES  INC.  Garden  City,  New  York 

•U.S.  Pats.  2,628,185  and  2,907,768 


Who  developed 
the  first  compound 
charcoal  filter? 


HERE'S  THE  ANSWER  IN  BLACK  AND  WHITE: 
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The  first  cigarette  with  a mod- 
ern compound  charcoal  filter 
was  introduced  by  The  Ameri- 
can Tobacco  Company  in  1958. 
Its  name:  Dual  Filter  Tareyton. 

Behind  the  introduction  of 
this  first  compound  filter  lay 
years  of  research  and  experi- 
mentation by  American  Tobac- 
co scientists  to  produce  a filter 
that  would  improve  the  taste 
and  flavor  of  fine  tobacco.  This 
was  a large  order,  but  it  was 
filled  by  the  Dual  Filter  Tareyton 
compound  filter. 

With  an  outer  filter  of  white 
cellulose  acetate  and  an  inner 
filter  of  activated  charcoal,  this 


compound  filter  is  just  the 
dght  complement  to  Dual  Filter 
Tareyton’s  quality  tobaccos. 
Proof  of  its  success  may  be 
;een  in  the  exceptional  loyalty 
Dual  Filter  Tareyton  smokers 
have  for  their  brand. 

Developing  and  perfecting 
the  first  compound  charcoal  fil- 
ter took  manyyears.  Maybe  this 
proves  something:  our  persist- 
ent dedication  to  maintaining— 
and  ever  improving— the  high 
quality  of  our  products. 

For  at  The  American  Tobacco 
Company, QUALITY  OF  PRODUCT 
IS  ESSENTIAL  TO  CONTINUING 
SUCCESS. 
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This  is  Hal  Burke. 

He  would  like  to  be  more  aggressive  on  his  job, 
play  ball  with  his  son,  repair  his  house  and  breathe  freely. 

He  can’t.  He’s  an  asthmatic. 


With  Neothylline®  (dyphylline)  Elixir  at  least  he  can 
breathe  more  easily.  It  quickly  restores  free  breathing 
through  its  effective  bronchodilating  action,  and  re- 
lieves the  distress  and  anxiety  caused  by  an  attack. 
Marked  relief  of  asthmatic  symptoms  is  obtained  with 
virtually  no  gastrointestinal  side  effects.  The  reason  is 
simply  this  — Neothylline  (dyphylline),  the  first  stable, 
soluble,  neutral  derivative  of  theophylline,  is  not  hy- 
drolyzed by  gastric  acid  to  form  irritating  precipitates. 
Clinical  safety  and  effectiveness  make  it  the  ideal  prep- 
aration for  therapeutic  as  well  as  prolonged  prophy- 
lactic use. 


Headache,  insomnia  or  nausea  rarely  occur.  Use  with 
caution  in  hyperthyroidism,  severe  myocardial  damage, 
renal  or  hepatic  disease  and  glaucoma.  Contraindi- 
cated in  acute  myocardial  infarction.  One  tablespoon- 
ful (15  ml.)  contains  160  mg.  Neothylline  (dyphylline), 
10%  glycerin  and  18%  alcohol.  Children:  One-half  tea- 
spoonful per  10  pounds  of  body  weight  per  day  in  3 or 
4 divided  doses.  Adults:  One  tablespoonful  3 or  4 times 
a day.  Available  in  pints  and  gallons. 

Caution:  Federal  law  prohibits  dispensing  without  pre- 
scription. 


Neothylline9 (dyphylline)  Elixir 

HAACK  LABORATORIES,  INC.,  Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


2,675,344 


MADE  IN  U.S.A.  1.64: 


GOING 


COMING 


NIGHT 

West  Coast  Airlines  ’64  Style 
offers  you  the  best  schedules  ever. 

Thanks  to  our  new  expanded  fleet  of  F-27  prop-jets  the  new  West 
Coast  Airlines  now  serves  the  Northern  West  with  more  flights,  with 
more  convenient  schedules.  West  Coast  Airlines,  '64  style.  New  from 

the  ground  up,  way  up  West  Coast  Airlines 


why  does 
150  mg. 

* 


do  more  than 
250  mg. 


•?4 


of  other 
tetracyclines? 


Because  it  has  up  to  3'/2  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding. . .all  providing  rapid,  higher  and  sustained  in  vivo  activity  with 
as  much  as  2 days’  extra  activity. 


BECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  HC1 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 
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Vertigo  couldn't  stop  beat  Nick  from  painting. . . 


and  his  canvases  brought  him  wealth  and  fame. 


One  day,  a doctor  prescribed  Antivert  for  him. 


but. . . 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  90UT  OF  10PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere's  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include: 
cutaneous  flushing,  sensations  of 
warmth,  tingling  and  itching,  burning 
of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity. 
In  explaining  these  reactions  to  the 
patient,  it  is  suggested  that  they  be 
regarded  as  a desirable  physiological 
sign  that  the  nicotinic  acid  is  carrying 
out  its  intended  function  of  vasodilation. 
Because  of  this  vasodilation,  severe  hy- 
potension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

•Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

AnTlVPrT  meclizine  HCI 
FmllUVwl  l nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
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CORRESPONDENCE 


NEOBON  HELPS  KEEP  THEM  “ON  THE  GO” 

Neobon  combines  hormones,  essential  hemato- 
poietic factors,  digestive  enzymes,  and  vitamins 
and  minerals  with  the  important  amino  acids 
L-lysine  and  glutamic  acid. 

Neobon- 

Each  capsule  contains: 

(1) Vitaminsand  Minerals 

Vitamin  A (acetate) 2000  U.S.P.  units 

Vitamin  D (irradiated 

ergosterol) 200  U.S.P.  units 

Vitamin  B,  (thiamine 

mononitrate,  U.S.P.) 0.5  mg. 

Vitamin  B2  (riboflavin,  U.S.P.) 0.5  mg. 

Vitamin  B6  (pyridoxine  HCI,  U.S.P.) ...  0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate,  U.S.P 5 mg. 

Vitamin  E (from  alpha  tocopherol  acetate)  5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt  sulfate) 0.033  mg. 

Molybdenum  (from  sodium 

molybdate)  0.066  mg. 

Copper  (from  copper  sulfate) 0.33  mg. 

Manganese  (from  manganese  sulfate)  0.33  mg. 
Magnesium  (from  magnesium  sulfate)  . . 2 mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Potassium  (from  potassium  sulfate)  . 1.66  mg. 
Zinc  (from  zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate) 3.40  mg. 

Vitamin  B,2  (cobalamin  concentrate,  N.F., 

as  Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzymes 

Pancreatic  substance* 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone  1.0  mg. 

Ethinyl  estradiol  . . . . 0.006  mg. 

(5)  Amino  Acids 

L-Lysine  50  mg. 

Glutamic  acid  30  mg. 

•Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

Precaution:  Contraindicated  in  patients  wherein 
estrogen  or  androgen  therapy  should  not  be  used, 
as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  di- 
rected by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 

New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being® 


This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


North  Pacific  Society  of  Neurology 
and  Psychiatry 

EDITOR,  NORTHWEST  MEDICINE: 

Addresses  by  two  outstanding  speakers,  Francis 
McNaughton  and  Hans  Selye,  were  the  outstanding 
events  of  the  meeting  of  the  North  Pacific  Society 
of  Neurology  and  Psychiatry  at  the  Bayshore  Inn  in 
Vancouver,  British  Columbia  on  April  9,  10,  and  11. 
Dr.  McNaughton  is  the  Professor  of  Neurology  at 
McGill  University,  Montreal,  Canada,  and  spofee  on 
“The  Epilepsies  and  Their  Classifications,”  and  on 
“The  Neurology  of  Laughter.”  Dr.  Selye,  Direc- 
tor of  the  Institute  of  Experimental  Medicine  of  the 
University  of  Montreal,  spoke  twice  on  the  “Psychol- 
ogy of  Discovery.” 

The  outgoing  president,  R.  L.  Whitman  of  Van- 
couver, British  Columbia,  and  his  committees  had 
planned  an  exceedingly  fine  meeting  which  was 
attended  by  over  two  hundred  members  and  guests. 
Twenty  physicians  were  elected  to  fellowship  and 
to  membership  in  the  Society. 

Next  year’s  annual  meeting  of  the  Society  will 
occur  on  April  8,  9 and  10,  at  the  Benson  Hotel  in 
Portland,  Oregon.  The  1965  guest  speakers  are 
Leo  Alexander,  the  emminent  Boston  psychiatrist, 
and  Lyle  French,  the  outstanding  Minneapolis  neuro- 
surgeon. The  incoming  president  is  Edward  Kloos, 
Portland,  Oregon;  the  president-elect  is  Wallace 
Lindahl,  Seattle,  Washington;  and  the  secretary- 
treasurer  is  William  Thompson,  Portland,  Oregon. 
The  1966  meeting  will  be  in  Seattle  in  April. 

Sincerely, 

WILLIAM  W.  THOMPSON,  M.D. 

Secretary-T  reasurer 


Preparations  Containing  Oxycodone 

EDITOR,  NORTHWEST  MEDICINE: 

Members  of  the  Washington  State  Medical  Disci- 
plinary Board  feel  that  the  appended  communication. 

Continued  on  page  289 
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RECOGNIZE 
THIS  PATIENT? 


I can’t  cope  any  more  ...  the  kids 
drive  me  crazy,  i worry  about  every- 
thing... feel  exhausted  all  the  time.  3 5 


284 

Northwest  Medicine,  May  1964 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol" 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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REPLACING  HYDROCORTISONE  IN  CONTACT  DERMATITIS 
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**  Fluocinolone  acetonide1 
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sunalar 

[0  025%  f \W  FLUOCINOLONE  ACETONIDE.  0 5%  NEOMYCIN  SULFATE] 
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“excellent  results”  without 
adjunctive  systemic  therapy 


■oS°- 


Sixty-one  patients  with  moderate  or  severe  contact 
dermatitis,  including  48  cases  of  rhus  dermatitis, 
were  treated  with  Synalar  (fluocinolone  acetonide 
0.025%)  in  a petrolatum  base.  Of  this  group,  complete 
remission  occurred  in  40  of  the  patients  and  17  show- 
ed moderate  improvement. 

“No  adverse  reactions  to  fluocinolone  acetonide 
ointment  (such  as  primary  irritation  or  allergic  sensi- 
tization) were  noted  either  during  or  after  therapy.” 

Of  particular  significance  were  the  results  in 
treating  rhus  poisoning  without  the  need  for  ad- 
junctive systemic  therapy:  “Excellent  results  were 
obtained  with  fluocinolone  acetonide  alone  in  the 
treatment  of  rhus  dermatitis.  These  patients  often 
require  either  systemic  corticosteroids  or  cortico- 
trophin  as  adjunctive  therapy.” 

Seigerman,  H.:  Fluocinolone  Acetonide  in  an 
Ointment  Base:  Clinical  Studies  in  Selected  Dermatoses, 
to  be  published  in  Clin  Med. 

provide  your  patients 
with  comfort  after  contact 

For  rapid  and  reliable  reversal  of  the  pruritus  and 
inflammation  of  contact  dermatitis,  prescribe  Synalar 
(fluocinolone  acetonide),  the  topical  corticosteroid  that 
is  replacing  hydrocortisone  in  the  management  of  in- 
flammatory dermatoses. 

Documented  results  show  that  this  unique  agent  is 
highly  effective  in  treating  contact  dermatitis,  rapidly 
relieves  pruritus  and  inflammation,  is  nonsensitizing, 
and  is  economical  because  less  medication  is  required 
to  rapidly  achieve  optimum  results. 

AVAILABLE:  For  initiation  of  therapy— Cream  0.025%,  5 and  15  gm.  tubes.  For 
maintenance  therapy-Cream  0.01%,  45  gm.  tubes.  For  emollient  effect — Ointment 
0.025% . 15  gm.  tubes.  For  infected  dermatoses — Neo-Synalar®  (0.025%  fluocinolone 
acetonide,  0.5%  neomycin  sulfate)  Cream.  5 and  15  gm.  tubes.  PRECAUTIONS: 
Synalar  (fluocinolone  acetonide)  preparations  are  virtually  nonsensitizing  and  non- 
irritating. Neomycin  rarely  produces  allergic  reactions.  As  with  all  antibiotics,  pro- 
longed use  may  result  in  overgrowth  of  nonsusceptible  organisms;  if  this  occurs, 
appropriate  therapy  should  be  instituted.  Although  side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids,  as  with  all  drugs,  a few  patients 
may  react  unfavorably.  Where  there  is  systemic  infection  or  severe  local  infec- 
tion, systemic  antibiotics  should  be 

considered,  based  on  susceptibility  an  original  steroid  from 
testing.  CONTRAINDICATIONS: 

Tuberculous,  fungal,  and  most  viral 
lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella). 

Not  for  ophthalmic  use.  laboratories  inc  palo  alto  calif 
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anxiety  reduced  to  its  proper  perspective 

(chlordiazepoxide  HCI) 


ROCHE 


the  successor 
to  the  tranquilizers 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregularities, 
nausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determined. 
Advise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  com- 
bining with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usua 
precautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  or 
pregnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 


Continued  from  page  283 

from  the  Bureau  of  Narcotics  of  the  Treasury  De- 
partment, should  be  brought  to  the  attention  of  all 
physicians. 

Sincerely, 

EARL  P.  LASHER,  M.D. 

Secretary 

Subject:  PREPARATIONS  CONTAINING 
OXYCODONE  (DIHYDROHYDROXYCODEINONE) 

1.  Removal  from  Class  B Category— Treasury  De- 
cision No.  72  amends  Section  151.398  of  Narcotic 
Regulations  No.  5 by  deleting  paragraph  (h)  thus 
revoking,  effective  July  3,  1964,  the  oral  prescrip- 
tion category  and  procedure  for  all  compounds  con- 
taining dihydrohydroxycodeinone  (oxycodone). 
These  preparations  are  marketed  under  the  follow- 
ing trade  names,  Percodan,  Pereodan-Demi,  Perco- 
barb,  Percobarb-Demi;  and  Nucodan.  All  prepara- 
tions containing  this  drug  which  have  been  produced 
and  marketed  as  “Class  B”  will  automatically  become 
“Class  A”  on  and  after  July  3,  1964. 

2.  Stocks  on  Hand  July  3,  1964— Stocks  of  such 
preparations  remaining  in  possession  of  the  manu- 
facturer, whether  at  the  laboratory  or  at  sales 


branches,  on  July  3,  1964  must  be  relabeled  as 
“Class  A”  products  before  being  sold  or  removed 
for  sale  by  him.  Packages  which  have  already 
passed  out  of  the  control  of  the  manufacturer  and 
are  in  the  hands  of  wholesalers  or  retailers,  etc.,  need 
not  be  returned  to  the  manufacturer  for  relabeling 
but  in  lieu  thereof  the  holder  shall,  before  sale  and 
in  any  case  on  or  before  July  3,  1964  affix  thereto 
a label  bearing  the  legend  “Class  A”  thus  indicat- 
ing its  proper  classification. 

3.  Signed,  Written  Prescription  Required— Effec- 
tive July  3,  1964,  preparations  containing  oxyco- 
done may  be  dispensed  by  pharmacists  pursuant  to 
a physician’s  signed  and  written  prescription  only, 
irrespective  of  when  the  product  was  produced  or 
purchased.  Until  July  3,  1964,  these  preparations 
may  be  dispensed  by  pharmacists  on  oral  or  written 
prescriptions  and  from  packages  labeled  either  as 
“Class  A”  or  “Class  B.” 

4.  Returns  of  Wholesale  Dealers— Wholesale  deal- 
ers (Class  II)  will  be  required,  beginning  with  their 
July,  1964  return  to  report  the  receipt  and  disposi- 
tion of  all  such  preparations  on  Forms  811  A and  B. 

5.  State  and  Local  Laws— The  instructions  set  out 
in  this  Mimeograph  relate  only  to  the  status  of  oxy- 
codone preparations  under  the  federal  narcotic  law 
and  regulations.  It  is  the  responsibility  of  each  per- 
son handling  such  preparations  to  make  certain  that 
his  activities  are  also  in  conformity  with  the  re- 
quirements of  his  state  and  local  narcotic  laws. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINLm 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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MOKNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

ALLAN  G.  ROBERTS,  M.D.,  HENRY  COE, 

Medical  Director  Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


If 

Neuroses 


Sm//YOSP/M/  Inc. 


MEDICAL  TREATMENT 


FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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TWO 
FOR  THE 
TREATMENT 
TABLE... 


Imporii 

*!**«*« 

■m  m » •* 


Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NEOSPORIN’Vand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 

Available:  In  15  Gm.  tubes. 


NEOSPORIN’band 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  Va  oz.  and  Vs  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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in  acute  nausea  and  vomiting 

Nausea  and  vomiting,  whether  induced  by  vertigo,  dizzi- 
ness or  motion  sickness,  are  effectively  controlled  by 
Dramamine  (dimenhydrinate).  Available  in  easy  to-take 
liquid  form  and  the  tablet  form  which  is  ideal  for  the 
traveler. 

Precautions:  Patients  should  be  cautioned  against  oper- 
ating automobiles  or  dangerous  machinery  because  of  pos- 
sible drowsiness.  Dimenhydrinate,  notably  nontoxic  itself, 
may  mask  the  symptoms  of  streptomycin  toxicity. 


dramatic  results  with 

Dramamine 

dimenhydrinate 

classic  antinauseant 

LIQUID/TABLETS/ AMPULS  (FOR  I M OR  I V USE)/SUPPOSICONESt 

Research  in  the  Service  of  Medicine  searle 


EDITORIAL 


McKeown  to  be  Nominated  for  AMA  President-Elect 


Spontaneous,  enthusiastic  applause  greeted  the 
announcement  to  Oregon’s  House  of  Delegates, 
last  month,  that  the  Oregon  Delegation  to  the 
American  Medical  Association  will  nominate 
Raymond  M.  McKeown  for  President-Elect,  at 
the  June  meeting  in  San  Francisco.  Max  H. 
Parrott,  the  senior  delegate  from  Oregon,  made 
the  announcement  and  will  make  the  nominating 
speech  at  San  Francisco. 

The  Northwest  may  well  be  proud  of  Dr. 
McKeown  and  the  record  he  has  made  as  an 
AMA  Trustee.  He  was  elected  to  the  Board  of 
Trustees  at  the  New  York  meeting  in  1957  and 
has  devoted  at  least  half  of  his  time  to  AMA 
affairs  since  that  election.  At  the  least,  this 
means  the  equivalent  of  three  solid  years  of 
service  to  others,  rewarded  only  by  the  satisfac- 
tion accruing  to  one  who  works  hard,  honestly, 
and  effectively.  He  has  assumed  a wide  variety 
of  tasks  and  responsibilities.  As  a result  of  his 
experience,  his  knowledge  of  AMA  affairs  is 
complete.  No  one  could  possibly  be  better 
prepared  to  assume  the  responsibilities  of  the 
presidency  of  the  world’s  greatest  medical  organ- 
ization. 

Dr.  McKeown  has  made  many  contributions 
to  the  American  Medical  Association.  Some, 
such  as  the  series  of  publications  developed  by 


the  Committee  on  Rating  of  Mental  and  Physical 
Impairment,  have  been  outstanding  and  well 
recognized.  Less  spectacular  but  possibly  more 
significant  has  been  the  consistency  he  has  shown 
in  deliberations  of  the  Board.  To  these  sessions 
he  has  brought  the  keen  intellect  developed  in 
his  early  training  as  a research  scientist  plus 
the  wisdom  attained  in  his  years  of  medical 
practice. 

He  has  had  some  difficult  assignments.  Some 
were  obviously  destined  to  head  him  for  certain 
conflict  but  the  fact  never  deterred  him  from 
devoting  all  his  energy  to  search  for  the  best 
solution  to  the  problem  placed  before  him.  In 
spite  of  occasional  misunderstanding  of  the  work 
he  was  trying  to  do,  no  critic  of  the  findings  of 
his  committees  ever  doubted  for  a moment  his 
personal  honesty,  integrity,  or  seriousness  of 
purpose. 

It  is  clear,  therefore,  that  with  Ray  McKeown 
the  Northwest  has  a candidate  superbly  quali- 
fied by  character,  ability,  and  experience.  His 
nomination  by  Dr.  Parrott  should  be  the  signal 
for  repetition,  in  the  AMA  House  of  Delegates,  of 
the  enthusiasm  registered  in  the  Oregon  House 
last  month.  ■ 

H L H 
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When  you  encounter  evidence  of  cumulative  iron 
deficiency  ivithout  anemia , consider  Zentinic  for 
rapid  replenishment  of  iron  stores.  As  lias  been 
noted,  "Indeed,  after  the  assessment  of  all  the 
data  concerning  iron  metabolism,  the  recom- 
mendation that  most  women  should  supplement 
their  diet  with  a small  amount  of  iron  during  the 
years  that  they  menstruate  and  bear  children 
can  be  fully  justified.”1 

Zentinic  has  these  advantages: 

■ Contains  100  mg.  of  elemental  iron  as  ferrous 
fumarate  / neither  time  released  nor  chelated 
to  delay  or  interfere  with  iron  absorption.2 

■ Supplies  200  mg.  of  vitamin  C / enhances 


absorption  by  helping  to  maintain  the  iron  in 
the  more  readily  absorbed  ferrous  state. 

■ Provides  the  benefit  of  folic  acid  / recent  evi- 
dence3 suggests  that  amounts  as  little  as  0.025 
mg.  daily  by  mouth  may  exert  a therapeutic  ef- 
fect in  the  treatment  of  folic  acid  deficiencies. 

■ Offers  the  B complex  vitamins  / necessary  in 
normal  red-blood-cell  formation  and  lor  general 
nutritional  support. 

1.  Editorial:  Postgrad.  Med.,  34: 102,  1963.  2.  Brise,  H.,  and  Hall* 
berg,  L.:  Acta  med.  scandinav.,  1 71  (Supplement  No.  376)  :23, 
1962.  3.  Sheehy,  T.  W.:  Blood,  18: 623,  1961. 
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Fascia  Lata  Versus  Tantalum  Mesh 
in  Abdominal  Wall  Reconstruction 

ROBERT  S.  SMITH,  M.D.  Boise,  Idaho 


A case  is  presented  which  demonstrates  the  basic 
unsuitability  of  tantalum  mesh  as  an  adjunct  in 
abdominal  wall  reconstruction,  and  the  advant- 
ages of  autogenous  sheet  grafts  of  fascia  lata  for 
similar  employment.  In  contrasting  and  graphic- 
sequence,  the  clinical  facts  of  one  patient’s  man- 
agement illustrate  the  unfavorable  potentialities 
of  tantalum  mesh  implanted  in  the  abdominal 
wall,  and  the  great  natural  ability  of  a sheet 
transplant  of  autogenous  fascia  lata  to  survive 
and  function  under  adverse  conditions. 

CASE  REPORT 

The  patient,  an  obese  54  year  old  female  of 
Italian  descent,  presented  herself  for  the  first  time  on 
October  30,  1962,  with  an  intestinal  fistula  and  a 
large  ventral  hernia.  She  stated  that,  following  pelvic 
surgery  in  1944,  she  had  had  two  abdominal  oper- 
ations involving  the  employment  of  tantalum  mesh 
in  the  incisional  closure. 

The  first  tantalum  mesh  was  inserted  into  the 
abdominal  wall  in  1952,  in  connection  with  an 
operation  for  intestinal  obstruction  and  umbilical 
hernia.  Thereafter,  the  patient  gained  from  her 
normal  weight  of  150  lbs.  (height  only  5 feet)  to 
230  lbs.,  developing  in  1957  an  incisional  hernia 
and  a small  bowel  fistula.  In  1958,  she  had  an 
intestinal  resection,  and  her  incisional  hernia  was 
repaired  by  the  implantation  of  additional  tantalum 
mesh.  She  was  able  to  reduce  to  her  normal  weight 
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smith,  r.  s.  (312  West  Idaho  Street,  Boise,  Idaho 
USA.)  Fascia  lata  versus  tantalum  mesh  in  abdom- 
inal wall  reconstruction.  Northwest  Med  63:  295-298 
(May)  1964. 

A fascia  lata  sheet,  13x23  cm,  survived  in  spite 
of  postoperative  fat  necrosis  when  used  to  close 
a large  ventral  hernia  with  intestinal  fistula. 
Tantalum  mesh,  used  in  two  previous  operations, 
had  failed  by  fragmentation  and  creation  of  fis- 
tula on  both  occasions.  The  fascial  sheet  provided 
ultimate  solid  closure,  permitting  the  patient  to 
return  to  heavy  labor.  The  author  has  used 
fascia  in  30  additional  cases  of  hernial  repair, 
with  success  in  all.  None  of  the  30  was  compli- 
cated seriously. 


Fig.  1.  Recurrent  ventral  hernia;  small  bowel  fistula. 
Fragments  of  tantalum  mesh  protrude  from  fistula;  skin 
excoriated  by  intestinal  discharges. 


following  this  operative  treatment,  but  early  in 
1962  a hernial  recurrence  developed.  In  October, 
1962,  there  was  evidence  of  acute  inflammation  in 
the  abdominal  wall  near  the  hernia,  and  soon  a 
frank  bowel  discharge  occurred. 

When  first  examined  at  St.  Alphonsus  Hospital, 
Boise,  Idaho,  the  patient  showed  an  intestinal  fistula 
involving  the  left  lower  abdomen,  with  an  associated 
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smith,  r.  s.  (312  West  Idaho  Street,  Boise,  Idaho 
USA.)  Fascia  lata  versus  tantalum  mesh  in  abdom- 
inal wall  reconstruction.  Northwest  Med  63:  295-298 
(May)  1964. 

En  el  cierre  de  una  gran  hernia  ventral  con 
fistula  intestinal  se  usd  con  exito  una  porcion 
de  fascia  lata  13x23  centimetros,  a pesar  de  que 
se  desarrollo  necrosis  post-operatoria  del  tejiclo 
adiposo  adyacente.  Una  red  de  tdntalo  habia 
fallado  en  dos  previas  ocasiones,  fragmentdndose 
y creando  fistida  las  dos  veces.  La  fascia  lata 
causo  cierre  permanente  y permitio  al  paciente 
retornar  a trabajos  pesados.  El  autor  ha  usado 
la  fascia  en  30  casos  adicionales  en  la  reparacion 
de  hernias  con  exito  en  todos.  Ninguno  de  los 
30  tuvo  complicaciones  series. 


295 

Northwest  Medicine,  May  1964 


extensive  skin  erosion.  Several  fragments  of  tantalum 
mesh  protruded  out  of  the  fistula  (Fig.  1),  and 
these  were  readily  removed  without  anesthesia.  A 
culture  of  the  intestinal  discharges  showed  com- 
mon bowel  organisms,  sensitive  to  a variety  of 
antibiotics.  Roentgen  studies  demonstrated  connec- 
tion of  the  fistula  with  the  lower  ileum,  and  helped 
to  define  a large  herniation  involving  several  loops 
of  small  bowel.  In  x-ray  films,  tantalum  mesh  frag- 
ments could  be  seen  scattered  in  the  abdominal 
wall,  from  the  thoracic  margins  to  the  level  of  the 
pubic  symphysis. 

At  operation,  on  November  6,  1962,  the  abdomen 
was  completely  explored  through  a long,  median 
transverse  incision,  with  a lower  midline  extension. 
Many  imbedded  tantalum  mesh  fragments  were 
found  in  the  parietal  peritoneum;  and,  immediately 
adjacent  to  the  fistula,  the  distal  ileum  was  involved 
directly,  with  a massive  inflammatory  matting  to- 
gether of  loops  of  bowel.  The  fistula,  patently  the 
result  of  intestinal  erosion  by  contact  with  tantalum 
mesh  fragments,  was  associated  with  an  abscess 
cavity  in  the  abdominal  wall. 

After  uninvolved  bowel  had  been  widely  mobil- 
ized, a block  resection  of  adherent  loops  of  ileum  in 
the  region  of  the  fistula,  plus  the  fistula  itself  and 
its  related  abscess,  was  carried  out.  Small  bowel 
continuity  was  reestablished  by  end-to-end  anastomo- 
sis, and  the  intestines  were  rearranged  in  the  abdo- 
men in  generally  normal  order.  The  fragmented 
tantalum  mesh,  together  with  peritoneum,  fascia, 
muscle,  and  scar  in  which  it  was  imbedded,  was 
then  radically  resected.  A few  small  fragments  of 
mesh  were  left  in  place  in  the  upper  abdominal 
wall,  and  on  either  side,  because  they  did  not  appear 
to  threaten  the  patient  any  future  difficulty.  Outlying 
fragments  were  considered  to  be,  by  their  location, 
almost  completely  immune  to  further  work  harden- 
ing; and  protection  against  any  later  internal  dis- 
placement of  these  pieces  of  tantalum  seemed  pro- 
vided through  their  association  with  relatively  heavy 
peripheral  parietes. 

Reconstruction  of  the  abdominal  wall  presented 
something  of  a problem,  since  about  one-third  of 
the  musculofascial  supports  of  the  abdomen,  from 
pubis  to  sternal  xiphoid,  had  been  removed  in  the 
process  of  cleaning  out  the  fragmented  metallic 
mesh.  A partial  wound  closure  was  accomplished 
by  the  use  of  mass  figure-of-eight  sutures  of  No.  30 
stainless  steel  wire  in  remaining  intact  muscles  and 
fascia  in  the  upper  abdomen,  and  on  either  side. 
Careful  dissection  and  mobilization  of  residual  peri- 
toneum provided  a peritoneal  coverage  for  the 
abdominal  viscera  which  was  complete  except  for 
a centrally  situated  irreducible  hiatus,  roughly  circu- 
lar and  5 cm  in  diameter.  A fascia  lata  sheet,  23x13 
cm,  taken  from  the  lateral  aspect  of  the  right  thigh 
was  then  implanted  in  the  abdominal  wall  as  an 
onlay  graft. 

Effecting  a solid  bridge  across  a fascial  defect 
in  the  abdominal  wall  measuring  19x10  cm,  the 
fascia  lata  transplant  was  sutured  to  remaining 
marginal  aponeurotic  tissues  with  mattress  sutures 
of  No.  34  stainless  steel  wire.  The  subcutaneous 
tissues  were  approximated  over  the  graft  with  fine 
plain  catgut  sutures,  and  interrupted  sutures  of  silk 
were  used  to  close  the  skin.  A No.  18  F.  catheter 
and  a Penrose  drain  were  inserted  into  the  abdominal 
wound  external  to  the  fascia  lata  sheet  to  provide 
drainage  of  the  operative  field  following  surgery; 
and  pressure  dressings  were  applied. 

The  patient  remained  in  the  hospital  for  ten  days 


Fig.  2.  Postoperative  abdominal  wall  abscess  opened:  fat 
necrosis  in  panniculus;  heavy,  cobbled  granulation  tissue 
in  base  of  abscess  cavity  covers  fascia  lata  graft. 


after  operation.  At  this  time,  the  drains  were  re- 
moved, but  thereafter  repeated  aspirations  of  serum 
accumulations  in  the  abdominal  wound  were  neces- 
sary. The  fluid  aspirated  soon  took  on  a turbid 
character,  and  a superficial  ulcer  developed  at  one 
end  of  the  incision.  Cultures  made  from  the  aspirate 
showed  a hemolytic  staphylococcus  aureus,  coagu- 
lase-negative.  Although  the  infecting  organism  was 
found  to  be  sensitive  to  a number  of  antibiotic  prep- 
arations, the  suppurative  process  in  the  wound 
showed  no  improvement  when  specified  antimicro- 
bial therapy  was  employed. 

The  patient  continued  to  be  ambulant  and  uncom- 
plaining; and,  although  the  tissues  in  the  neighbor- 
hood of  the  operative  incision  became  markedly 
indurated,  the  lower  abdomen  appeared  to  be  solidly 
supported.  Necrosis  of  the  subcutaneous  fatty  tissues, 
in  conjunction  with  the  obvious  low-grade  infection, 
was  suspected;  and  necrosis  of  the  fascia  lata  implant 
itself  was  considered  possible.  The  patient  was 
returned  to  the  hospital  for  further  surgical  treat- 
ment. 

At  a secondary  operative  procedure  on  December 
17,  1962,  the  original  transverse  abdominal  incision 
was  reopened  and  dissection  carried  down  to  open 
a large  abscess  cavity.  This  was  situated  outside 
the  fascia  lata  implant,  and  contained  odorless, 
creamy  fluid.  An  associated  fat  necrosis,  extending 
in  all  directions  from  the  line  of  the  previous  celiot- 
omy wound,  involved  the  heavy  panniculus,  and  was 
most  marked  near  the  previous  persistent  incisional 
ulceration.  Immediately  upon  the  fascia  lata  graft, 
and  forming  the  base  of  the  abdominal  wall  abscess, 
a remarkably  heavy,  cobbled  formation  of  granu- 
lation tissue  presented  (Fig.  2).  When  a gentle 
investigation  of  the  fascia  lata  sheet  through  the 
granulations  was  carried  out,  the  graft  appeared 
quite  viable.  Avoiding  any  disturbance  of  the  fascia 
lata  implant,  all  grossly  necrotic  subcutaneous  tissues 
were  resected,  and  the  wound  closed  again.  Positive 
wound  drainage,  by  catheter  and  bedside  pump, 
was  provided. 

Wound  drainage  was  discontinued  when  the  pa- 
tient was  discharged  from  the  hospital  on  January 
1,  1963.  Occasional  wound  aspirations  were  carried 
out  during  the  next  two  months.  The  patient 
returned  to  her  usual  work  in  a potato  processing 
plant  on  January  15,  1963.  She  has  worked  regularly 


296 

Northwest  Medicine,  May  1964 


ever  since,  on  her  feet  most  of  each  day,  and  doing 
heavy  lifting.  There  has  been  no  evidence  of  abdom- 
inal wall  weakness  (Fig.  3),  and  function  of  the 
right  thigh  is  good. 

comment 

A technique  for  the  employment  of  fascia  lata 
sheets  for  the  repair  of  difficult  ventral  hernias 
was  described  by  Gallie  in  1932. 1 In  the  years 
since  Gallie’s  classical  presentation,  there  have 
been  occasional  reports  on  the  successful  use  of 
massive  fascial  transplants  in  ventral  hernioplastv 
( Singleton  and  Stehouwer,2  Austin  and  Damstra,3 
and  others).  Adjuncts  of  cutis,4  whole  skin,5 
and  tantalum  mesh"  have  at  times  appeared  to 
enjoy  greater  popularity,  but  experience  has 
shown  that  techniques  based  on  the  employment 
of  these  preparations  have  serious  disadvan- 
tages.7-8 Synthetic  meshes  are  now  receiving  a 
good  deal  of  attention.1011  Some  surgeons,  how- 
ever, are  today  strongly  advocating  again  the 
use  of  autogenous  fascia  lata  sheet  grafts  for 
abdominal  wall  reconstruction.1213  The  present 
case  lends  support  to  the  opinion  of  this  latter 
group  of  operators. 

The  complications  which  attended  the  use  of  a 
large  fascia  lata  graft  in  the  case  presented  do 
not  represent  the  usual  course  of  events  when 
autogenous  fascia  is  used  in  hernioplastv.  From 
1959  through  1963,  in  a personal  experience  with 
30  cases  in  which  fascia  lata  sheet  grafts  were 
employed  as  reconstructive  adjuncts  (ventral 


hernias,  12;  inguinal  18),  there  were  no  serious 
complications;  and  it  was  necessary  only  occa- 
sionally to  deal  with  minor  accumulations  of  ser- 
um in  the  operative  wound. 

The  strong  healing  of  the  abdominal  wall  in 
the  present  case,  despite  infection,  is  evidence 
of  the  great  vitality7  of  free  segments  of  fascia 
lata  when  handled  as  sheet  grafts.  A fascia 
sheet  inlaid  between  musculofascial  layers  of 
the  abdominal  wall  may  be  expected  to  pick  up 
a blood  supply  more  readily  than  a graft  applied 
external  to  the  abdominal  aponeurosis,  since 
the  immediate  coverage  of  an  onlay  is  provided 
by  relatively  avascular  subcutaneous  fat.  In  the 
present  case,  it  is  of  interest  to  note  that  the 
fascial  sheet,  of  necessity  laid  upon  remnants 
of  abdominal  fascia,  muscle,  and  peritoneum, 
obtained  sufficient  blood  supply  from  this  sub- 
strate to  maintain  its  viability  under  unfavorable 
conditions  and  produce  a heavy  covering  layer 
of  granulations. 

The  development  of  fat  necrosis  in  subcu- 
taneous tissues  brought  together  over  a fascial 
sheet  implant  is  not  typical,  and  must  be  con- 
sidered peculiar  to  the  case  under  consideration. 
The  extensive  abdominal  wall  dissection  with 
wide  undercutting  of  the  subcutaneous  layers 
incidental  to  the  removal  of  tantalum  mesh 
fragments,  combined  with  unavoidable  bowel 
contamination,  undoubtedly  set  the  stage  for 
this  unusual  complication. 
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It  is  believed  that  there  may  be  little  need 
for  some  of  the  special  techniques  which  have 
been  recommended  in  the  past  for  the  fixation 
of  fascia  lata  sheet  grafts  in  ventral  hernioplasty. 
In  fact,  it  is  suspected  that  some  of  these  have 
resulted  in  an  unnecessarily  high  incidence  of 
postoperative  complications.8  Surgeons  have 
been  concerned  previously  about  the  persistence 
of  tissue  dead  spaces  around  inadequately  su- 
tured grafts,  and  the  possible  failure  of  anchor- 
ing sutures  to  hold  fascial  fibers  aligned  mainly 
in  one  direction.  In  personal  experience,  a single 
row  of  mattress  sutures  of  stainless  steel  wire, 
or  dacron,  attaching  the  fascial  graft  to  the  apo- 
neurotic margins  of  the  abdominal  wall  defect 
with  as  much  overlap  as  is  practicable,  has  been 
found  sufficient  to  maintain  graft  fixation  during 
the  healing  period.  In  all  such  cases,  however, 
it  has  been  considered  advisable  to  provide  ex- 
ternal splinting  for  a time,  by  binder  or  surgical 
corset. 

Ordinarily,  no  postoperative  difficulties  related 
to  the  fascial  donor  site  in  the  thigh  are  to  be 
anticipated.  Serum  accumulations  do  occur  in 
some  patients,  but  are  readily  managed  by  inter- 
mittent aspiration.  In  most  cases,  the  ultimate 
contour  of  the  thigh  is  changed  but  little,  and 
motor  function  is  not  disturbed. 

summary 

1.  A case  is  presented  which  provides  a com- 
parison between  the  potentialities,  unfavorable 
and  favorable,  of  tantalum  mesh  and  autogenous 
fascia  lata  when  employed  as  adjuncts  in  ventral 
hernioplasty.  The  patient  had  developed  a mas- 
sive ventral  hernial  recurrence,  and  an  intestinal 
fistula  with  abdominal  wall  abscess,  after  having 
been  subjected  to  two  separate  parietal  implan- 
tations of  tantalum  mesh. 

2.  Corrective  operative  treatment  was  carried 


out  as  follows:  a.)  block  resection  of  the  intes- 
tinal fistula,  abdominal  wall  abscess,  and  in- 
volved loops  of  small  bowel;  b. ) extended  dis- 
section for  removal  of  widely  scattered  fragments 
of  tantalum  mesh;  c. ) abdominal  wall  reconstruc- 
tion, with  application  of  a massive  autogenous 
fascia  lata  sheet  as  an  onlay  graft. 

3.  After  operation,  the  patient  developed  a 
low-grade  wound  infection,  and  subcutaneous 
fat  necrosis.  The  fascia  lata  sheet  graft  main- 
tained its  viability  during  the  development  and 
resolution  of  a large  abscess.  Solid  wound  heal- 
ing was  obtained  following  radical  secondary 
operative  treatment,  and  the  abdominal  wall  is 
presently  strong  and  functional.  ■ 

312  West  Idaho  Street  (83701) 
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Hyperthecosis  of  the  Ovary 

LEON  R.  SPADON  I,  M.D.  /WALTER  L.  HERRMANN,  M.D.  Seattle,  Washington 


The  polycystic  ovary  syndrome,  as  described  by 
Stein  and  Leventhal,  is,  for  most  clinicians,  a 
well-accepted  entity.1  On  close  scrutiny  of  the 
literature  it  is  evident  that  there  is  wide  disagree- 
ment as  to  whether  or  not  the  presence  of  cer- 
tain features  is  necessary  to  establish  the  diag- 
nosis.2-8 For  example,  the  ovaries  are  not  always 
enlarged,  as  was  originally  thought;  the  patient 
may  ovulate,  on  occasion,  even  with  resultant 
pregnancy;  and,  neither  hirsutism  nor  obesity 
are  essential  for  establishing  the  diagnosis. 

Regardless,  one  observation  remains  which 
must  be  of  special  interest  to  the  clinician:  the 
fact  that,  with  a reasonably  good  selection  of 
cases,  improvement  of  menstrual  pattern  and 
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spadoni,  leon  r.,  Walter  l.  herrmann  (University 
of  Washington  School  of  Medicine,  Seattle,  Wash- 
ington, USA.)  Hyperthecosis  of  the  ovary.  Northwest 
Med  63:  299-304  (May)  1964. 

Hyperthecosis  ovarii  is  one  of  the  variations  of 
the  polycystic  ovary  sxyndrovxe.  The  essential  di- 
agnostic features  are  amenorrhea  and  marked 
hirsutism,  with  onset  at  menarche;  obesity  with 
Cushingoid  features;  enlarged  ovaries  with  char- 
acteristic histological  changes ; and  normal  urin- 
ary 17-ketosteroids.  This  entity  differs  from  the 
Stein-Leventhal  syndrome  in  that,  in  the  former, 
the  virilization  is  more  pronounced,  but  perhaps 
of  greater  importance  is  the  failure  of  response 
to  wedge  resection  of  the  ovaries  in  a high  per- 
centage of  cases.  Treatment,  although  far  from 
satisfactory  at  present,  should  be  directed  toward 
that  aspect  of  the  patient’s  condition  which  is  of 
most  concern  to  her  at  the  time,  i.e.,  hirsutism 
or  anovulation  with  resultant  infertility. 
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fertility  are  obtained  in  about  80  per  cent  of 
patients  who  undergo  wedge  resection  of  the 
ovaries,  the  treatment  recommended  for  the  so- 
called  “polycystic  ovary.”215-7910  The  20  per  cent 
who  do  not  respond  to  this  treatment  have 
usually  been  discarded  as  failures.  Several  at- 
tempts by  a number  of  authors  to  arrive  at  a 
reliable  way  to  predict,  prior  to  surgery,  which 
cases  would  be  successful  and  which  would  not, 
have  failed  to  this  point.2  411  It  is  the  purpose  of 
this  paper  to  discuss  an  entity  (hyperthecosis 
ovarii)  closely  resembling  the  classical  Stein- 
Leventhal  syndrome,  which,  on  careful  evalua- 
tion, seems  to  differ  in  certain  respects,  the  most 
important  of  which  is  the  lack  of  response  to 
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spadoni,  leon  r.,  Walter  l.  herrmann  (University 
of  Washington  School  of  Medicine,  Seattle,  Wash- 
ington, USA.)  Hyperthecosis  of  the  ovary.  Northwest 
Med  63:  299-304  (May)  1964. 

La  hipertecosis  es  una  de  las  variantes  del 
sindrome  de  ovarios  policisticos.  Los  signos 
diagnosticos  son  emenorrea  e hirsutismo  pronu- 
ciado  y comenzando  a la  menarca;  obesidad  de 
tipo  Cushing,  ovarios  agrandados  y con  cambios 
histopatologicos  caracteristicos  y excrecion 
urinaria  normal  de  17-kctosteroides.  Esta  entidad 
se  diferencia  del  sindrome  de  Stein-Leventhal 
en  que  en  hipertecosis  cambios  masculinizantes 
son  mas  marcados  y tal  vez  de  aim  mayor  im- 
portancia  es  el  hecho  de  que  este  sindrome  no 
responde  a la  reseccion  de  porciones  de  la  cor- 
teza  ovarica  en  un  gran  numero  de  casos.  El 
tratamiento,  aunque  al  presente  no  es  muy  satis- 
factorio,  se  debe  dirijir  al  aspecto  que  mayor  le 
concierne  a la  paciente  ya  sea  el  hirsutismo  por 
una  parte  o la  anovulacion  con  resultante  infer- 
tilidad  por  la  otra. 

Read  before  74th  Annual  Convention,  Washington  State 
Medical  Association,  Seattle,  Washington,  September  16, 
1963. 

Supported  in  part  by  the  Reproductive  Physiology  Grant 
11-7976. 
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Fig.  1.  Patient  with  hyperthecosis  of  the  ovary.  Note  hirsutism,  obesity  and  Cushingoid  appearance. 


wedge  resection  in  a high  percentage  of  cases. 

diagnostic  features 

Studies  of  the  literature1214  and  our  own  cases 
have  led  us  to  establish  the  following  diagnostic 
criteria: 

1.  Amenorrhea  with  onset  at  menarche  or 
shortly  thereafter; 

2.  Severe  hirsutism  with  onset  also  at  men- 
arche; 

3.  Obesity  with  Cushingoid  features; 

4.  Enlarged  ovaries; 

5.  Normal  17-ketosteroids. 

The  main  difference  between  these  criteria 
and  those  found  in  the  Stein-Leventhal  syndrome 
is,  from  a clinical  point  of  view,  in  the  degree  or 
severity  of  the  changes  found.  To  be  more  spe- 
cific, in  hyperthecosis  there  is  more  defeminiza- 
tion, as  characterized  by  complete  amenorrhea, 
uterine  and  breast  atrophy,  and  more  marked 
virilization,  as  evidenced  by  severe  hirsutism 


and,  indeed,  in  some  instances,  by  cliteromegaly, 
and  temporal  balding.  Obesity  is  usually  a 
prominent  feature  and,  in  general,  obesity  and 
signs  of  masculinization  tend  to  go  together,4 

(Fig.  1). 

These  patients  often  present  with  features  re- 
sembling those  associated  with  Cushing’s  syn- 
drome, such  as  hypertension,  striae,  high  ery- 
throcyte count,  abnormal  glucose  tolerance 
curve,  and  slightly  elevated  ketogenic  steroids, 
in  addition  to  obesity'  and  hirsutism."  1815  The 
physician  then  finds  himself  in  the  position 
where  he  must  make  this  differentiation.  This 
may  be  difficult,  since  obese  individuals,  with- 
out evidence  of  endocrine  dysfunction,  frequent- 
ly will  have  slightly  elevated  17-ketosteroids  and 
ketogenic  steroids. 

Commonly,  in  the  patient  with  ovarian  hy- 
perthecosis, urinary  17-ketosteroids,  ketogenic 
steroids,  pregnanediol,  pregnanetriol  and  FSH 
invariably  fall  within  the  normal  range,  or  the 
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Table  1.  Differential  diagnosis  of  hirsutism 


Diagnosis 

Onset 

of  Hirsutism 

Correlation  of 
Onset  of  Hirsutism 
and  Anovulation 

Degree  of  Hirsutism 

Correlation  of 
Hirsutism  with 
Elevation  of 
17-ketosteroids 

Stein-Leventhal 

Menarche 

Positive 

+ 

± 

Hyperthecosis  Ovarii 

Menarche 

Positive 

+ + 

— 

“Mild”  Adrenal  Hyperplasia 

Menarche 

Delayed 

+ 

+ 

Ovarian  Tumor 

Any  Time 

Positive 

+ + + 

Adrenal  Tumor 

Any  Time 

Delayed 

+ + + 

+ + + 

steroids  are,  at  best,  borderline  elevated,  and, 
consequently,  may  only  be  of  help  to  exclude 
other  disease.2-5-8-11  Fractionation  of  the  urinary 
17-ketosteroids  has  occasionally  shown  an  eleva- 
tion of  certain  fractions,  but,  again,  this  is  not 
pathognomonic.2-11-1"-19  Hence,  the  clinical  find- 
ings, more  than  the  laboratory  values,  give  us 
the  clues  necessary  for  the  diagnosis. 

differential  diagnosis  with  other  forms  of  hirsutism 

It  may  be  of  value,  at  this  point,  to  give  a 
brief  outline  of  the  differential  diagnosis  with 
other  forms  of  hirsutism,  (Table  1).  While  it  is 
not  possible,  in  many  instances,  to  differentiate 
definitely  between  hirsutism  due  to  ovarian  di- 
sease, and  that  due  to  adrenal  disease,  there  are 
several  clues  in  the  history  and  physical  findings 
which  may  be  of  some  aid  in  arriving  at  a diag- 
nosis. It  should  be  stressed  that  the  criteria  to  be 
mentioned  are  by  no  means  of  an  absolute  na- 
ture, but  that,  in  general,  not  enough  emphasis 
has  been  placed  on  the  value  of  historical  fea- 
tures when  dealing  with  problems  of  hirsutism. 

In  hyperthecosis,  Stein-Leventhal  syndrome 
and  “mild  adrenal  hyperplasia,”  the  onset  of 
hirsutism  is  at  menarche  or  soon  after.  This  ap- 
pears to  be  the  case,  also,  with  familial  hirsutism. 
When  the  hirsutism  is  sudden  in  onset  at  times 
other  than  puberty',  one  must  consider  strongly 
the  possibility  of  either  an  ovarian  or  adrenal 
tumor.  Patients  suffering  from  a virilizing  type 
of  Cushing’s  sy'ndrome,  due  to  hyperplasia,  con- 
stitute an  exception  to  these  statements.  The 
virilizing  features  here  are  rarely'  in  the  fore- 
ground, since,  from  a clinical  point  of  view,  the 
stigmata  attributed  to  the  overproduction  of 
glucocorticoids  seem  to  prevail. 

The  degree  of  hirsutism  is  also  important.  In 
the  Stein-Leventhal  sy'ndrome,  mild  adrenal 
hyperplasia,  and  familial  hirsutism,  the  hirsutism 
is  usually  mild  and  rarely  progressive  beyond  the 
second  decade.  This  is  not  the  case,  however,  in 
hyperthecosis  and  ovarian  and  adrenal  neo- 


plasms, where  the  hirsutism  is  usually  much  more 
pronounced.  Other  androgenic  manifestations, 
such  as  clitorial  enlargement,  temporal  balding 
and  voice  changes  are  more  frequently  present. 

Another  important  consideration  is  the  cor- 
relation between  the  onset  of  hirsutism  and 
menstrual  difficulties.  The  onset  of  ovarian 
hirsutism  is  almost  always  concomitant  with  the 
onset  of  menstrual  difficulties,  as  seen  in  the 
polycystic  ovary  sy'ndrome  and  virilizing  ovarian 
tumors.  The  onset  of  adrenal  hirsutism,  or  virili- 
zation, precedes  the  onset  of  anenorrhea,  often 
by'  months  or  years;  furthermore,  it  may  be  asso- 
ciated with  normal  ovarian  function,  even  in  the 
presence  of  overt  Cushing’s  disease,  or  virilizing 
adrenal  tumors. 

This  indicates  that  androgen  overproduction 
by  the  ovary  is  a much  greater  threat  to  normal 
ovarian  function  than  a similar  process  in  the 
adrenal.  Hypersecretion  of  androgens  of  adrenal 
origin  is,  according  to  current  concept,10-11 
always  associated  with  a rise  in  17-ketosteroid 
excretion  or,  by  a reverse  reasoning,  an  elevation 
of  urinary  17-ketosteroids  is  necessary  to  sub- 
stantiate the  diagnosis  of  adrenal  virilism.  This  is 
in  contract  to  ovarian  virilism  in  which  the 
urinary'  17-ketosteroids,  more  often  than  not,  fall 
within  the  normal  range.  This  is  especially  true 
in  hy'perthecosis. 

Differentiation  between  adrenal  and  ovarian 
disorders  by  ACTH  stimulation,  or  suppression 
of  adrenal  activity'  with  cortisone  has  often  been 
recommended.  While  there  is  a definite  place 
for  such  an  approach,  there  are  certain  limita- 
tions which  have  to  be  considered  at  time  of 
interpretation  of  results.  Diagnostic  significance 
can  be  attributed  to  the  following  results  with 
use  of  the  ACTH  stimulation  test: 

1.  A more-than-threefold  increase  from  an 
elevated  baseline  of  corticoids  in  plasma 
or  urine  is  usually  found  in  patients  with 
Cushing’s  sy'ndrome; 

2.  No  increase  from  a lowered  baseline  of 
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plasma  or  urinary  cortieoids  in  patients  with 
adrenal  failure. 

All  other  responses  should  only  be  interpreted 
within  the  frame  of  the  general  picture. 

In  cortisone  suppression  tests,  one  is  concerned 
primarily  with  distinguishing  between  adrenal 
tumors  and  certain  forms  of  adrenal  hyperplasia. 
The  former,  being  independent  of  ACTH  stimu- 
lation, will  not  respond  with  a decreased  steroid 
production.  Exception  to  this  is  in  the  rare 
ACTH  dependent  tumors. 

histopathology 

The  histopathology  is  quite  characteristic  with 
both  ovaries  being  involved.15  They  may  range 
from  normal  to  five  times  normal  size.  The 
capsule  is  smooth,  thick,  grayish-white  and, 
frequently,  numerous  small  blood  vessels  can 
be  seen,  coursing  along  its  surface.9  On  cut 
section,  one  may  see  numerous  follicle  cysts, 
or,  in  some  cases,  no  cysts  at  all.  The  stroma  has 
a yellowish  appearance,  and  one  can  often  see 


Fig.  2.  Ovarian  stroma  in  hyperthecosis.  Representative 
area  depicting  a nest  of  large  lipoid-containing  luteinized 
thecal  cells  surrounded  by  a dense  hyperplastic  stroma. 
(Hematoxylin  and  eosin.  x518). 
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Table  3.  Summary  illustrating  differences  between  hyperthecosis 

Hyperthecosis 


Number  of  cases 
Onset  of  Hirsutism 

Correlation  of  onset  of 
Hirsutism  and  Anovulation 

Menstrual  abnormalities 

Degree  of  Hirsutism 
Weight 

Results 


Menarche 

(4) 

18  yr. 

(1) 

Positive 

(5) 

Amenorrhea 

(4) 

Oligomenorrhea 

(1) 

+ + + 

Obese 

(5) 

Good 

(1) 

Poor 

(4) 

ovarii  and  Stein-Leventhal  syndrome, 
Stein-Leventhal 

5 


Menarche 

(5) 

Positive 

(4) 

Delayed 

(1) 

Amenorrhea 

(1) 

Oligomenorrhea 

(2) 

Irreg.  Cycle 

(2) 

+ 

Obese 

(3) 

Normal 

(2) 

Good 

(5) 

quite  distinct,  scattered,  yellow  patches,  which 
represent  nests  of  large  lipoid-containing  lute- 
inized thecal  cells,  (Fig.  2).  In  addition,  micro- 
scopically, one  sees  marked  hyperplasia  and  lute- 
inization  of  the  theca  interna  lining  the  follicle 
cysts  and  surrounding  the  atretic  follicles.  A 
dense  hyperplastic  stroma  is  also  one  of  the 
characteristic  features. 

The  distinguishing  features  between  the  hyper- 
thecotic  ovary  and  other  polycystic  ovaries  is 
that  in  the  latter  there  is  absence  of  the  scat- 
tered nests  of  luteinized  thecal  cells  and  the 
stroma  is  less  hyperplastic.  Numerous  follicle 
cysts  are  invariably  present. 

case  reports 

We  have  recently  seen  five  patients  with 
hyperthecosis  ovarii,  (Table  2).  The  outstanding 
feature  in  all  instances  was  pronounced  hirsut- 
ism, associated  with  amenorrhea  with  onset  at 
the  time  of  menarche.  In  four  of  five  patients, 
there  was  failure  of  response,  despite  adequate 
wedge  resections.  To  illustrate  the  difference 
between  hyperthecosis  and  the  Stein-Leventhal 
syndrome  more  clearly,  we  have  prepared  a 
summary  contrasting  these  two  groups,  (Table 
3). 

hormonal  mechanism 

The  hormonal  mechanism  involved  in  this 
disease  has  been  the  source  of  much  speculation. 
Many  feel  that  these  ovaries  produce  testoste- 
rone. This  is  the  only  androgen  with  sufficient 
potency  to  produce  the  degree  of  virilization 
that  we  see  in  these  patients  in  the  face  of  normal 
values  of  17-ketosteroids.  Because  it  is  such  a 
potent  androgen,  only  small  quantities  need  be 


present,  and,  consequently,  would  not  be  re- 
flected in  the  urinary  excretion  of  17-ketosteroids. 
The  current  status  of  this  area  of  investigation 
was  recently  reviewed  by  Simmer.20 

therapy 

The  therapy  available  to  these  patients  is 
usually  disappointing.  Treatment  should  be  di- 
rected towards  that  aspect  which  is  of  most  con- 
cern to  the  patient  at  that  particular  time.  If 
hirsutism  is  the  primary  concern,  especially  in 
the  young,  single  girl,  we  feel  that  suppression 
of  the  ovaries  with  a drug  such  as  norethynodrel 
(Enovid)  is  the  treatment  of  choice.  This  de- 
creases their  hirsutism  and  allows  regular 
(though  induced)  cycles,  which  may  be  con- 
sidered of  psychological  benefit  to  many  women. 
In  some  instances,  it  will  become  necessary  to 
produce  continuous  ovarian  suppression  because 
the  occasional  patient  will  complain  of  increased 
hair  growth  during  the  period  of  time  she  is  not 
taking  the  medication. 

If  infertility  is  the  primary  concern,  wedge 
resection  can  be  performed  although  the  results 
to  date  are  quite  disappointing.  Immediate  con- 
ception after  wedge  resection,  before  anovula- 
tion recurs,  should  be  encouraged.  In  any  event, 
following  surgery,  the  hirsutism  will  remain 
largely  unchanged.213 

In  the  final  analysis,  removal  of  the  ovaries 
may  be  the  last  alternative  as  definitive  treat- 
ment of  the  virilization.  However,  this  is  a diffi- 
cult decision  to  make  in  the  young  woman.  We 
are  hopeful  that  new  avenues  of  investigation 
such  as  the  use  of  human  FSH  or  Clomiphene 
will  result  in  a better  form  of  therapy  in  the 
future. 


303 

Northwest  Medicine,  May  1964 


summary 


In  summary,  it  is  felt  that  hyperthecosis  ovarii 
and  the  Stein-Leventhal  syndrome  are  different 
entities,  or,  perhaps,  the}'  just  represent  different 
ends  of  the  spectrum  of  the  polycystic  ovary 
syndrome.  The  differentiating  features  between 
these  two  conditions  are  discussed.  Essential 
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Osteoporosis  and  Osteomalacia 

A Brief  Review  of  Their  Causes  and  Treatments 


JOHN  L.  BAKKE.M.  D. 

Osteoporosis  is  a deficiency  in  the  total  amount 
of  bone  so  that  it  lacks  strength  and  collapses 
easily  from  brittleness.  Histologically  the  cortex 
and  trabeculae  are  thin.  Chemically  the  ratio 
of  mineral  to  protein  matrix  is  normal  but  there 
is  only  about  half  the  normal  amount  of  mineral 
per  unit  volume  of  bone  and  the  specific  gravity 
is  only  1.050  instead  of  a normal  1.075.1  By 
contrast,  in  osteomalacia  there  is  deficiency  of 
bone  mineral  in  relation  to  matrix.  Histologically 
the  bone  is  filled  with  uncalcified  matrix.  The 
bone  may  be  more  soft  than  brittle,  and  deform- 
ities often  result  from  bending  rather  than  frac- 
ture. When  osteomalacia  occurs  while  the  epi- 
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bakke,  john  l.  (1102  Columbia  Street,  Seattle, 
Washington,  USA.)  Osteoporosis  and  osteomalacia: 
A brief  review  of  their  causes  and  treatments.  North- 
west Med  63:  305-310  (May)  1964. 

Bone  deficiency  in  osteoporosis  is  quantitative. 
In  osteomalacia  it  is  qualitative.  Both  are  com- 
mon, may  coexist;  both  cause  pain,  deformity  and 
fractures.  Ostcomalaciafmay  be  caused  by  de- 
creased calcium  absorption  or  excessive  loss  as 
seen  in  intestinal  malabsorption  but  real  or  rela- 
tive joitamin  D deficiency  is  probably  present  in 
all  cases.  Uremia  or  aminoaciduria  may  cause 
vitamin  D resistance.  Serum  calcium  is  usually 
low  and  alkaline  phosphatase  elevated.  The 
x-rays  may  indicate  linear  erosion  of  soft  bone  by 
pulsating  vessels.  Treatment  depends  upon  vita- 
min D (sometimes  in  massive  doses)  and  calcium 
plus  correction  of  malabsorption  if  present. 
Serum  and  urine  calcium  levels  must  be  watched 
for  vitamin  D intoxication. 

Osteoporosis  is  characterized  by  reduced  bone 
mass  and  may  be  due  to  a number  of  factors 
causing  bone  reabsorption  to  exceed  formation  of 
new  bone.  Diagnosis  is  made  only  after  damage 
is  advanced  when  there  is  loss  of  height  and  lat- 
eral spine  x-rays  show  codfish  deformity  of  verte- 
brae. Treatment  is  with  calcium  and  gonadal  hor- 
mones plus  physical  exercise.  Urine  and  serum 
calcium  levels  must  be  watched.  Recent  reports 
indicate  that  fluoride  may  be  helpful. 


Seattle,  Washington 

physes  are  open,  rickets  results.  In  animals,  vita- 
min D deficiency  causes  osteomalacia  whereas 
calcium  deficiency  will  cause  osteoporosis. 

Clinically  both  conditions  are  common.  At 
least  4.2  million  patients  in  America  suffer  col- 
lapsed vertebrae  due  to  osteoporosis.  Both  usual- 
ly develop  insidiously  over  many  years  and 
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bakke,  john  l.  (1102  Columbia  Street,  Seattle, 
Washington,  USA.)  Osteoporosis  and  osteomalacia: 
A brief  review  of  their  causes  and  treatments.  North- 
west Med  63:  305-310  (May)  1964. 

La  deficienca  del  tejido  oseo  en  la  osteoporo- 
sis es  quantitative.  En  la  osteomalcacia  es  quali- 
tativa.  Los  dos  procesos  son  comunes  y pueden 
coexistir,  los  dos  causan  dolor,  deformidades  y 
fracturas.  La  osteomalacia  puede  ser  debida  a 
absorcion  disminuida  de  calcio,  a perdida  ex- 
cesiva  como  se  encuentra  en  malabsorcion  intes- 
tinal, mas  una  real  o relativa  deficiencia  en  vita- 
mina  D probablemente  existe  en  todos  los  casos. 
Uremia  o aminoaciduria  puede  dar  lugar  a resis- 
tencia  a la  vitamina  D.  El  calcio  serico  es  a 
menudo  subnormal  y la  fosfatasa  alcalina  ele- 
vada.  Los  rayos  X pueden  demostrar  erosiones 
linear  es  de  los  huesos  afectados  que  son  debidas 
a las  pulsaciones  arterioles.  El  tratamiento  de- 
pends en  el  uso  de  vitamina  D (algunas  veces  en 
cantidacles  grandes)  y calcio,  mas  la  correccion 
de  la  malabsorcion  si  esta  fuera  un  factor.  Los 
niveles  sericos  y urinarios  de  calcio  se  deben 
seguir  para  detector  una  posible  intoxicacion  de 
vitamina  D. 

La  osteoporosis  se  caracteriza  por  una  reduc- 
cion  de  la  masa  del  tejido  oseo  y puede  deberse 
a un  numero  de  factores  que  causan  reabsorcion 
de  tejido  oseo  en  exceso  a la  formacion  de  hueso. 
El  diagnostico  se  hace  tardiamente,  cuando  hay 
acortamiento  de  la  estatura  y los  rayos  X de  la 
columna  en  posicion  lateral  muestran  deformid- 
ades de  las  vertebras.  En  el  tratamiento  se  usan 
calcio,  hormonas  sexuales  y ejercicio  fisico.  Tam- 
bien  se  deben  seguir  los  niveles  de  calcio  serico 
y urinario.  Reportes  recientes  indican  que  fluo- 
ridos  puedan  ser  beneficiales. 
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eventually  cause  serious  deformity  and  pain. 
Osteomalacia  and  osteoporosis  may  co-exist,  as 
for  example  in  steatorrhea,  malnutrition,  or  thy- 
rotoxicosis.- 

For  the  past  two  decades  physicians  have 
generally  accepted  the  classical  analysis  of  Al- 
bright3-4 that  osteomalacia  is  a disease  of  mineral 
deficiency  and  that  osteoporosis  is  a deficiency 
of  protein-matrix  formation.  Accordingly,  suf- 
ficient calcium  and  phosphorus  should  cure 
osteomalacia  but  be  valueless  in  osteoporosis. 
As  we  shall  see,  our  theories  have  changed. 

causes  of  osteomalacia 

Relative  or  absolute  vitamin  D deficiency  with 
resulting  decreased  absorption  or  excessive  loss 
in  urine  or  feces  causes  osteomalacia.  The  serum 
calcium  or  phosphorus,  or  both,  usually  are  low 
and  the  alkaline  phosphatase  elevated.  A rare 
enzyme  deficiency  of  phosphatase  production, 
hypophosphatasia,  will  also  cause  osteomalacia 
and  in  this  single  instance  the  blood  level  of  bone 
salts  is  normal,  but  cannot  be  utilized,  and  the 
alkaline  phosphatase  is  low. 

Today,  in  America,  classical  dietary  vitamin 
D deficiency  is  uncommon  and  limited  to  sun- 
less climes.  The  two  principal  clinical  situations 
in  which  we  see  osteomalacia  are  the  malabsorp- 
tion syndromes,  including  those  produced  by 
intestinal  surgery,  and  the  hvperphosphaturias 
such  as  occur  in  uremia  and  the  congenital  renal 
aminoacidurias.  These  disorders  may  actually  be 
mediated  by  vitamin  D deficiency  very  resistant 
to  replacement;  requiring  massive  doses  of  vita- 
min D for  correction.  Eventually,  in  order  to 
maintain  the  serum  calcium  level,  which  is  more 
essential  to  life  than  is  the  skeleton,  secondary 
hyperparathyroidism  occurs  and  causes  acceler- 
ated bone  reabsorption  which  may  lead  to  osteo- 
porosis and,  finally,  osteitis  fibrosa  cystica. 

diagnosis  of  osteomalacia 

Irritable  behavior,  bone  tenderness,  and  event- 
ually such  bone  weakness  that  there  may  be 
fractures  after  trivial  trauma  bring  the  disorder 
to  attention.  The  low  serum  calcium  can  lead  to 
cramps,  tetany  and  possibly  to  cataracts.  In 
adults  with  advanced  disease  the  x-ray  examin- 
ation may  reveal  diagnostic  symmetrical  grooves 
on  the  pubis,  on  the  inner  edge  of  the  scapula, 
below  the  femoral  neck,  and  on  the  proximal 
tibia  and  ulna,  These  grooves  are  generally 
attributed  to  the  pulsation  of  nutrient  arteries 


eroding  the  soft  bone.  Fractures  or  Milkman’s 
pseudo-fractures  occur  at  these  sites.5  Bone 
biopsy  reveals  a characteristic  picture  of  exces- 
sive, uncalcified  osteoid.  One  should  obtain  an 
intestinal  x-ray  series  looking  for  the  puddling 
of  malabsorption.  It  is  also  of  great  importance 
to  search  for  any  increase  in  fat  in  the  stool. 

treatment  of  osteomalacia 

One  must  administer  vitamin  D,  1,000  to  5,000 
units  daily  in  simple  deficiency  and  in  huge 
amounts  (up  to  12  million  units)  in  resistant 
cases.  Calcium  supplements  are  also  necessary. 
Since  vitamin  D can  persist  in  the  blood  for  as 
long  as  seven  months,"  over-dosage  with  result- 
ing hypercalcemia  is  a common,  serious  compli- 
cation of  therapy.  The  large  doses  of  vitamin  D 
must  be  stopped  promptly  when  the  serum 
phosphorus  rises  and  the  hypocalcemia  is  cor- 
rected. A maintenance  dose  of  2,000  units  daily 
is  usually  adequate.  The  serum  and  urine  calcium 
must  be  followed  at  least  every  month  for  one 
year.  Vitamin  D therapy  is  especially  dangerous 
if  there  is  kidney  damage  which  prevents  calcium 
excretion.  A dose  of  vitamin  D and  calcium  that 
has  proved  satisfactory  for  many  months  may 
unexpectedly  become  toxic.  This  is  especially 
likely  to  occur  if  the  patient  is  immobilized  for 
any  reason.  Therapy  should  be  stopped  com- 
pletely during  any  period  of  bed  rest.  If  the 
blood  calcium  rises  above  14  mg/100  ml,  or  is 
sufficient  to  cause  symptoms  (anorexia,  nausea, 
abdominal  pain,  headache,  stupor,  weight  loss), 
it  can  be  controlled  by  the  administration  of 
prednisone.  If  sprue  is  present  one  may  obtain 
benefit  with  a glutin-free  diet,  low  doses  of 
prednisone  or  large  doses  of  pancreatin.  For 
further  details  see  Danowski’s  excellent  presen- 
tation.7 

causes  of  osteoporosis 

The  essential  feature  of  osteoporosis  is  a reduc- 
tion in  bone  mass,  which  could  be  due  either 
to  diminished  new  bone  formation  or  increased 
bone  reabsorption  or  a combination  of  the  two. 
Albright  postulated  deficient  bone  protein  matrix 
formation  secondary  to  a deficiency  of  anabolic 
gonadal  hormones  in  the  face  of  an  unchanging 
(and  relatively  excessive)  production  of  adrenal 
anti-anabolic  steroids.4  This  widely  accepted 
theory  ignores  any  disorder  of  calcium  metabol- 
ism. 

In  the  past  decade  it  has  been  found  that 
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osteoporosis  is  more  common  in  individuals  on 
a calcium  deficient  diet  and  is  less  common  in 
those  on  a high  calcium  diet.  More  important,  it 
has  been  shown  especially  by  Whedon8  and 
Nordin9 10  that  when  given  a high  calcium  intake 
the  osteoporotic  individual  retained  an  abnorm- 
ally large  amount  of  calcium  as  though  he  were 
correcting  a state  of  depletion.  Conversely  when 
placed  on  a very  low  calcium  intake  he  failed  to 
reduce  the  urinary  calcium  and  failed  to  retain 
as  much  calcium  as  does  a normal  individual 
and  went  into  a negative  calcium  balance. 
Nordin9  goes  so  far  as  to  state  that  this  “calcium 
leak”  is  “the  only  consistent  biochemical  abnor- 
mality in  osteoporosis.”*  Apparently  most  pa- 
tients with  osteoporosis  have  a mild  persistent 
hypercalciuria  of  200  to  600  mg  daily.  When 
combined  with  a chronic  dietary  deficiency  of 
calcium  the  eventual  loss  of  significant  amounts 
of  skeletal  calcium  is  inevitable.  As  bone  salts 
are  removed  from  the  bone,  the  osteoid  matrix 
is  quickly  scavenged  so  that  uncalcified  osteoid 
is  not  seen.  (In  osteomalacia  the  osteoid  matrix 
has  never  been  calcified  and  this  difference  may 
explain  its  failure  to  be  reabsorbed. ) If  bone 
reabsorption  is  accelerated  sufficiently,  the  cystic- 
changes  of  osteitis  fibrosa  cystica  may  occur. 
Thus  osteoporosis  and  osteitis  may  be  different 
degrees  of  a similar  process.  In  mild  hyperpara- 
thyroidism the  bone  reabsorption  may  be  slow 
enough  so  that  only  osteoporosis  is  seen.  In 
hyperthyroidism  the  osteoporosis  may  be  so 
accelerated  that  osteitis  fibrosa  occurs.  In  this 
disease  osteomalacia  is  usually  also  present.2 

In  any  event,  the  excessive  loss  of  bone  calcium 
and  matrix  indicate  an  excess  of  osteoclastic  bone 
destruction  over  osteoblastic  bone  production. 
Actual  measurements  of  bone  production  using 
radioisotopes  of  calcium  agree  in  showing  that 
bone  formation  is  normal  in  ordinary  osteo- 
porosis. Although  bone  resorption  rates  cannot 
be  measured  they  must  be  increased  to  explain 
the  net  loss  of  bone.8 

primary  and  secondary  osteoporosis 

In  certain  diseases  osteoporosis  is  an  under- 
standable consequence  of  a known  underlying 
disorder: 

( 1 )  Gravity  and  physical  stress  mold  the 

trabecular  pattern  of  bones  to  achieve  a 

*It  should  be  noted  that  unless  some  osteomalacia  is  also 
present,  the  serum  calcium,  phosphorus  and  alkaline  phos- 
phatase remain  normal  in  osteoporosis. 


maximum  strength  for  a minimum  weight. 
Without  stress,  osteoporosis  results.  In  this 
instance  bone  formation  is  increased,  but 
bone  destruction  increases  to  a much  great- 
er degree.  Immobilization  is  a major  haz- 
ard to  the  aged  or  arthritic  individual  who 
already  may  have  some  osteoporosis.  Upon 
being  placed  at  bed  rest  the  dissolution  of 
calcium  from  their  bones  may  be  great 
enough  to  cause  renal  stones.  This  form  of 
osteoporosis  will  also  present  a special 
problem  to  the  astronaut  in  zero-gravity 
orbit.  Tension  exercises  may  preserve  many 
bones  but  how  will  he  stress  his  skull? 

(2)  Nutritional  deficiency  including 
“hunger  osteopathy,”  scurvy  and  vitamin  D 
or  calcium  deficiency,  may  cause  osteo- 
porosis, often  with  some  osteomalacia  as 
well. 

(3)  Hvperthyoidism,  as  already  men- 
tioned, is  a potent  cause  of  bone  atrophy. 
Although  bone  formation  is  actually  in- 
creased as  in  immobilization,  bone  destruc- 
tion is  increased  at  a much  greater  rate. 

(4)  Excessive  adrenal  steroid  adminis- 
tration or  natural  adrenal  hyperfunction 
will  cause  osteoporosis,  probably  by  inhibit- 
ing both  bone  formation  and  destruction, 
but  the  former  more  than  the  latter.  Hyper- 
calciuria commonly  occurs  and  the  negative 
calcium  balance  can  usually  be  reversed 
by  increasing  dietary  calcium. 

(5)  Acromegaly  causes  osteoporosis  ap- 
parently in  part  by  the  effect  of  growth 
hormone  in  increasing  calcium  excretion. 
An  element  of  adrenal  over-activity  or 
hyperthyroidism  commonly  occurs  in  acro- 
megaly and  would  also  enhance  osteopor- 
osis. 

( 6 ) Other  endocrine  disorders  associated 
with  osteoporosis  include  hyperparathy- 
roidism, diabetes  mellitus  and  gonadal 
agenesis. 

(7)  Gonadal  failure  may  be  the  most 
common  cause  of  osteoporosis.  Primary 
osteoporosis  of  both  the  post-menopausal 
and  senile  types  is  associated  with  gonadal 
insufficiency.  Whether  the  osteoporosis  is 
truly  secondary  to  the  gonadal  insufficiency 
or  merely  associated  with  it  is  not  known. 
However,  surgical  castration  in  young  men 
or  women  may  result  in  “menopausal” 
osteoporosis  within  a few  years  and  hor- 
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more  replacement  therapy  appears  to  halt 
bone  loss.  As  in  other  types  of  osteoporosis, 
bone  destruction  exceeds  bone  formation 
even  though  the  latter  remins  normal. 

Until  new  information  is  available  it  is  appro- 
priate to  consider  all  types  of  osteoporosis  as  a 
single  entity  characterized  by  excessive  bone 
resorption  and  a negative  calcium  balance.  When 
it  is  associated  with  one  of  the  known  diseases 
listed  above  the  primary  disorder  must  be  treated 
first. 

diagnosis  of  osteoporosis 

The  most  useful  symptom  of  osteoporosis  is 
backache  and  the  most  helpful  sign  is  loss  of 
height.  Upon  measurement,  the  patient  often 
proves  to  be  two  to  three  inches  shorter  than 
he  thought  he  was.  In  those  who  have  forgotten 
their  youthful  height,  the  span  can  be  used  to 
estimate  former  height  with  an  accuracy  of  about 
one  inch  in  Caucasians  (Leonardo  daVinci’s 
rule).  The  lateral  x-ray  of  the  spine  reveals  a 
characteristic  bi-concave  (codfish)  deformity  of 
the  normal  rectangular  vertebral  body  shape.  The 
vertebral  centers  eventually  lose  trabecular  de- 
tail, appearing  like  ground  glass  with  illusory 
accentuation  of  the  outer  edges.  Wedged  shaped 
collapse  of  the  vertebrae  occur  only  when  30  to 
50  per  cent  of  the  skeleton  is  gone. 

The  use  of  a bone  biopsy  to  diagnose  osteo- 
porosis has  not  yet  proven  to  be  generally  satis- 
factory although  many  believe  it  will  prove 
useful  in  the  near  future. 

In  the  diagnostic  evaluation  one  must  exclude 
other  causes  of  skeletal  demineralization  includ- 
ing neoplasm,  marrow  encroachment,  and  osteo- 
malacia. X-rays  of  most  of  the  skeleton  may  be 
obtained  to  exclude  any  focal  erosion.  The  serum 
calcium,  phosphorus  and  alkaline  phosphatase 
should  be  normal. 

treatment  of  osteoporosis 

The  basic  follow-up  study  of  Ilenneman  and 
Wallach12  on  200  women  in  Albright’s  clinic 
showed  dramatically  that  gonadal  hormone  re- 
placement prevented  further  height  loss  and 
skeletal  rarefaction  and  produced  marked  relief 
of  bone  pain  in  menopausal  women.  Nordin  has 
shown  that  the  administration  of  calcium  alone 
can  reverse  the  negative  calcium  balance  and 
give  relief  of  backache  although  this  often  took 
several  months.11  Estrogens  ordinarily  produce 
relief  of  backache  in  1-3  weeks.  Lutwak  and 


Whedon8  dismiss  all  claims  of  pain  relief  as 
being  a placebo  effect  and  reject  this  as  a 
criterion  of  adequate  therapy.  Others,  including 
myself,  do  not  agree. 

Since  both  calcium  and  gonadal  deficiency 
appear  to  play  a significant  role  it  would  seem 
reasonable  to  combine  replacement  of  both.  The 
daily  calcium  intake  should  be  between  1.5  and 
2.5  gm.  Common  dietary  sources  include  milk 
(1.1  gm  per  quart)  and  processed  or  natural 
American  or  Swiss  cheese  (about  0.5  gm  per 
two  ounces).  Neither  cottage  nor  cream  cheese 
has  significant  calcium  content.  Calcium  lactate, 
gluconate,  or  Neocalglucon  can  conveniently 
supplement  the  diet,  especially  when  a low 
calorie  diet  is  desired.  Vitamin  D,  1,000  to  5,000 
units  daily  may  be  added  to  assist  calcium  ab- 
sorption. Even  this  small  dose  of  vitamin  D may 
prove  toxic  after  a few  weeks  in  a rare  individual. 
Therefore,  serum  and  urine  calcium  should  be 
checked  at  least  every  month  for  four  months, 
then  quarterly.  All  patients  should  also  be  en- 
couraged to  eat  a high  protein  diet  and  to  take 
one  multi-vitamin  capsule  daily.  Physical  activity 
must  be  promoted;  none  of  the  therapy  will  be 
effective  if  the  patient  is  immobile.  For  this 
reason  back  braces  and  corsets  should  be  avoided 
unless  absolutely  necessary  to  maintain  ambula- 
tion. 

The  gonadal  hormonal  replacement  should  be 
predominantly  androgen  in  the  male  and  pre- 
dominantly estrogen  in  the  female  but  probably 
both  sexes  should  receive  both  hormones.13 
Estrogens  have  been  reported  to  be  more  suc- 
cessful than  androgens  in  relieving  backache  even 
though  they  may  be  equally  effective  in  correct- 
ing the  negative  calcium  balance.14  The  older  the 
female,  the  greater  the  dose  of  testosterone  that 
is  ordinarily  tolerated  without  virilism.  In  addi- 
tion, the  larger  the  dose  of  androgen  the  more 
likely  one  can  avoid  undesired  uterine  bleeding 
resulting  from  the  estrogen  administration.  The 
woman  without  her  uterus  is  especially  fortunate 
since  estrogens  can  be  given  daily  in  full  doses 
without  interruption.  This  is  of  such  importance 
that  I would  urge  the  widest  latitude  in  the 
indications  for  hysterectomy  in  the  early  meno- 
pause. The  risks  and  cost  of  surgery  would  seem 
outweighed  by  the  advantages  gained.  Possibly 
the  conservatism  of  our  hospital  tissue  commit- 
tees has  been  an  unwitting  disservice  to  the 
American  woman. 

When  the  uterus  is  present  a full  replacement 
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dose  of  estrogen  will  cause  bleeding  eventually 
in  the  majority  of  women.  One  then  faces  the 
problem  of  a medical  or  surgical  curettage.  Of 
course  annual  pelvic  examination  and  vaginal 
smears  for  cancer  are  essential.  In  the  younger 
hvpogonadal  woman,  especially  after  surgical 
castration,  full  replacement  therapy  producing 
a 30-day-cycle  with  continuous  estrogen  and 
added  oral  progestin  the  last  ten  days  is  the 
treatment  of  choice.  When  she  feels  menstruation 
is  unseemly,  the  non-bleeding  program  described 
by  Wilson  is  appropriate.15  In  this  schedule  the 
progestin  is  stopped,  androgens  are  started  and 
the  dose  of  estrogen  is  reduced.  Unfortunately 
there  is  no  evidence  to  indicate  how  small  a dose 
of  estrogen  is  sufficient  to  halt  osteoporosis,  but 
it  is  reasonable  to  suppose  that  even  a small  dose 
is  better  than  none.  In  any  event  it  would  appear 
that  menopausal  osteoporosis  could  be  eliminated 
by  preventing  the  menopause  with  life-long 
endocrine  replacement. 

Whereas  gonadal  failure  is  universal  in  the 
female,  it  is  rare  in  the  male.  With  advancing 
age,  the  gonadal  17-ketosteroids  ( 17-KS ) appear 
to  remain  approximately  normal  and  the  mea- 
sured decline  in  urinary  17-KS  is  due  to  a de- 
cline in  adrenal  17-KS  production.  This  appears 
to  be  due  to  a decline  in  ACTH  secretion.1'1 
As  in  the  female,  there  appears  to  be  an  adverse 
change  in  the  ratio  between  anabolic  (gonadal) 
and  catabolic  (adrenal)  steroids  in  favor  of 
catabolism.  The  male  with  climacteric  symptoms 
can  be  diagnosed  with  certainty  if  the  urinary 
gonadotropins  are  elevated.  A loss  of  height  and 
the  radiological  changes  of  osteoporosis  are  clear, 
but  late  indications  for  treatment.  Although 
osteoporosis  is  about  four  times  as  common  in 
women  than  men  in  the  sixth  decade,  the  inci- 
dence in  the  two  sexes  approaches  equality  by 
the  age  80. 

In  the  male,  an  estrogen  such  as  Premarin,  0.6 
mg  in  combination  with  methyl-testosterone,  10 
mg.  t.i.d.  and  injected  repository  testosterone, 
200  to  400  mg,  once  a month,  is  ordinarily  toler- 
ated without  any  gynecomastia  or  impotentia. 
The  estrogen  not  only  depresses  osteoclasts  and 
probably  stimulates  osteoblasts  but  may  also 
retard  atherosclerosis  and  minimize  undesired 
stimulation  of  the  prostate. 

There  is  good  evidence  that  gonadal  hormone 
substitution  does  not  increase  the  incidence  of 
breast  or  uterine  carcinoma  in  the  female;17  in 
fact  it  appears  that  these  cancers  are  prevented 


by  treatment.  Much  less  is  known  about  the 
situation  in  men.  Whether  the  use  of  androgens 
will  increase  the  incidence  of  prostatic  carcinoma 
is  not  known.  A rectal  examination  should  be 
done  annually.  Men  with  a history  of  prostatic 
carcinoma  probably  should  be  given  only  estro- 
gens and  women  with  a definite  history  of  breast 
or  uterine  cancer  probably  should  be  treated  with 
androgens  alone.  In  both  these  groups  the  use  of 
fluoride  ( see  below ) would  seem  to  be  especially 
appropriate. 

None  of  the  published  studies  (except  for  a 
single  case  181B)  have  reported  improvement  in 
the  x-ray  density  of  the  skeleton.  This  should 
cause  no  surprise  because  a skeletal  calcium 
deficit  of  50  per  cent  would  be  about  600  gm 
and  if  one  obtained  a positive  balance  of  100  mg 
daily,  16  years  would  be  needed  for  complete 
repair. 

treatment  with  fluoride 

The  most  interesting  recent  development  in 
the  treatment  of  osteoporosis  is  Rich’s  demonstra- 
tion that  small  doses  of  fluoride  will  reverse  the 
negative  calcium  balance  in  osteoporosis.20  21  His 
rationale  for  using  fluoride  stemmed  from  the 
observation  that  cryolite  miners  working  in  a 
high  fluoride  environment  over  many  years, 
developed  osteosclerosis.  He  thought  is  seemed 
reasonable  to  produce  a tendency  to  osteoscler- 
osis to  assist  in  reversing  the  process  of  osteopor- 
osis. The  fluoride  appears  to  act  by  inhibiting 
bone  resorption.  It  has  been  shown  that  as  much 
as  320  mg  of  NaF  given  daily  to  each  of  60 
subjects  for  six  months  failed  to  produce  any 
evidence  of  toxicity.22  Rich  has  used  50  to  100 
mg  of  fluoride  daily.  A single  dose  above  10  mg 
often  caused  epigastric  pain,  relieved  by  antacids 
or  prevented  by  enteric  coating  of  the  medica- 
tion. There  was  some  exacerbation  of  the  pain  of 
osteoarthritis  and  three  of  Rich’s  patients  devel- 
oped recurrences  of  pre-existing  aching  joint 
pain  in  the  knees  and  ankles  upon  weight  bear- 
ing. This  occurred  after  several  months  of  treat- 
ment and  subsided  when  fluoride  was  stopped. 
There  were  no  x-ray  changes,  but  from  the 
experience  with  the  cryolite  miners,  an  eventual 
increase  in  calcification  of  tendon  insertions 
might  occur.  There  is  also  the  theoretical  possi- 
bility of  an  acceleration  of  cataract  formation 
although  this  has  not  been  reported. 

Although  still  experimental,  if  one  wished  to 
add  fluoride  therapy,  the  much  smaller  and 
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apparently  equally  effective  dose  of  10  mg  t.i.d. 
is  recommended.  Lacking  a commercial  source 
of  enteric-coated  tablets,  this  dose  may  be  given 
with  “Fluoro-drops”00  available  for  fluorinating 
milk  in  the  prevention  of  caries.  Forty  drops, 
containing  10  mg  of  fluoride,  are  given  t.i.d.  after 
meals,  followed  by  an  antacid  (preferably  cal- 
cium carbonate)  if  there  is  any  gastrointestinal 
upset.  X-rays  of  the  shoulders  for  calcification  in 
tendons  should  be  performed  every  six  to  twelve 
months.  The  patient  should  understand  the  ex- 
perimental nature  of  the  treatment  and  be  fol- 
lowed every  three  to  six  months. 

It  is  possible  that  even  smaller  doses  of  fluor- 
ide will  prove  of  value  in  the  prevention  of 
osteoporosis.  A study  of  the  relationship  between 
the  incidence  of  osteoporosis  and  the  level  of 
fluoride  intake  in  different  geographical  areas 
is  indicated.23 

summary  and  conclusion 

Both  osteoporosis  and  osteomalacia  lead  to 
bone  weakness,  deformity  and  pain  because  of 
insufficient  bone  mineral  per  unit  volume  of 
bone.  The  two  sometimes  xo-exist  in  the  same 
patient.  In  osteomalacia  the  calcium  deficiency 
is  secondary  to  absolute  or  relative  vitamin  D 
deficiency  and  uncalcified  osteoid  matrix  charac- 
terizes the  histologic  picture.  In  osteoporosis  the 
calcium  deficiency  may  result  from  a mild  obli- 
gatory hypercalciuria  and  is  associated  with  a 
chronic  excess  of  osteoclastic  bone  resorption 
over  osteoblastic  activity.  Which  defect  is  pri- 
mary is  not  known.  Bone  formation  is  usually 
normal  or  even  increased.  Histologically  one  sees 
increased  bone  porosity,  and  trabecular  thin- 
ning. The  decalcified  matrix  is  removed  so 
promptly  it  is  not  seen.  The  chronic  negative, 
calcium  balance  can  be  corrected  by  supplying 
calcium,  fluoride,  or  anabolic  steroids  in  addi- 
tion to  correcting  any  underlying  catabolic  state. 
Both  the  prevention  and  treatment  of  osteopor- 
osis include  the  life-long  use  of  calcium  supple- 
ments and  gonadal  steroids.  In  selected  cases 
fluoride  may  be  a justified  addition.  The  pre- 
vention of  osteoporosis  is  much  more  rewarding 
than  is  its  treatment  because  our  crude  diagnostic 
methods  ensure  that  damage  is  far  advanced 
before  the  diagnosis  is  clear.  If  osteoporosis  is 
to  be  prevented  in  the  female,  every  menopausal 

‘♦Since  the  cost  of  this  preparation  amounts  to  about  $8  a 
month  one  can  obtain  NaF  at  a chemical  supply  house  and 
prepare  a solution  for  a small  fraction  of  this  cost. 


woman  must  have  endocrine  replacement  thera- 
py for  the  rest  of  her  life.  ■ 

1102  Columbia  Street  (98104) 
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Function  of  a Community  Blood  Center 

BERNARD  PIROFSKY,M.D.  Portland,  Oregon 


T ransfusion  of  blood  has  appeared  as  a medical 
dream  throughout  recorded  history.  References 
to  blood  transfusion  can  be  found  in  ancient 
Syrian,  Egyptian  and  Hebrew  literature.  The 
vital  function  of  blood  was  so  apparent  that 
Egyptian  princes  used  baths  of  human  blood  as 
a recuperative  measure.  In  Rome,  it  was  not  un- 
usual for  observers  to  rush  onto  the  combat 
arena  to  drink  the  blood  of  fallen  gladiators. 
One  of  the  first  well-known  instances  of  blood 
transfusion  was  an  attempt  to  rejuvenate  Pope 
Innocent  VIII,  in  1492,  with  transfusions  from 
three  young  donors.  The  transfusion  was  only 
partially  a failure;  neither  harm  nor  benefit 
accrued  to  the  Pope.  However,  the  blood  donors 
died.  Harvey’s  studies  placed  blood  transfusion 
on  a firm  anatomic  basis.  Many  great  investiga- 
tors thereafter  entered  this  field,  and  experi- 
ments of  Folli,  Wren,  Boyle,  Lower  and  Denis 
demonstrated  the  practical  possibilities  of  this 
procedure. 

In  1818,  Blundell  in  England  conducted  the 
first  extensive  clinical  trial  of  blood  transfusion, 
attempting  to  treat  the  fatal,  exsanguinating 
hemorrhages  occurring  post-partum.  Demonstra- 
tion of  human  blood  groups  by  Landsteiner,  in 
1900,  supplied  the  basic  knowledge  needed  to 
make  human  transfusion  safe.  During  World 
War  II  and  the  Korean  conflict  many  physicians 
had  their  first  opportunity  to  utilize  whole  blood 
and  blood  derivative  transfusion  therapy.  Upon 
their-  return  to  civilian  life  they  opened  the 
horizon  to  the  modem  mass  use  of  human  blood 
products. 

historic  growth 

Establishment,  in  1937,  of  the  first  blood  bank 
in  this  country,  in  Chicago,  marked  an  important 
step  in  making  transfusion  therapy  available  to 
the  practicing  physician.  At  the  present  time, 
only  approximations  can  be  made  of  the  number 
of  transfusion -services  in  existence  and  the  num- 
ber of  units  of  blood  transfused  annually.  An 
incomplete  survey  made  by  the  Joint  Blood 
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Council,  in  1956,  revealed  1,800  transfusion 
services  and  4.6  million  units  of  blood  transfused. 
A more  realistic  appraisal  at  present  is  the  esti- 
mate of  8.0  million  units  of  blood  transfused 
annually  in  this  country. 

The  efficient  function  of  a community  blood 
bank  appears  crucial  in  making  available  the 
benefits  of  blood  transfusion  therapy.  In  order 
for  a community  to  take  full  advantage  of  cen- 
tralized facilities  using  complex  and  rapidly 
changing  techniques,  such  a central  community 
blood  bank  must  maintain  technical  standards. 
The  absolute  minimum  requirement  of  such  a 
blood  bank  is  the  collection,  processing,  and  dis- 
tribution of  whole  blood  in  the  best  possible 
fashion.  This  minimum  standard  involves  24- 
hour  availability  of  blood,  both  from  a stored 
source  and  through  a walking  donor  list  able  to 
supply  fresh  blood.  It  is  fundamental  that  public 
relations  in  the  obtaining  of  donors,  nursing 
techniques  dealing  with  the  drawing  of  blood, 
and  laboratory  procedures  in  processing  blood, 
must  be  at  a high  standard. 
the  minimum  is  not  enough 

However,  I must  emphasize  that  the  above 
is  a minimum  standard.  The  modem  day  func- 
tion of  a community  blood  bank  extends  much 
further.  This  function  may  be  summarized  with 
the  concept  that  the  blood  bank  serves  as  a 
center  of  knowledge,  both  technically  and  medi- 
cally, in  reference  to  transfusion  therapy.  To 
carry  out  this  function,  I would  list  the  following 
requirements: 

1.)  Medical  director— The  medical  director 
should  be  an  individual  particularly  well  versed 
in  transfusion  therapy.  If  possible,  he  should 
have  specialized  training  in  either  clinical 
pathology  or  hematology.  In  any  case,  his  back- 
ground and  interests  must  be  oriented  toward 
technical  medical  problems  rather  than  admin- 
istrative functions.  This  individual  should  be 
supported  by  a competent  administrator  to 
handle  the  non-technical  affairs  involving  the 
blood  center.  The  function  of  the  director  is  to 
be  aware  of  recent  advances  in  transfusion,  to 
make  these  advances  available  to  the  medical 
community  through  the  blood  bank,  to  be  per- 
petually available,  because  of  his  technical 
knowledge,  for  consultation  with  the  hospitals 
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and  physicians  using  the  blood  center,  and  to 
institute  research  in  transfusion  therapy  to  pro- 
mote additional  advances.  In  most  cases,  the 
technical  excellence  of  the  blood  center  will  be 
reflected  in  the  technical  competence  of  the 
medical  director. 

2. )  Specialized  products— Supplying  blood  de- 
rivatives and  specialized  transfusion  procedures 
is  a crucial  function  of  the  modern  blood  center. 
The  use  of  albumin,  plasma,  gamma  globulin, 
fibrinogen,  frozen  plasma,  plasma  of  high  anti- 
hemophilic globulin  content,  packed  red  cells, 
frozen  blood,  and  even  fibrinolysins  is  an  area 
where  the  central  blood  center  plays  an  invalu- 
able function  both  in  production  and  supply,  as 
well  as  the  direction  of  intelligent  medical  usage. 
Establishment  of  the  indications  for,  and  the 
ability  to  supply,  platelet  rich  plasma,  plastic  bag 
blood,  leukocyte  poor  erythrocytes,  washed 
erythrocytes,  etc.,  are  now  the  obligation  of 
an  adequate  blood  center;  a large  center,  not 
supplying  or  aiding  in  the  establishment  of 
correct  usage  of  these  products  is  not  carrying 
out  its  true  function. 

3. )  Reference  laboratory— A community  blood 
center  inevitably  has  a large  medical  and  hos- 
pital population  dependent  on  it.  Simply  by 
functioning,  it  generally  eliminates  other  sources 
able  to  deal  with  the  unusual  technical  problem. 
The  central  blood  bank,  accordingly,  must  be 
equipped  and  oriented  to  act  as  a reference 
laboratory  for  all  problems  seen  in  its  hospitals 
involving  the  cross  match,  transfusion  reactions, 
hemolytic  affairs,  and  the  supply  of  blood.  This 
function  requires  the  establishment  of  a refer- 
ence panel,  the  storage  of  unusual  antisera  and 
cells,  the  ability  to  handle  maternity  antibody 
problems,  the  identification  of  antibodies,  and 
the  training  of  a staff  knowledgeable  in  the  tech- 
niques, problems,  and  advances  in  immuno- 
hematology.  In  essence,  the  center  must  truly 
be  a center  to  which  any  hospital  laboratory  or 
physician  in  the  area  may  turn  when  faced  with 
a difficult  problem  involving  transfusions. 

4. )  Training  program— In  general,  the  com- 
munity blood  bank  turns  over  to  the  hospital 
laboratory  the  responsibility  of  obtaining  com- 
patible blood  for  a specific  patient.  The  com- 
plex and  frequent  advances  in  immunohema- 
tology  place  the  hospital  laboratory  at  a dis- 
advantage in  keeping  abreast  with  such  ad- 
vances. If  the  community  blood  bank  is  truly 
the  center  of  transfusion  knowledge,  the  obliga- 


tion of  the  center  is  to  keep  all  blood  handling 
technologists  in  the  area  aware  of  recent 
advances  and  at  a high  technical  level.  Cooper- 
ation with  the  teaching  programs  for  resident 
physicians  and  medical  technologists,  and  the 
establishment  of  workshop  training  programs, 
at  least  several  times  a year,  is  a necessity  to 
maintain  this  level  of  technical  excellence 
thereby  protecting  the  blood  recipient. 

5.)  Research— The  establishment  of  a large 
community  blood  center  usually  precludes  the 
existence  of  other  blood  banks  in  the  area. 
Accordingly,  research  studies  oriented  to  im- 
prove the  practice  of  transfusion  therapy  become 
the  obligation  and  function  of  the  blood  center. 
Abdication  of  this  responsibility  inevitably  leads 
to  stagnation  of  knowledge  of  transfusion  ther- 
apy in  the  area.  Carried  to  its  logical  conclusion, 
this  reasoning  indicates  that  only  through  re- 
search in  immunohematology  will  a blood 
center  be  able  to  maintain  its  position  as  the 
repository  of  transfusion  knowledge. 

This  list  of  objectives  for  a community  blood 
center  may  appear  to  be  too  rigorous.  However, 
many  communities  have  centers  reaching  these 
levels  or  surpassing  them.  The  King  County 
Central  Blood  Bank  in  Seattle,  the  American 
Red  Cross  Blood  Center  in  Portland,  and  the 
Medical  Society  Blood  Bank,  Irwin  Memorial,  in 
San  Francisco,  all  supply  their  communities 
with  the  services  listed  above.  I choose  these 
three  West  Coast  centers  deliberately  to  illus- 
trate that  three  entirely  different  community 
enterprises  have  resulted  in  similarly  competent 
facilities  for  the  benefit  of  the  medical  staffs. 
Blood  transfusion  is  now  a crucial  part  of  medical 
practice;  the  future  holds  even  a more  extensive 
role  for  this  form  of  therapy  within  the  frame- 
work of  advancing  surgical  procedures  and 
medical  knowledge.  With  increasing  use  of 
blood,  immunohematologic  problems  are  becom- 
ing more  apparent.  I feel  that  it  is  the  right  and 
obligation  of  the  medical  community  to  demand 
excellence  of  blood  transfusion  services,  just  as 
we  demand  a high  level  of  skill  of  the  practicing 
physician  and  surgeon.  Only  by  the  medical 
community  insisting  on  its  right  to  obtain  the 
best  possible  transfusion  service,  will  the  neces- 
sary advances  occur.  My  own  experience  in  this 
matter  indicates  that  the  general  community  will 
wholeheartedly  support  the  medical  profession 
in  obtaining  such  a service.* 

3181  S.W.  Sam  Jackson  Park  Road  (97201) 
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Do  you  have  a green  thumb,  Doctor? 


If  you  do,  then  you  know  the 
extra  care  needed  to  grow  good 
vegetables.  And  as  a physician, 
you  also  recognize  the  value  of 
including  vegetables  like  these  in 
the  diet.  Campbell  knows  this,  too.  That’s  why  we  include 
them  all— and  often  many  more— in  our  vegetable  soups. 

Campbell’s  Soups,  with  more  than  thirty  different  kinds  to 
choose  from,  offer  you  and  your  patients  a wide  variety  of 
foods  with  a wide  variety  of  essential  nutrients.  There  are 
broths,  purees,  and  soups  with  good,  bite-sized  pieces  of  vege- 
tables and  meat  or  poultry  — so  many  different  kinds  that 
almost  all  your  patients  are  sure  to  find  favorites. 

This  versatility  of  appeal  in  taste,  color,  and  texture  makes 
our  soups  very  desirable  to  recommend  when  you  want  to 
lend  interest  to  a patient’s  diet  or  suggest  tasty  foods  that  are 
nourishing  and  easy  to  prepare  but  not  expensive. 


Consider,  for  instance,  soups  such  as  our  succulent  and 
satisfying  Cream  of  Asparagus  Soup,  or  hearty  Green  Pea 
Soup  which  can  be  made  extra  nourishing  with  milk.  Our 
Vegetable  Soup,  with  fifteen  different  vegetables  in  a de- 
licious beef  broth  is  popular  with  almost  all  patients. 

All  Campbell’s  Soups,  you  can  be  certain,  are  made  of  the 
finest  ingredients,  blended  with  traditional  Campbell  care 
and  knowledge  and  carefully  processed  to  preserve  as  much 
as  possible  the  natural  flavors  and  nutritive  values. 

To  help  you  in  planning  diets,  write  today  for  your  copy 
of  the  nutritive  analyses  of  all  our  different 
soups:  Campbell  Soup  Company,  Dept.  33, 

Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and  diet, 
for  every  meal. 
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secy.-treas.  Ernest  T.  Livingstone,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  October  13-17,  1964,  Eugene 


Proceedings  of  the  Board  of  Trustees 

Saturday,  April  4,  1 964 


The  Board  of  Trustees  of  the  Oregon  Medical 
Association  held  its  regular  monthly  meeting  at 
dinner  on  Saturday,  April  4,  1964  in  the  Conference 
Room  of  the  Association’s  headquarters  office  in 
Portland. 

It  was  voted  to  adopt  the  recommendations  of 
the  Executive  Committee  of  the  Board  of  Trustees 
as  follows: 

1.  That  the  applications  of  the  following 
members  for  Life  Membership  be  approved: 
Harry  S.  Irvine,  Sr.,  Portland;  C.  E.  Mason, 
Beaverton. 

2.  That  the  applications  of  the  following 
members  for  Active  Member  Emeritus  be 
approved:  Flora  Biswell,  Baker;  Maurice  F. 
Gourley,  Portland. 

A letter  was  read  from  Miss  Bernice  Beutz  express- 
ing her  appreciation  for  the  Association’s  contri- 
bution of  $100  toward  her  expenses  in  attending  the 
National  Conference  of  the  American  Medical  Assist- 
ants in  Oklahoma  City  where  she  will  be  nominated 
for  the  office  of  National  Vice-President. 

Also  read  was  a note  from  Mrs.  John  F.  Kennedy 
which  stated:  “Mrs.  Kennedy  is  deeply  appreciative 
of  your  sympathy  and  grateful  for  your  thoughtful- 
ness." This  note,  it  was  explained,  was  in  response 
to  the  Association’s  telegram  of  sympathy  sent  to 
Mrs.  Kennedy  on  the  date  of  the  President’s  assassin- 
ation. 

President  Daniel  K.  Billmeyer  also  reviewed  the 
plans  for  the  Component  Society  Officers  Confer- 
ence to  be  held  at  the  Hotel  Benson  on  Friday, 
April  24,  1964,  immediately  prior  to  the  opening 
session  of  the  House  of  Delegates’  Midyear  Meeting. 

Mrs.  J.  Cliffton  Massar,  President  of  the  Woman’s 
Auxiliary,  reported  that  over  five  hundred  students 
from  high  schools  outside  the  Portland  metropolitan 
area  visited  the  University  of  Oregon  Medical  School 
and  the  University  of  Oregon  Dental  School  in  the 
annual  “Health  Careers  Day”  program  held  on  the 
morning  of  this  date.  She  reported  that  the  students 
and  their  sponsors  were  most  enthusiastic  about  the 


opportunity.  Mrs.  Massar  also  discussed  the  success 
of  the  “Drugs,  Vitamins  and  Medicine”  program 
sponsored  by  the  Auxiliary  in  which  samples  of 
these  products  are  collected  from  physicians’  offices 
for  distribution  to  foreign  lands  where  they  are 
sorely  needed. 

Mrs.  Massar  also  requested  the  approval  of  the 
Board  of  Trustees  for  amending  the  Bylaws  of  the 
Woman’s  Auxiliary  to  provide  that  the  wives  of 
physicians  coming  to  Oregon  to  retire  may  become 
Associate  members. 

It  w'as  voted  to  approve  the  proposed  amendment 
to  the  Bylaws  of  the  Woman’s  Auxiliary  providing 
the  physician,  v'hose  wife  is  to  be  granted  such 
membership,  was  a member  in  good  standing  of 
his  component  and  constituent  medical  association 
at  the  time  of  his  retirement. 

Mrs.  Guy  R.  McCutchan,  President-Elect  of  the 
Woman’s  Auxiliary,  reported  on  the  program  for 
the  1964  Annual  Meeting  of  the  Woman’s  Auxiliary 
to  be  held  in  Portland  April  23-24  at  v'hich  time 
she  is  to  be  installed  as  the  President.  She  urged  that 
each  member  of  the  Board  encourage  his  wife 
to  attend  that  meeting. 

Morris  K.  Crothers  of  Salem,  a State  Representa- 
tive from  Marion  County  discussed  the  “Cigarette 
Tax  Petition”  v’hich  proposes  to  place  on  the  ballot 
at  the  November  3,  1964,  General  Election  a mea- 
sure providing  for  a four-cent  per  package  state 
tax  on  cigarettes.  Dr.  Crothers  stated  that  the  mea- 
sure, if  enacted,  would  produce  approximately  $19 
million  in  revenue  per  biennium  and  urged  all 
members  of  the  Board  of  Trustees  to  circulate  peti- 
tions in  their  respective  counties  and  encourage  other 
physicians  to  do  likewise. 

Glenn  M.  Gordon,  Chairman  of  the  Committee 
on  Ethics,  presented  a comprehensive  report  on  the 
National  Congress  on  Medicine  and  Pharmacy 
sponsored  by  the  Commission  on  Medicine  and 
Pharmacy  and  held  in  Chicago  March  12-13,  1964. 
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The  Commission,  Dr.  Gordon  explained  in  his  pre- 
pared report,  is  composed  of  representatives  of  the 
American  Medical  Association,  the  American  Pharm- 
aceutical Association  and  the  National  Association 
of  Retail  Druggists.  At  the  conclusion  of  his  report, 
Dr.  Gordon  submitted  a recommendation  that  the 
Oregon  Medical  Association  through  its  Committee 
on  Pharmacy  and  Drugs  sponsor  an  Oregon  Congress 
on  Medicine  and  Pharmacy  at  which  problems  re- 
lating to  the  relationship  between  physicians,  pharm- 
acists and  retail  druggists  could  be  considered. 

Merle  Pennington  presented  an  informational 
report  of  the  Committee  on  Medical  Education, 
which  gave  a preliminary  review  of  the  preceptor- 
ship  program  conducted  during  the  spring  vacation 
period  at  the  University  of  Oregon  Medical  School 
and  outlined  briefly  contemplated  plans  for  a two- 
month  preceptorship  program  during  the  summer 
vacation  period. 

The  report  of  the  Committee  on  Medical  Educa- 
tion also  advised  the  Trustees  of  a long  range  “con- 
tinuing medical  education”  project  being  developed 
in  cooperation  with  the  University  of  Oregon  Med- 
ical School  and  which  is  to  be  presented  to  the 
House  of  Delegates  at  its  1964  Midyear  Meeting 
April  24-25.  Attached  to  the  report  was  a copy  of 
the  postgraduate  course  in  environmental  medicine 
being  co-supported  and  co-sponsored  by  the  Asso- 
ciation and  the  University  of  Oregon  Medical  School 
to  be  held  May  18-19,  1964  on  the  campus. 

It  was  voted  to  request  that  the  University  of 
Oregon  Medical  School  submit  to  the  Association’s 
Secretary-Treasurer  a complete  budget  for  the  post- 
graduate course  in  occupational  medicine  being 
co-sponsored  and  co-supported  by  the  Association 
and  the  School. 

In  the  absence  of  Allyn  M.  Price,  Chairman  of 
the  Committee  on  Traffic  Safety,  Mr.  Robert  O. 
Bissell  read  the  following  recommendations  of  that 
Committee: 

That  the  physical  and  medical  standards  and 
requirements  for  the  licensing  of  school  bus  drivers, 
as  well  as  other  bus  drivers  who  transport  people, 
must  be  upgraded,  and  that  the  procedure  for  evalu- 
ation of  medical  history  of  school  bus  drivers  be 
compatible  with  established  medical  ethics.  The 
school  bus  driver’s  physical  examination  program 
would  include  the  following: 

a.  Reinstatement  of  the  former  physical  ex- 

amination standards  by  the  State  Department 
of  Education  as  listed  on  State  of  Oregon  De- 
partment of  Education  Form  OE-51  (7-60 

REV.). 

b.  Examination  record  to  be  retained  by  the 
examining  physician  for  a period  of  not  less 
than  four  years. 

c.  Report  of  the  physical  examination  to  be 
transmitted  directly  to  the  School  Superinten- 
dent. 

d.  Findings  of  questionable  nature  to  be  re- 
viewed by  the  Occupational  Health  Department 
of  the  Oregon  State  Board  of  Health  with  the 


Committee  on  Traffic  Safety  serving  as  con- 
sultants. 

It  was  voted  that  the  recommendations  contained 

4 

in  the  Report  of  the  Committee  on  Traffic  Safety 
be  considered  at  a subsequent  meeting  of  the  Board 
of  Trustees  when  the  Chairman  or  other  member  of 
the  Committee  can  be  present  to  explain  the  purposes 
of  the  recommendations. 

A report  of  the  Committee  on  Oregon  Medical 
History  was  presented  by  its  Chairman,  E.  G.  Chuin- 
ard.  The  report  contained  the  following  recom- 
mendations: 

1.  That  the  Board  of  Trustees  authorize  the 
Committee  on  Medical  History  to  organize 
and  conduct  a campaign  of  fund  solicitation 
from  the  Association  membership  in  support 
of  the  proposed  new  Oregon  Historical  Center 
Building. 

2.  That  the  Board  of  Trustees  authorize  the 
Committee  on  Oregon  Medical  History  to  de- 
velop a plan  for  the  proper  observance  of  the 
centennial  of  medical  education  in  Oregon  in 
1967,  and  that  invitations  be  extended  to  the 
Marion-Polk  County  Medical  Society  (the  lo- 
cation of  the  Willamette  Medical  Department), 
the  University  of  Oregon  Medical  School,  and 
the  Oregon  Historical  Society',  to  participate 
in  such  a joint  effort. 

3.  That  the  Committee  on  Medical  History 
use  proper  means  to  draw  to  the-  attention  of 
the  membership  of  the  Medical  Association  that 
only  a few  copies  of  Larsell’s  “The  Doctor  in 
Oregon”  are  still  available. 

4.  That  the  Board  of  Trustees  authorize  the 
Committee  on  Medical  History  to  develop  a 
resolution  to  be  submitted  to  the  midyear  meet- 
ing of  the  House  of  Delegates  of  the  Oregon 
Medical  Association,  that  a library  be  developed 
in  the  Oregon  Medical  headquarters  offices, 
and  that  as  a beginning  of  this  library  two 
copies  of  Larsell’s  “The  Doctor  in  Oregon”  be 
purchased,  and  that  the  purpose  of  this  library 
is  to  be  mainly  for  medical  history  and  resource 
material. 

The  report  of  the  Committee  on  Oregon  Medical 
History  and  the  recommendations  contained  therein 
were  adopted. 

In  the  absence  of  its  Chairman,  Verner  V.  Lind- 
gren,  the  report  of  the  Committee  on  Public  Re- 
lations was  presented  by  Mr.  Bissell.  The  report 
contained  the  following  recommendations: 

1.  That  this  Committee,  through  the  cooperation 
of  the  component  societies,  develop  and  maintain 
a Speakers  Bureau  composed  of  members  prepared 
to  discuss  the  following  subjects: 

a.  The  “medicare”  issue  (H.R.  3920)  and 
medical  care  for  the  aged  through  the  Social 
Security  approach. 

b.  The  cost  of  medical  and  hospital  care 
and  matters  relating  to  prepaid  health  insurance. 

c.  Drugs,  including  regulatory  controls  and 
costs. 

d.  Health  information  subjects. 

2.  That  speakers  bureau  lists  be  exchanged  be- 
tween the  component  societies  for  better  utiliza- 
tion of  the  talents  available. 

Continued  on  page  318 
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provides  timed-release  anorectic, 
calorigenic  and  mood  elevating  medication 
for  all  day  appetite  control. 

OBESTAT  Ty-Med* 

Each  green  and  white  tablet  or  capsule  contains 
Methamphetamine  Hydrochloride  10  mg. 
Amobarbital  (Warning,  may  be  habit  forming)  f 
Thyroid  150  mg. 

’Lemmon  brand  of  timed-release  medication. 
Nervousness,  excitability  or  insomnia 
are  mild  and  infrequent. 

Any  increase  in  blood  pressure  or  BMR 
should  be  observed  carefully. 

Contraindicated  in  myocardial  and  coronary  disc 
diabetes,  marked  hypertension,  hyperthyroidism 
or  idiosyncrasy  to  the  ingredients. 

Available  in  bottles  of 

30,  100  and  1000  tablets  or  capsules. 

Caution:  Federal  Law  prohibits 
dispensing  without  prescription. 

Haack  Laboratories,  Inc. 

Division  of  Lemmon  Pharmacal  Company 
Portland,  Oregon  97208 


TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE ARM- 
UNCAP  A TINE  TEST- 
PRESS-DISCARD 
THAT  S ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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3.  That  component  societies  continue  to  empha- 
size the  participation  in  the  “Doctor-Citizen  of  the 
Year”  award. 

4.  That  component  societies  encourage  news  and 
editorial  uniters  of  the  local  newspapers  in  their 
areas  of  jurisdiction  to  submit  stories  and  editorials 
for  consideration  of  this  Committee  in  making  the 
annual  Press  Award  and  Editorial  Award  and  that 
radio  and  television  throughout  the  State  be  invited 
to  submit  entries  in  the  Editorial  competition. 

5.  That  component  medical  societies  serve  as 
co-hosts  for  local  news  media  conferences  to  be 
programmed  and  coordinated  by  this  Committee. 

6.  That  component  societies  continue  to  collab- 
orate with  this  Committee  in  sponsoring  the  public 
information  program  “To  Your  Health”  on  Channel 
8 KGW-TV,  Portland,  and  that  this  Committee  work 
directly  with  the  television  station’s  production  staff 
to  promote  this  outstanding  weekly  series. 

7.  That  component  societies  be  constantly  alert 
to  take  full  advantage  of  all  opportunities  for  the 
dissemination  of  accurate  information  relating  to 
health  and  medicine  through  the  news  media  and 
other  outlets. 


8.  That  a statewide  press  workshop  for  better 
scientific  and  medical  reporting  be  developed  in 
conjunction  with  the  Oregon  Newspaper  Publishers 
Association  and  the  Oregon  Association  of  Broad- 
casters. 

It  was  voted  to  adopt  the  report  and  recommenda- 
tions of  the  Committee  on  Public  Relations. 

M.  E.  McIntyre,  Chairman  of  the  Committee 
on  Annual  Session,  presented  an  informational  re- 
port summarizing  the  plans  for  the  Association’s 
1964  Annual  Session  to  be  held  in  Eugene,  October 
13  through  17.  The  report  which  was  in  multilith 
form  outlined  the  general  arrangements;  the  scien- 
tific program  including  the  names  of  guest  lecturers; 
the  meetings  of  the  House  of  Delegates;  the  Annual 
Banquet  and  Inaugural  Ball;  the  Golf  Tournament 
and  the  Fall  Planning  Session  of  the  Woman’s 
Auxiliary. 

It  was  voted  to  accept  the  report  of  the  Commit- 
tee on  Annual  Session  with  commendation. 


AMA  Committee  Appointments 


MAX  H.  PARROTT,  M.D.  R.  M.  MC  KEOWN,  M.D. 

Percy  D.  Hopkins,  Chairman  of  the  Board  of 
Trustees  of  American  Medical  Association,  recently 
announced  a number  of  reappointments  to  Councils 
and  Committees  of  AM  A.  The  following  Oregon  doc- 
tors were  reappointed: 

Raymond  M.  McKeown,  Coos  Bay,  was  reappoint- 
ed Chairman  of  the  Committee  on  Rating  of  Mental 
and  Physical  Impairment.  This  Committee  develops 
a series  of  practical  guides  to  assist  physicians  in 
evaluating  permanent  impairment  of  the  body  sys- 
tems or  organs.  Each  guide  is  prepared  by  a group  of 
specialists  for  the  specific  body  system  under  con- 
sideration. To  date,  five  guides  have  been  published 
and  have  met  with  wide  acceptance.  Two  additional 
guides  will  be  published  soon. 

Max  H.  Parrott,  Portland,  was  reappointed  to 
serve  as  a member  of  the  Council  on  Legislative 
Activities.  This  AMA  Council  has  as  its  goals:  1) 
to  review  legislation  and  recommend  policy;  2)  to 


serve  as  a reference  council  on  legislative  matters; 
3)  to  keep  constant  surveillance  over  the  legisla- 
tive scene;  4)  to  recommend  changes  in  policy 
positions  to  meet  current  problems;  and  5)  to  antici- 
pate and  offer  early  solutions  to  legislative  problems. 

Renamed  as  a member  of  the  Committee  on  Cu- 
taneous Health  and  Cosmetics  were:  Raymond  R. 
Suskind,  Portland,  and  William  Montagna,  Ph.D.  of 
Beaverton.  Dr.  Suskind  was  reappointed  chairman  of 
this  committee  which  provides  to  the  profession  and 
to  the  public,  educational,  scientific  information 
concerning  the  functions,  care  and  significance  of  the 
skin  and  the  various  aspects  of  cosmetics  and  other 
topical  preparations.  It  emphasizes  to  the  profession 
the  psychological  implications  of  conditions  char- 
acterized by  temporary  or  permanent  skin  disfig- 
urement and  recommends  reasonable  guidelines  rela- 
tive to  the  use  and  possible  premature  exploitation 
of  newer  experimental  “cosmetic”  techniques.  The 
Committee  stimulates  increased  cooperation  between 
the  health  professions  and  industry  to  provide  the 
public  with  safe  products  promoted  with  reasonable, 
informative  claims. 

Norman  A.  David,  Portland,  will  serve  again  as  a 
member  of  the  Council  on  Drugs  of  the  American 
Medical  Association.  This  Council,  composed  of 
thirteen  medical  experts  appointed  by  the  Board  of 
Trustees,  provides  authoritative  and  unbiased  infor- 
mation on  drugs  to  the  medical  profession  to  encour- 
age rational  therapy.  The  Council,  assisted  by  the 
staff  members  and  consultants,  evaluates  available 
evidence  on  the  action,  uses,  dosages,  hazards  and 
other  pertinent  properties  of  drugs.  This  information 
is  first  reported  in  the  Journal  of  the  AMA  and 
later  in  the  annual  publication  “New  and  Nonofficial 
Drugs.”  The  establishment  of  a registry  on  adverse 
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reactions  is  another  important  function  of  this  Coun- 
cil. Periodic  reports  by  the  Council  alert  the  medi- 
cal profession  regarding  the  safety  of  drugs  and  com- 
monly used  chemicals.  The  Council  also  cooperates 
with  the  United  States  Pharmacopeial  Convention 
and  the  American  Pharmaceutical  Association  in 
adopting  nonproprietary  names  for  drugs.  Liaison  is 
maintained  with  the  World  Health  Organization  in 
the  attempt  to  adopt  common  international  non- 
proprietary names. 

Donald  B.  Slocum,  Eugene,  has  been  reappointed 
a member  of  the  Committee  on  Medical  Aspects 
of  Sports  of  the  American  Medical  Association.  This 
Committee  advises  athletic  personnel  on  the  various 
phases  of  the  health  supervision  of  sports,  and  dis- 
seminates information  to  interested  physicians  on  the 
application  of  medical  skills  in  the  athletic  setting. 

Casterline  Heads  Examiner  Board 

Ray  L.  Casterline,  of  Medford,  was  named  Presi- 
dent of  the  Board  of  Medical  Examiners  of  Oregon, 
at  the  regular  meeting  of  the  Board,  April  11-14.  He 
succeeds  Jon  V.  Straumfjord,  of  Astoria.  David  B. 
Judd,  Eugene,  was  re-elected  Secretary-Treasurer. 


Nineteen  candidates  were  licensed  at  the  same 
meeting.  The  list  follows: 

Philip  Durand  Gordy;  John  Burnace  Isom;  and 
Ned  Jerome  Whitcomb,  of  Portland;  Robert  Eugene 
Boehme,  Port  Orchard,  Washington;  Charles  Corri- 
gan Brown,  Sheppard  Air  Force  Base,  Texas;  Robert 
Earl  Burky,  San  Francisco,  California;  Thomas  Jo- 
seph Carey,  San  Rafael,  California;  George  Colum- 
bia Downing,  Atherton,  California;  Kenneth  Merle 
Giles,  Lake  Oswego,  Oregon;  Hugh  George  Henry, 
Fort  Carson,  Colorado;  Roger  Herrick  Hutchings, 
Mercer  Island,  Washington;  Herbert  Charles  Lemon, 
Eugene,  Oregon;  James  Raymond  Mann,  Parma, 
Idaho;  Russell  Lionel  Martin,  Jr.,  Iowa  City,  Iowa; 
William  Rogers  McAllister,  Lake  Oswego,  Oregon; 
Elbert  Rule  Olson,  Wichita,  Kansas;  George  Richard 
Schoedinger,  St.  Louis,  Missouri;  and  Oliver  Henry 
Vreeland,  Monroe,  Louisiana. 

Next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  July  9,  10  and  11,  1964.  The 
next  State  Board  Written  Examination  will  be  given 
on  July  7 and  8,  1964.  Applications  to  be  considered 
during  the  July  1964  meeting  and  examination  must 
be  filed  with  the  office  of  the  Board  no  latei;  than 
June  8,  1964. 


Gales  Creek  Summer  Camp  for  Diabetic  Children 


Mr.  C.  M.  Emeis,  President  of  the  Diabetic  Chil- 
dren’s Camp  Foundation  of  Portland,  Oregon,  re- 
cently announced  the  completion  of  a new  building 
which  will  be  available  for  the  boys  when  they 
come  to  camp  this  year.  This  building  is  similar  to 
the  one  erected  for  the  girls  last  year  and  named 
in  honor  of  Mr.  C.  H.  Watzek,  a pioneer  lumberman 
and  generous  supporter  of  our  Children’s  Camp 
Foundation.  In  addition  to  these  two  fine  structures 
which  are  divided  into  ten  cubicles  each  for  greater 
privacy,  during  the  past  two  years  a new  dining 
and  recreation  hall  capable  of  seating  over  seventy 
people  has  been  built. 

The  camp  now  has  facilities  for  handling  60  to 
70  campers  per  week.  The  camp  program  offers 


most  of  the  usual  outdoor  and  recreation  activities, 
along  with  medical  and  dietitian  services  for  the 
proper  supervision  and  management  of  the  diabetic 
camper.  An  educational  program  is  part  of  the 
camp  routine. 

This  year  the  camp  will  open  July  12  for  children 
ages  eight  through  twelve.  The  older  children, 
twelve  through  sixteen  years,  will  be  expected  on 
July  26  for  a one  or  two  week  period,  as  desired. 
The  Camp  Foundation  charges  up  to  $42.00  per 
week  according  to  ability'  to  pay,  and  all  juvenile 
diabetics  within  this  age  group  are  welcome  on  re- 
ceipt of  an  application  from  the  camper’s  physician. 
The  camp  will  offer  not  only  an  opportunity  for  a 
wonderful  vacation,  but  a chance  for  some  of  the 
parents  to  draw  a deep  breath.  Camp  brochures 

Continued  on  page  321 
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release 

far 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ES KATROL  Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE • 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories  ^ 
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with  the  admission  forms  are  now  available  on  ap- 
plication to  Mr.  C.  M.  Emeis,  2519  N.  Mississippi 
Avenue,  Portland,  Oregon,  or  John  W.  Stephens, 
M.D.,  2455  N.W.  Marshall  Street,  Portland,  Ore- 
gon 97210. 

Oregon  Heart  Association's  12th  Annual  Scientific 
Session 

Oregon  Heart  Association’s  12th  Annual  Scientific 
Session  will  be  held  at  St.  Vincent  Hospital,  Port- 
land, on  May  22-23,  1964.  Guest  speakers  are  S. 
Gilbert  Blount,  Jr.,  University  of  Colorado  Medical 


Center;  W.  Sterling  Edwards,  University  of  Alabama 
Medical  School;  J.  Willis  Hurst,  Emory  University 
School  of  Medicine,  and  Elliot  Rapaport,  University 
of  California  Medical  Center. 

Specific  titles  by  these  outstanding  authorities  in 
their  field  are:  Dr.  Blount:  The  Bedside  Diagnosis 
of  Acyanotic  Congenital  Heart  Disease  and  The  Bed- 
side Diagnosis  of  Cyanotic  Congenital  Heart  Di- 
sease. Dr.  Edwards:  Thrombophletitis  and  Its  Se- 
quelae and  Recent  Advances  in  Peripheral  Arterial 
Surgery.  Dr.  Hurst:  Inspection  and  Palpation  of  the 
Precordium,  Arteries  and  Veins  and  Auscultation  of 
the  Heart.  Dr.  Rapaport:  Primary  Myocardial  Di- 
sease and  Pulmonary  Heart  Disease. 


aquasol,  A 

CAPSULES 


than  any  other  vitamin  A product  when  indicated  in 

ACNE  dry  skin  keratosis  follicularis  ichthyosis 
pityriasis  rubra  pilaris  night  blindness  metaplasia 
of  mucous  membranes 


physically  — its  microscopically  fine  aqueous  vitamin  A particles  pass  through  the 
intestinal  barrier  more  easily  and  may  reach  affected  local  area  more  readily  through . . . 

faster,  more  complete  absorption 


physiologically  — provides  all  the  known  physiologically  active  isomers  of  the 
natural  vitamin  A complex  which  are  believed  to  be  directly  utilizable  in  certain  enzy- 
matic processes  for... fully  comprehensive  results 


gastronomically  — with  allergenic  factors  removed  and  free  from  "fishy"  taste, 
Aquasol  A is... well  tolerated  and  burpless 


Aquasol  A capsules  — two  potencies:  25,000  U.S.P.  units  • 50,000  U.S.P.  units 
water-solubilized  natural  vitamin  A per  capsule— Bottles  of  100  and  500  capsules. 
Samples  and  literature  upon  request. 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Laboratories,  division  • 800  Second  Ave.,  New  York  17,  N.  Y. 
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Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

president  Robert  B.  Hunter,  M.D.,  Sedro  Woolley 
secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secret.ary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  13-16,  1964,  Seattle 


Physicians  and  Schools 


An  enthusiastic  and  hard  working  group  of  school 
administrators  and  physicians  met  in  Yakima  March 
13  and  14,  1964,  for  the  WSMA  First  Biennial  Con- 
ference of  Physicians  and  Schools.  Coffee  breaks  and 
time  limits  were  forgotten  in  the  vigorous  and  frank 
discussion  of  problems  in  communications  relating  to 
health. 

Theme  of  the  conference  was  “Exchange  of  Health 
Information.  This  was  considered  under  five  sub- 
topics: 

1.  The  periodic  health  inventory:  what  it  is, 
how  it  relates  to  learning  problems  and  how  it 
should  be  reported  to  the  schools. 

2.  Requests  and  reports  on  health  information 
from  physician  to  school  and  from  school  to 
physician. 

3.  Parents  rights  and  responsibilities,  physi- 
cian responsibilities,  school  administration  and 
teacher  responsibility  and  privileged  communi- 
cation in  transmitting  health  information. 

4.  Medical  reports  of  fitness  for  physical 
education  and  athletics. 

5.  The  role  of  the  school  nurse  and  school 
physician  in  communication  among  parents, 
physicians  and  schools. 

Findings  of  the  conference  fall  into  certain  areas, 
some  reaffirming  basic  tenets  and  some  definite 
recommendations. 

general 

Good  communication,  coordination  and  coopera- 
tion between  school  personnel  and  members  of  the 
medical  and  dental  professions  is  the  key  to  develop- 
ment of  an  effective  school  health  program. 

The  primary  concern  of  all  is  for  the  optimum 
health  and  greatest  opportunity  for  learning  for  even- 
child.  The  schools’  chief  concern  with  the  health 
of  the  child  is  as  it  relates  to  effective  learning. 


The  parent  has  the  fundamental  responsibility  for 
the  health  of  the  child. 

There  needs  to  be  a definite  understanding  on 
health  matters  between  schools,  physicians  and 
parents. 

Application  of  specific  recommendations  must  be 
worked  out  at  the  local  level  to  fit  the  problems 
of  the  area. 

regarding  physical  exams 

All  physical  examinations  should  be  done  in  the 
doctor  s office.  The  examination  should  be  an  edu- 
cational experience  for  both  child  and  parent,  and 
should  be  thorough. 

As  a minimum,  even-  child  should  be  examined 
before  entrance  to  school  and  at  grades  4,  7 and  10. 

Exams  for  competitive  athletics  should  be  done 
once  a year  and  cover  all  sports.  Arrangements  and 
timing  need  to  be  worked  out,  in  advance,  by  the 
schools  and  the  medical  profession. 

report  forms 

Written  forms  are  most  desirable.  These  should 
be  developed  at  the  local  level,  and  be  understand- 
able to  the  teacher,  guidance  and  counciling  person- 
nel and  the  administrator,  and  transmit  only  informa- 
tion pertinent  to  the  educational  process. 

Duplicate  emergency  cards  are  desirable  for  out- 
of-town  and  field  trips. 

There  should  be  written  forms  for  release-of- 
information  permission  from  parents. 

The  Athletic  Physical  Exam  Reports  (in  triplicate) 
as  now  used  by  the  Olympia  Public  Schools  with 
the  word  Remarks  changed  to  Recommendations, 
was  recommended  for  general  use. 

regarding  athletics 

A minimum  of  three  weeks  pre-conditioning  be- 
fore actual  contests,  and  one  week  before  actual 
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scrimmage  in  interscholastic  sports,  should  be  a 
policy  in  all  schools. 

The  development  of  student  trainers,  under  ade- 
quate supervision,  should  be  explored. 

the  school  health  team 

Each  school  should  develop  clearly  defined  duties 
and  responsibilities  for  each  member  of  the  health 
team  with  written  policies  and  procedures  applicable 
to  carrying  out  these  duties.  These  would  include 
lines  and  vehicles  of  communication  and  methods  of 
handling  special  and  emergency  problems. 

The  school  physician  should  assume  responsibility 
for  medical  supervision  of  the  health  program. 

The  school  health  team  consists  of  the  admini- 
strator, the  physician,  nurses,  special  service  per- 
sonnel, and  the  teachers. 

Goals  of  the  health  team  are  to  promote  positive 
contributions  to  the  child’s  health  and  to  eliminate 
duplications. 

Active  local  committees,  including  physicians,  den- 
tists, health  agencies  and  parents  plus  the  school 
health  team,  should  be  organized  for  continuing 
evaluation  of  the  health  policies,  practices  and  spe- 
cial problems. 

Guides  relating  to  the  responsibilities  of  parents, 
schools  and  physicians  towards  one  another  and  to- 
wards the  child  should  be  compiled  and  made  avail- 
able. This  would  include  what  is  prescribed,  what  is 
permitted  and  what  is  prohibited. 

Organization  of  the  Conference 

This  first  Conference  of  Physicians  and  Schools 
was  sponsored  by  WSMA  with  the  cooperation  of  the 
State  Department  of  Public  Instruction,  The  State 
Department  of  Health,  and  the  Washington  State 
School  Superintendents’  Association. 

Invitations  were  sent  to  150  individuals  with  ap- 
proximately two-thirds  from  education  and  one-third 
from  medicine,  with  all  areas  of  the  state  repre- 
sented. 

There  were  representatives  from  the  County  Medi- 
cal Associations,  Specialty  Medical  Associations, 


Specialty  Sections  of  the  WSMA,  the  Washington 
State  Dental  Association,  the  three  nursing  associa- 
tion in  the  state,  the  Superintendents’  Association 
and  the  P.T.A.  Consultants  were  invited  to  con- 
tribute in  special  areas. 

Delegates  were  divided  into  10  discussion  groups 
with  equal  distribution  of  the  various  disciplines  in 
each  group.  Each  group  considered  one  of  the  sub- 
topics. 

At  the  opening  session,  Robert  Hunter,  president 
of  WSMA  welcomed  the  delegates,  and  outlined 
the  purpose  of  the  conference. 

Speakers  at  the  opening  session  were  Wallace  Ann 
Wesley,  Hs.D.,  Chicago,  Secretary  of  the  Joint  Com- 
mittee of  AMA  and  NEA  on  Health  Problems  in 
Education,  and  John  Abele  an  orthopedic  surgeon 
from  Portland,  Oregon.  For  those  interested,  Dr. 
Abele’s  talk  will  be  published  in  the  October  issue 
of  the  Journal  of  School  Health. 

The  final  session  was  devoted  to  the  reports  from 
the  10  discussion  groups. 

Closing  remarks  were  given  by  Roy  Wahle,  Ph.D., 
for  the  Superintendents’  Association  and  by  Willard 
Rew  for  the  WSMA. 

evaluation  by  delegates 

Communication  was  good.  There  was  surprise  and 
pleasure  at  swift  development  of  the  good  working 
relationship  between  the  various  disciplines  attend- 
ing. 

There  was  general  agreement  that  the  findings  and 
recommendations  of  this  conference  shoidd  be  con- 
sidered and  implemented  at  local  conferences  in  the 
spring  of  1965. 

The  desirability  of  having  representation  from 
teaching,  guidance  and  counciling,  psychology, 
special  services,  and  school  principals  was  urged 
for  future  conferences. 

Appreciation  was  expressed  at  the  punctual  ses- 
sions, the  unscheduled  time  at  meals  and  the  good 
attendance  at  group  sessions. 

Elizabeth  Gunn,  Al.D. 


To  All  Licensed  Washington  Physicians: 

The  Medical  Disciplinary  Board  has  been  aware 
of  difficulties  that  have  occurred  in  the  election  of 
physicians  to  serve  on  the  Board.  The  law  provides 
that  Members  shall  be  elected  by  secret  mail  ballot, 
one  Member  from  each  congressional  district  in  the 
state.  Nominations  to  the  Board  are  made  by  peti- 
tions signed  by  twenty-five  physicians  residing  in  the 
nominee’s  district.  The  Professional  Division  of  the 
Department  of  Licenses  in  Olympia  has  been  desig- 
nated to  manage  these  elections.  Heretofore  ballots 
were  sent  to  each  licensed  physician  in  each  district 


from  a file  of  office  addresses  on  electronic  machines 
used  by  the  Department  to  mail  license  renewal 
notices.  A number  of  physicians  practice  in  districts 
different  from  those  in  which  they  reside  and  thus 
receive  an  improper  ballot. 

To  correct  this  situation  the  Department  has  re- 
cently mailed  a postcard,  with  explanatory  informa- 
tion, to  each  physician  in  the  state,  asking  for  resi- 
dence addresses.  From  these  returned  postcards  a 
residence  file  of  physicians  by  congressional  districts 
will  be  prepared  for  the  electronic  machines.  WE 
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URGE  EVERY  PHYSICIAN  WHO  HAS  NOT 
DONE  SO  TO  RETURN  THE  POST  CARD  IM- 
MEDIATELY. 

In  the  coming  election,  in  even-numbered  con- 
gressional districts,  petitions  for  nominations  will  be 
mailed  to  the  central  office  of  the  State  Medical 
Association  and  to  County  Medical  Society  Offices, 
Medical  Bureau  Offices,  and  County  Clerks  in  the 
even-numbered  districts.  These  petitions  will  be 
mailed  in  July.  Names  of  nominees  for  election  will 
be  printed  on  the  ballot;  however,  write  in  votes 
cast  for  licensed  physicians  residing  in  their  districts 
are  valid. 

These  ballots  will  be  mailed  in  August  to  each 
physician  residing  in  a district  where  an  election 
is  to  be  held.  They  will  be  mailed  to  the  physician’s 
residence  address.  Election  date  is  16  September 


1964.  Ballots  must  be  returned  before  that  date. 

We  are  sure  that  setting  up  a file  of  physician’s 
residence  addresses  will  greatly  improve  the  election 
procedure  of  the  Board.  It  is  obvious  the  return  of 
the  post  card  giving  both  your  residence  and  office 
addresses  is  necessary  and  we  ask  your  cooperation. 

JESS  W.  READ,  M.D. 

Member— W ashington  State 
Medical  Disciplinary  Board 

The  Washington  State  Medical  Disciplinary  Board 
is  established,  by  statute,  as  a part  of  the  govern- 
ment of  the  state.  It  is  not  a part  of  any  county  or 
state  medical  association.  Electors  are  those  physi- 
cians holding  valid  license  to  practice  and  are  not 
qualified  as  electors  by  membership  in  a medical 
association.  Ed. 


G.  X.  AAGAARD,  M.D.  R.  R.  DE  ALVAREZ,  M.D. 


Faculty  Changes  UWSM 

Two  significant  faculty  changes  at  University  of 
Washington  School  of  Medicine  were  announced 
last  month.  George  N.  Aagaard,  Dean  of  the  school 
since  1954  has  asked  for  transfer  to  a teaching  posi- 
tion in  the  Department  of  Medicine,  and  to  be  re- 
lieved from  administrative  duties  of  the  Dean’s  of- 
fice. He  is  interested  in  cardiology  but  has  been 
in  administrative  work  since  1948  when  he  became 
director  of  the  program  of  postgraduate  education 
at  the  University  of  Minnesota  Medical  School.  Dr. 
Aagaard  was  Dean  of  the  University  of  Texas 
Southwestern  Medical  School,  at  Dallas  from  1952 
until  his  appointment  at  Seattle. 

Russell  R.  de  Alvarez,  Professor  of  Obstetrics  and 
Gynecology,  at  UWSM,  has  been  appointed  Pro- 
fessor of  Obstetrics  and  Gynecology  and  Chairman 
of  the  Department,  at  Temple  University  School  of 
Medicine,  Philadelphia. 

Dr.  de  Alvarez  was  first  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology'  at  the  University 
of  Washington  School  of  Medicine  and  has  been 
associated  with  the  school  since  April,  1948. 


Summer  Camps  for  Diabetic  Children 

Diabetic  boys  and  girls,  ages  9 through  16,  can 
again  attend  regular  summer  camps  in  the  beautiful 
evergreen  country  of  the  Pacific  Northwest.  The 
Washington  Diabetes  Association  and  Diabetes  Trust 
Fund,  in  cooperation  with  the  Boy  Scouts  of  Amer- 
ica and  Campfire  Girls,  sponsor  a two  week  camping 
period  for  boys  on  the  Hood  Canal  at  the  Boy  Scout 
Camp  Parson,  and  for  girls  at  the  Campfire  Girl 
Camp  Sealth  on  Vashon  Island.  These  camps  for 
diabetic  children  were  established  in  1938  and  are 
the  only  such  camps  in  the  State  of  Washington. 
They  provide  a chance  for  diabetic  children  to  leave 
their  homes  and  participate  in  the  joys  that  come 
to  children  in  summer  camps.  There  are  available 
both  dietary  and  medical  supervision  for  the  diabetic 
campers  through  a professional  staff,  which  includes 
a physician  specializing  in  diabetes,  a trained  dieti- 
tion  and  registered  nurses.  This  staff  resides  at  the 
camp  during  the  diabetic  camp  period.  Two  weeks 
at  the  camp  helps  the  diabetic  to  realize  that  he  is 
not  alone  with  the  problem  of  diabetes,  and  much 
benefit  is  derived  by  close  association  during  a 
camp  period  with  other  diabetic  children  and  with 
the  professional  staff  who  try  to  make  learning  about 
diabetes  fun.  Each  child  receives  his  individually 
prescribed  diet  and  insulin  based  on  recommenda- 
tions of  his  personal  physician,  and  upon  the  experi- 
ence of  the  camp  physician.  Meals  for  these  campers 
are  prepared  and  weighed  by  a registered  dietitian 
and  served  to  the  diabetic  campers  in  the  large  mess 
hall  with  the  other  children.  Careful  records  are 
kept  of  each  camper’s  medical  and  dietary  history 
during  the  camp  period,  and  at  the  close  of  the 
period  reports  are  provided  the  parents  and  the 
child’s  home  physician.  The  camp  infirmary  and 
professional  staff  are  well  equipped  to  handle  emer- 
gencies, diabetic  or  otherwise,  as  they  may  arise. 

This  year  Camp  Banting  for  diabetic  boys  will 
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be  held  for  two  weeks,  from  July  5,  1964,  to  July 
18,  1964,  at  Camp  Parson  on  the  Hood  Canal.  The 
cost  for  two  weeks  for  boys  is  $41.00.  Priscilla 
White  Camp  for  diabetic  girls  will  be  held  from 
July  17  to  July  31,  1964,  under  the  direction  of  the 
Seattle  Campfire  Girls  at  Camp  Sealth  on  Vashion 
Island.  The  two  week  period  for  girls  is  approxi- 
mately $50.00,  depending  upon  age.  All  parents  fi- 
nancially able  to  defray  the  camp  expense  of  a child 
are  expected  to  do  so,  but  no  child  is  kept  from  the 
camp  because  of  lack  of  funds. 

In  the  State  of  Oregon  there  is  also  a diabetic 
children’s  camp,  at  Gales  Creek,  outside  of  Portland. 
Further  information  can  be  obtained  about  the 
Gales  Creek  Summer  Camp  for  diabetic  children  by 
writing  John  W.  Stephens,  M.D.,  2455  N.W.  Mar- 
shall St.,  Portland,  Oregon  97210. 


E.  H.  RYNEARSON,  M.D. 


Symposium— Clinical  Medicine 

Edward  H.  Rynearson,  Senior  Consultant  at  the 
Mayo  Clinic  and  Professor  of  Medicine,  The  Mayo 
Foundation,  will  moderate  the  symposium  offered 
at  Seattle,  May  28,  by  the  King  County  Academy 
of  General  Practice  and  Geigy  Pharmaceuticals.  The 
meeting  will  be  at  the  Olympic  Hotel  and  will 
start  at  1:15  p.m.  Four  lectures  will  be  followed 
by  a panel  discussion  and  the  meeting  will  close 
with  a reception  and  cocktail  party. 

R.  Bruce  Logue,  Professor  of  Medicine  at  Emory 
University  School  of  Medicine,  Atlanta,  will  discuss 
the  office  diagnosis  of  coronary  heart  disease.  Recog- 
nition and  management  of  congestive  heart  failure 
in  infants  and  young  children  will  be  discussed  by 
Abraham  M.  Rudolph,  Associate  Professor  of  Pedi- 
atrics, Albert  Einstein  College  of  Medicine,  New 
York. 

Dr.  Rynearson  will  instruct  in  the  office  diagnosis 
and  management  of  common  endocrine  and  related 
problems  of  adolescence  and  the  final  paper  will 
be  on  child  psychiatry.  It  will  be  presented  by 
George  E.  Gardner,  Clinical  Professor  of  Psychiatry, 
Harvard  Medical  School,  Boston. 


The  four  guest  speakers  will  constitute  the  panel, 
and  will  answer  questions  from  the  audience.  The 
King  County  Academy  urges  interested  specialists 
as  well  as  all  general  practitioners  to  attend. 


JOSEPH  CHURCH,  PH.D. 


recent  advances  in  child  development 

Joseph  Church,  Ph.D.,  Professor  of  Child  Develop- 
ment, Vassar  College,  Poughkeepsie,  New  York; 
Jerome  Kagan,  Ph.D.,  Director,  Fels  Institute.  Yel- 
low Springs,  Ohio;  and  Peter  Wolff,  M.D.,  Judge 
Baker  Guidance  Clinic,  Boston,  Massachusetts,  are 
slated  as  guest  speakers  at  the  course  to  be  given 
at  the  University  of  Washington  Health  Sciences 
Building  auditorium  on  June  24-26  on  recent  ad- 
vances in  child  development. 

PROGRAM 

WEDNESDAY,  JUNE  24 
9:30  Recent  Advances  in  Genetics 

Arno  Motulsky,  M.D. 

10:45  Research  in  Mother-Child  Relationships 

Gordon  Jensen,  M.D. 
2:00  Psychoanalytic  Develojpments 

Peter  Wolff , M.D. 
3:30  Discussion  groujps  led  by  the  sjpeakers  of  the 
day 

THURSDAY,  JUNE  25 

8:30  Experimental  Analysis  of  Child  Behavior 

and  Develojpment  Sidney  Bijou,  Ph.D. 

10:15  Identification  Patterns 

Irwin  Sarason,  Ph.D. 

2:00  Cognitive  Develojrment  in  Children 

Joseph  Church,  M.D. 

3:30  Discussion  groups 

FRIDAY,  JUNE  26 

8:30  Mental  Retardation  and  Cerebral  Dysfunc- 
tion Charles  Strother,  Ph.D. 

10:15  Psychological  Measurement 

Eugene  Galanter,  M.D. 
2:00  Longitudinal  Studies  Jerome  Kagan,  Ph.D. 
3:30  Discussion  groups 

UW  Course  on  Drugs 

A comprehensive  review  and  refresher  course  on 
drugs  is  being  offered  by  the  University  of  Wash- 
ington School  of  Medicine,  at  the  Health  Sciences 
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Building,  Seattle,  May  28,  29.  An  impressive  fac- 
ulty' list  is  associated  with  the  program.  Special 
emphasis  is  to  be  given  to  uses  of  the  newer  drugs 
but  many  older  or  frequently  used  products  will  be 
included  in  the  discussion. 

Topics  are:  Infectious  Diseases  and  Antibiotics, 
Endocrine  Drugs  and  Related  Compounds,  Rheu- 
matology, Allergic  and  Dermatologic  Diseases,  Car- 
diac Emergencies,  Gastroenterology,  Neurologic  Dis- 
orders, and  Hematology.  Thirty-five  faculty  mem- 
bers will  participate. 

GP's  elect  officers 

The  annual  dinner  meeting  and  election  of  officers 
of  the  Southwest  Washington  Academy  of  General 
Practice  was  held  at  the  Longview  Country  Club  on 
Tuesday  evening,  March  24,  1964. 

Following  dinner  and  social  hour,  Duncan  Rob- 
ertson of  Seattle,  President  of  the  Washington 
Academy  of  General  Practice,  was  introduced.  Dr. 
Robertson  detailed  briefly  the  speakers  who  will 
be  part  of  the  scientific  program  at  the  annual 
Washington  Academy  of  General  Practice  meeting 
which  will  be  held  at  the  Winthrop  Hotel  in  Ta- 
coma on  May  15th  and  16th. 

The  featured  speaker  of  the  evening  was  Lloyd 
Nyhus  of  Seattle,  Assistant  Professor  of  Surgery, 
University  of  Washington  School  of  Medicine,  who 
discussed  “New  Pre-Peritoneal  Approach  to  Hernia 
Repair.” 

During  the  business  meeting  which  followed,  the 
following  were  elected  to  office: 

Robert  Sullivan,  President,  Vancouver;  T.  R.  Man- 
ning, Vice-President,  Cathlamet;  James  Park,  Sec- 
retary-Treasurer, Vancouver;  Louis  Maas,  Director 
(2  yr.  term),  Longview;  E.  M.  McAninch,  Director 
(1  yr.  term),  Camas;  Wendell  Kirkpatrick,  Dele- 
gate (2  yr.  term),  Longview;  Dennis  Seacat,  Dele- 


gate (1  yr.  term),  Vancouver;  James  Donnelly,  Alter- 
nate Delegate,  Longview;  Frank  Butler,  Alternate 
Delegate,  Vancouver. 


BELDIXG  SCRIBNER,  M.D. 


Course  on  Fluid  and  Electrolyte  Balance 

In  several  surveys  conducted  by  this  journal,  the 
subject  of  fluid  and  electrolyte  balance  has  been  the 
one  most  frequently  requested  by  those  answering 
questionnaires  based  on  subject  lists.  At  the  AMA 
Clinical  Session,  at  Portland,  last  year,  the  room 
assigned  for  lectures  on  this  subject  was  entirely  too 
small  and  many  who  wished  to  hear  the  lectures 
were  turned  away.  It  must  be  presumed,  therefore, 
that  the  course  to  be  given  at  the  University  of 
Washington  School  of  Mdicine,  June  17-19,  will  be 
well  attended.  It  is  under  the  direction  of  Belding 
Scribner. 

The  various  disorders  and  special  problems  will  be 
discussed  briefly,  then  clarified  by  case  discussion. 
Registration  will  be  limited.  Those  wishing  to  take 
this  course  should  register  promptly.  Write  to  Mrs. 
Alice  Steen,  Division  of  Postgraduate  Medical  Edu- 
cation, University  of  Washington  School  of  Medi- 
cine, Seattle,  Washington,  98105. 


New  Drugs  and  the  Practicing  Physician 

When  the  physican  observe  a significant  reaction  to  a drug,  he  should  inform 
the  Council  on  Drugs  of  the  American  Medical  Association,  which  keeps  records  of 
untoward  reactions  and  makes  reports  periodically.  He  should  also  inform  the  manu- 
facturer, who  can  watch  for  reports  of  similar  reactions,  warn  physicians  to  modify 
the  dose  or  method  of  administration,  or  withdraw  the  drug  from  the  market  if 
necessary.  In  addition,  the  Federal  Food  and  Drug  Administration  can  be  notified 
since  they  have  the  power  to  remove  a toxic  drug  from  the  market.  In  the  final  analysis, 
it  is  the  practicing  physician  who  must  make  the  decision  whether  or  not  to  use  a new 
drug  on  the  particular  patient. 

• Harry  F.  Dowling,  M.D.,  in  J.A.M.A.,  July  27,  1963 
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OFFICIAL  PUBLICATION 


SPECIAL  REPORT  ON  POLICIES  AND  ACTIONS 

of  the 

Washington  State  Medical  Association 
1963  House  of  Delegates 


SUMMARY  OF  PROCEEDINGS  AND  SUBSEQUENT  ACTIONS 

The  following  presentation  of  the  Annual  Meeting  of  the  Washington  State 
Medical  Association  is  a new  departure  in  official  reporting.  It  eliminates  the  clumsy 
parliamentary  forms  and  aims  at  getting  at  the  heart  of  policy  decisions  made  by  the 
House.  Comments  made  under  the  heading  “ Summary  of  Subsequent  Actions”  indicate 
action  taken  on  policy  matters  since  adjournment  of  the  Annual  Meeting  on  September 
18,  1963. 

Richard  F.  Gorman,  Executive  Secretary. 


Medical  Care  for  the  Aged 

The  House  reaffirmed,  without  compromise  or 
change,  the  Association’s  policy  of  support  for  the 
implementation  of  the  Kerr-Mills  law  and  opposition 
to  the  proposed  King-Anderson  bill,  and  any  similar 
legislation. 

Summary  of  Subsequent  Actions 

Your  Association  has  been  called  on  many 
times  since  September  18  to  provide  govern- 
mental and  citizens’  groups  with  the  reasons  for 
this  Association  policy.  Panel  discussions  and 
seminars  have  been  conducted  at  county  medi- 
cal society  meetings. 

At  the  request  of  the  House  Ways  and  Means 
Committee,  the  Association  submitted  a state- 
ment setting  forth  the  status  of  elderly  health 
care  in  the  State  of  Washington.  The  statement 
reported  to  the  Congress  on  the  progress  made 
in  the  State  of  Washington  in  making  medical 
care  available  to  the  aging  population.  Six  of 
our  seven  Congressmen  indicated  the  statement 
proves  there  is  no  need  in  the  State  of  Washing- 
ton for  a socialized  medicine  service  for  all  per- 
sons over  sixty-five  years  of  age.  (Copies  of  the 
statement  and  related  explanatory  information 
are  available  upon  request  to  the  Association’s 
Central  Office.) 

The  House  also  approved  a recommendation  of  the 
Committee  on  Public  Relations  “that  each  county 
medical  society  in  the  state  consider  making  a survey 
of  the  medical  care  needs  of  the  aged.  In  counties 
where  such  a survey  is  made,  and  reveals  a need  for 
a reduced-fee  plan,  your  Committee  recommends 


that  a “Past  65-Plan”— tailored  to  meet  local  needs— 
he  considered.” 

Additionally,  the  House  adopted  recommendations 
of  the  Committee  on  Aging  as  follows:  Encouraged 
symposia  on  geriatrics  in  clinical  programs  at  the 
Annual  Meeting;  urged  extension  of  private  volun- 
tary prepaid  medical  plans  for  senior  citizens;  recom- 
mended formulation  and  dissemination  of  informa- 
tion about  health  insurance  programs  to  the  physi- 
cians and  senior  citizens  of  the  state;  and,  recom- 
mended consideration  of  appointment  of  physicians 
to  Washington  State  Accreditation  Board  for  Nursing 
Homes. 

Cigarette  Smoking 

The  House  adopted  the  following  Resolution: 
WHERAS,  the  medical  profession  of  the  State 
of  Washington  is  cognizant  of  the  apparent  hazards 
of  cigarette  smoking  to  the  health  of  its  citizens,  and 
particularly  to  its  youth,  now,  therefore  be  it 

RESOLVED,  that  the  Washington  State  Medical 
Association:  (1)  Affirm  all  efforts  to  educate  our 
citizens  and  particularly  our  youth  as  to  the  harm- 
ful effects  of  cigarette  smoking;  and,  (2)  Instruct 
our  Delegates  to  the  American  Medical  Association 
to  support  such  efforts. 

Summary  of  Subsequent  Actions 

Since  September,  your  Association  has  pub- 
licized the  Resolution  through  the  state’s  news 
media  and  currently  has  under  consideration  an 
educational  program  on  the  dangers  of  cigarette 
smoking  for  junior  high  school  and  high  school 
youths. 
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Delegates  to  the  American  Medical  Associa- 
tion vigorously  supported  the  Resolution  at  the 
Clinical  Session  of  the  AMA  in  Portland  in 
November.  The  AMA  is  completing  its  educa- 
tion program  and  materials  which  are  expected 
to  be  made  available  to  physicians  and  the  pub- 
lic in  early  summer,  1964. 

On  April  2,  1964,  a copy  of  the  Resolution 
was  sent,  upon  request,  to  George  Dobbs,  M.D., 
Associate  Chief,  Division  of  Scientific  Opinions, 
Federal  Trade  Commission,  Washington,  D.C. 

M.D.-D.O.  Merger 

The  House,  after  three  days  of  thorough  discus- 
sion and  study,  approved  the  Board  of  Trustees 
report  on  the  Osteopathic  Merger.  The  Report, 
(copies  available  upon  request)  traced  the  step-by- 
step  progress  of  this  effort,  and  recommended: 

1.  That  the  House  of  Delegates  concur  in  the 
formation  of  the  [Washington]  College  of  Physicians 
[and  Surgeons]  to  serve  the  purposes  as  proposed 
within  this  Report. 

2.  That  the  membership  of  the  Washington  State 
Medical  Association  be  alerted  that  the  Executive 
Committee  of  the  [Washington]  College  of  Physi- 
cians [and  Surgeons]  will  delegate  to  several  or 
many  qualified  and  interested  members,  the  multiple 
responsibilities  which  will  be  inherent  in  the  pro- 
gram of  the  College. 

3.  That  the  House  of  Delegates  commend  all 
members  of  the  Washington  State  Medical  Associa- 
tion to  lend  to  the  College  all  possible  assistance 
consistent  with  their  personal  feelings. 

4.  That  the  Board  of  Trustees  for  the  coming 
year  be  entrusted  to  carry  forward  all  proper  mea- 
sures to  implement,  facilitate,  and  expedite  the 
merger  program. 

Summary  of  Subsequent  Action 

Since  September,  merger  efforts  have  gone 
forward  and  have  been  opposed  in  every  con- 
ceivable way  by  those  D.O.’s  who  desire  to  re- 
main “dissimilar”  from  M.D.’s  (that  is,  those  who 
attempt  to  convince  patients  they  are  tops  in 
medicine  and  surgery  plus  possessing  the  sec- 
tarian osteopathic  “power  to  heal”).  These  D.O.’s 
have  obtained  the  support  of  optometrists,  and 
others,  as  well  as  employing  powerful  political 
influence  in  efforts  to  block  the  merger.  The 
merger  idea  has  been  consistently  approached 
on  a professional  basis  by  the  merging  D.O.’s 
and  the  M.D.  representatives  of  the  Association, 
in  order  to  bring  a high  quality  of  scientific 
medical  care  to  the  people  of  the  state.  The 
Washington  College  of  Physicians  & Surgeons 
with  the  approval  of  the  Council  on  Medical 
Education  of  the  American  Medical  Association, 
and  the  Liaison  Committee  of  the  Council  and 


the  Association  of  American  Medical  Colleges, 
continues  to  conduct  courses  of  study  under  the 
direction  of  M.D.  clinician-educators,  in  accord 
with  the  merger  agreement  between  the  merg- 
ing D.O.’s  and  the  Washington  State  Medical 
Association. 

Medical  School 

The  House  adopted  a recommendation  from  the 
Medical  School,  Teaching  & Research  Hospital  Com- 
mittee that,  “the  present  ratio  of  support  of  the 
University  Hospital  Budget  be  continued,  on  the 
basis  of  40  per  cent  from  legislative  appropriation, 
and  60  per  cent  from  University-earned  income.” 

Summary  of  Subsequent  Actions 
Since  September,  the  Medical  School  Com- 
mittee has  met  six  times,  and  has  heard  com- 
plaints about  medical  school  operations  from 
practicing  physicians,  and  answers  to  the  com- 
plaints from  medical  school  officials.  The  medi- 
cal school  faculty  invited  representatives  of 
county  medical  societies  and  the  Washington 
State  Medical  Association  to  a two-day  open 
discussion  of  “Town  and  Gown”  relationships 
at  Pack  Forest,  Washington,  on  March  21-22, 
1964. 

Workmen's  Compensation 

The  House  approved  a polling  of  Association 
members  on  the  Department  of  Labor  and  Industries 
Fee  Schedule  and  Rules  and  Regulations. 

Summary  of  Subsequent  Actions 
The  Industrial  Insurance  Committee  sent 
questionnaires  to  all  Association  members  on 
January  20,  and  received  at  least  500  returns 
by  April  3.  Returns  are  being  tabulated  and  the 
information  obtained  will  be  used  to  “guide  the 
Committee  in  formulating  an  equitable  fee 
schedule  as  a basis  for  negotiations  with  the 
Department  of  Labor  and  Industries.” 

On  April  3,  the  Committee  conducted  dis- 
cussions on  Rules  and  Regulations  with  repre- 
sentatives of  county  medical  societies  and  medi- 
cal Specialty  Groups.  Fifty-three  physicians 
were  invited ; 13  attended. 

Professional  Corporations  Act 

The  Committee  on  Medical  Economics  submitted 
a report  which  was  accepted  by  the  House,  and 
which  called  for  further  study  of  proposed  state 
legislation  which  would  legalize  medical  corpora- 
tions for  tax  shelter  purposes  but  which  purportedly 
would  contain  protection  against  the  “harmful”  and 
“unethical”  aspects  of  the  corporate  practice  of 
medicine. 

Summary  of  Subsequent  Actions 

The  Committee  submitted  a complete  report 
of  its  reappraisal  of  the  proposed  bill  to  the 

Continued  on  page  332 
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use  of  the  suppository  should  be  discontinued. 
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Board  of  Trustees  in  January,  1964.  The  Board 
directed  the  Committee  to  conduct  any  further 
study  which  may  prove  to  be  necessary  or  desir- 
able. The  Board  declined  to  take  a position  on 
the  proposal  due  to  the  uncertainties  involved 
in  an  Internal  Revenue  Service  regulation  is- 
sued in  January,  1964  which,  if  upheld  after 
challenge,  would  make  the  proposed  legisla- 
tion useless. 

The  Committee's  January  Report  (copies 
available)  to  the  Board  of  Trustees  revealed 
that  disagreement  prevails  among  the  member- 
ship with  respect  to  the  advisability  and  use- 
fulness of  the  proposed  measure.  On  the  other 
hand,  approximately  250  members  are  strongly 
supporting  the  proposal  and  a resolution  calling 
for  Association  sponsorship  and/or  support  is 
expected  to  be  introduced  in  the  House  of  Dele- 
gates in  September,  1964.  Additionally,  the 
physicians  sponsoring  the  proposition  are  or- 
ganized to  explain  it  to  county  medical  societies 
and  to  promote  it  at  the  1965  Session  of  the 
State  Legislature,  regardless  of  the  Association  s 
approval  or  disapproval. 

Mental  Health  Centers 

The  Report  of  the  Committee  on  Mental  Health 
was  received  by  the  House  with  commendation. 
One  of  the  items  in  the  Report  dealt  with  the  “Mental 
Health  Authority”  which  is  a legal  designation  of  a 
specific  state  agency  which  by  virtue  of  the  “Author- 
ity'” becomes  the  state  agency  which  applies  for,  re- 
ceives, administers,  and  disburses  federal  funds 
which  are,  or  become,  available  to  the  state  for 
mental  health  programs  in  the  state’s  various  com- 
munities. The  Committee  reported  on  a controversy 
brought  about  by  proposed  legislation  which  would 
have  had  the  effect  of  transferring  the  “Mental 
Health  Authority”  from  the  State  Department  of 
Health  which  has  possessed  the  “Authority”  since 
1949,  to  the  Division  of  Mental  Health  of  the  De- 
partment of  Institutions.  One  reason  for  the  interest 
in  the  “Authority”  was  the  large  federal  appropria- 
tion bill  which  was  going  through  Congress  at  that 
time  (with  the  vigorous  support  of  the  American 
M edical  Association ) . 

The  State  Medical  Association  supported  the 
State  Department  of  Health  in  this  dispute  on  the 
grounds  that  the  State  Department  of  Health  was 
better  qualified  in  the  development  of  community 
health  services  within  the  framework  of  the  private 
practice  of  medicine. 

Summary  of  Subsequent  Actions 

Since  September,  much  progress  has  been 
made  by  the  Association,  and  physicians  in  all 
counties  are  providing  leadership  in  mental 
health  programming  being  carried  on  by  the 


Governor’s  Mental  Health  and  Mental  Retarda- 
tion Planning  Committee.  All  departments  of 
state  government  are  cooperating  in  this  effort. 
Dr.  Roger  C.  Hendricks  of  Seattle,  and  Dr. 
Mark  Stuen  of  Tacoma,  both  psychiatrists,  and 
both  top  members  of  the  Associations  Com- 
mittee on  Mental  Health  have  been  active  since 
September  in  making  a reality  of  the  House  of 
Delegates  Reference  Committee  Report  which, 
“affirmed  the  principle  that  there  be  main- 
tained coordination  (among  various  disciplines) 
in  the  field  of  mental  health  care,  and  that  this 
care  should  be  physician-directed.”  Your  State 
Association  organized  the  State  Congress  on 
Mental  Health  in  November,  1963,  and  cur- 
rently is  organizing  a series  of  ten  Regional  Con- 
gresses on  Mental  Health  which  will  be  spon- 
sored by  county  medical  societies.  In  these  ef- 
forts, your  Association  and  county  medical  so- 
cieties are  being  assisted  financially  by  federal 
funds  of  the  Governor’s  Committee  on  Mental 
Health  and  Mental  Retardation  Planning.  Each 
Congress  aims  at  maximum  leadership-participa- 
tion by  practicing  physicians  in  mental  health 
planning  programs,  and  in  future  community 
mental  health  service  center  operations  in  the 
local  communities.  Community  mental  health 
service  programs  will  begin  to  operate  when 
combined  voluntary  and  tax  fund  monies  be- 
come available  in  communities  throughout  the 
state.  The  planning  process  for  these  community 
mental  health  programs  will  continue  for  an- 
other twelve  months. 

Public  Relations 

The  House  adopted  the  Report  of  the  Commit- 
tee on  Public  Relations  which  detailed  the  extensive 
public  relations  activities  of  the  Association  during 
the  past  year.  Specifically,  the  House  approved  the 
Committee’s  recommendation  that,  “each  county 
medical  society'  consider  publication  of  a series  of 
public  service  advertisements  in  an  appropriate 
(local)  newspaper  as  a means  of  explaining  the  so- 
ciety’s services  to  the  general  public”. 

The  Committee’s  recommendation  stemmed  from 
the  following  paragraph  of  its  Report: 

8.  “The  Kitsap  County  Medical  Society  spon- 
sored a series  of  eleven  public  service  messages 
(paid  advertisements)  in  the  Bremerton  Sun  Daily 
Newspaper.  These  chatty  columns  covered  such  sub- 
jects as:  ‘Is  Organized  Medicine  a Heartless  Mon- 
ster?’; ‘What  is  a County  Medical  Society?’;  ‘My 
Child  Swallowed  Poison— What  do  I do?’;  ‘How  to 
Get  a Doctor  in  an  Emergency’;  ‘Does  Your  Group 
Want  a Physician  to  Speak  on  Health  Subjects?’; 
‘The  Hippocratic  Oath  and  Government  Medicine’; 
‘Eldercare  Legislation  Your  Doctor  Supports’;  ‘Let’s 
Work  for  Health  Insurance  Truly  Paid-Up-at-Re- 
tirement’;  ‘The  Hippocratic  Oath  and  Medical 
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Ethics’;  ‘What  to  do  When  You  Think  Your  Doctor 
Hasn’t  Done  Right  by  You  [Grievance  Committee]’; 
‘Does  Your  Child  Want  to  be  a Doctor?’.”  (Infor- 
mation on  Kitsap  County  Medical  Society’s  program 
is  available  from  the  Central  Office.) 

Physicians  and  Schools 

The  House  approved  the  Report  of  the  School 
Health  Committee  including  approval  of  a state- 
wide Conference  of  Physicians  and  Schools  to  be 
held  in  Yakima  on  March  13  and  14,  1964,  with 
the  Association  as  sponsor. 

Summary  of  Subsequent  Actions 

The  Conference  was  held  as  scheduled.  Some 
idea  of  its  success  can  be  obtained  from  a state- 
ment made  during  the  Conference  by  a highly- 
placed  school  official,  as  follows:  “How  is  it  that 
these  doctors  know  so  much  more  about  the 
subject  of  school  health  than  we  do?”  . 

Preliminary  conclusions  of  the  Conference 
are  briefed  below: 

1.  We  recommend  that  ideally  every  child 
should  have  an  adequate  physical  examination 
during  the  academic  year. 

We  further  recommend  that  an  adequate  phy- 
sical examination  by  a licensed  practitioner  of 
medicine  be  required  for  pre-school  entrance 
and  at  Grades  4,  7,  and  10. 

2.  We  recommend  that  a pupil  who  partici- 
pates in  interscholastic  sport  have  one  adequate 
physical  examination  a year  by  a licensed  practi- 
tioner of  medicine,  and  that  this  suffice  for  all 
the  student’s  activities  unless  further  evaluation 
is  requested  by  school  personnel  or  the  phy- 
sician. 

3.  We  recommend  that  the  report  form 
Athletic  Physical  Exam  Report  (in  triplicate) 
now  in  use  by  the  Olympia  Public  Schools,  be 
adopted  throughout  the  state  for  athletic  phy- 
sical eligibility  with  one  recommended  change : 
The  word,  “Remarks”  be  changed  to  “Recom- 
mendations.” 

4.  We  recommend  that  the  schools  adopt 
policies  of  pre-conditioning  for  interscholastic 
sports  to  include  a minimum  of  3 weeks  pre- 
conditioning before  actual  contest,  and  1 week 
before  actual  scrimmage. 

5.  We  recommend  that  the  parent,  school 
personnel,  physicians  and  allied  disciplines  in  a 
local  community  ESTABLISH  EFFECTIVE 
LINES  OF  COMMUNICATIONS. 

6.  We  recommend  that  the  School  Nurse  be 
the  primary  link  in  the  communicating  plan. 

7.  We  recommend  it  be  known  that  a Com- 
mittee for  source  information  is  available  in  the 
State  Medical  Association,  and  that  notice  of 
this  fact  be  sent  to  each  school  district  and  each 


principal  by  the  State  Superintendent  of  Public 
Instruction. 

Medical-Legal  Liaison 

4 

The  House  approved  a Resolution  calling  for  the 
appointment  of  a Committee  to  act  in  conjunction 
with  the  Medical-Legal  Liaison  Committee  of  the 
Washington  State  Bar  Association  to  explore  a state- 
wide inter-professional  code  for  physicians  and  at- 
torneys. 

Summary  of  Subsequent  Actions 

Your  President  appointed  the  following  phy- 
sicians and  appropriate  legal  counsel  to  imple- 
ment the  purposes  of  the  Resolution:  Drs: 
Waldo  Mills,  Seattle,  (Chaimian),  Roland  D. 
Pinkham,  Seattle,  Donald  T.  Hall,  Seattle,  Mr. 
Henry  E.  Kastner,  Legal  Counsel,  WSMA,  and 
Mr.  Michael  Copass,  Legal  Counsel,  KCMS. 

Your  Central  Office,  iti  March,  circulated 
copies  of  the  Inter-Professional  Medical-Legal 
Code  recently  adopted  by  the  Los  Angeles 
County  Medical  Association,  to  members  of  the 
Committee  and  to  chairmen  of  the  medical- 
legal  committees  of  the  county  medical  societies. 

Harmful  Acts  and  " Quacks " 

The  House  adopted  the  following  Resolution: 
WHEREAS,  it  is  the  avowed  purpose  and  respon- 
sibility of  the  individual  physicians  of  the  State  of 
Washington  and  of  the  Washington  State  Medical 
Association  to  provide  the  highest  possible  level  of 
health  care  to  the  people  in  this  state,  and 

WHEREAS,  there  have  been  claims  that  harmful 
results  have  followed  acts  by  practitioners  of  the 
healing  arts  in  this  state  who  are  not  licensed  phy- 
sicians and  surgeons,  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  auth- 
orize the  President  to  appoint  a committee  of  five 
members  to  investigate  such  claimed  harmful  results 
of  such  acts,  and  to  recommend  ways  and  means  by 
which  they  may  be  controlled  and/or  eliminated.” 

Summary  of  Subsequent  Actions 

Your  President  appointed  the  following  phy- 
sicians to  the  Committee  on  Medical  Quackery: 
Drs:  Harry  F.  Worley,  Mount  Vernon,  (Chair- 
man), C.  I.  Hood,  Yakima,  Ivan  K.  Loughlen, 
Seattle,  Matthew  A.  Pilling,  Seattle,  Neil  F. 
Thorlakson,  Seattle,  and  Robert  E.  Waud,  Bell- 
ingham. The  Committee  is  implementing  the 
Resolution,  and  also  is  planning  a State  Con- 
gress on  Quackery. 

Elected  Officers 

The  House  of  Delegates  elected  Officers,  as 
follows:  President,  Robert  B.  Hunter,  Sedro  Woolley; 
President-elect,  Roland  D.  Pinkham,  Seattle;  Past- 
President,  Dean  K.  Crystal,  Seattle,  Vice-President, 
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Joseph  Greenwell,  Pasco;  Secretary-Treasurer,  Carl 
E.  Mudge,  Seattle;  Assistant  Secretary -Treasurer, 
Robert  W.  Hoffman,  Seattle;  A.M.A.  Delegate,  M. 
Shelby  Jared,  Seattle;  A.M.A.  Delegate,  Jess  W. 
Read,  Tacoma;  A.M.A.  Delegate,  E.  Harold  Laws, 
Seattle;  A.M.A.  Delegate,  David  W.  Gaiser,  Spo- 
kane; Speaker  of  House,  Heyes  Peterson,  Vancouver; 
Finance  Committee,  Wilbur  E.  Watson,  Seattle, 
(Chairman);  Medical  Defense  Fund,  Donald  T. 
Hall,  Seattle,  (Chairman);  “Trustee,  Francis  M. 
Brink,  Spokane;  “Trustee,  H.  Paul  Dvgert,  Vancouv- 
er; “Trustee,  Warren  J.  Kraft,  Wenatchee;  “Trustee, 
Ralph  F.  Nuzum,  Yakima;  “Trustee,  Duncan  Rob- 
ertson, Seattle;  “Trustee,  G.  Marshall  Whitacre, 
Tacoma. 

Eastern  District:  ““Trustee,  Peter  T.  Brooks, 

Walla  Walla;  ““Trustee,  Louis  S.  Dewey,  Omak; 
““Trustee,  Clarence  L.  Lyon,  Spokane;  ““Trustee, 
Harold  L.  Tracy,  Moses  Lake;  Western  District: 
““Trustee,  C.  E.  Benson,  Bremerton;  ““Trustee, 


J.  W.  Bowen,  Jr.,  Tacoma;  ““Trustee,  John  R.  Hahn, 
Arlington;  ““Trustee,  William  E.  Watts,  Seattle. 

“ Elected  Trustees— One-Year  Term 
““  Elected  Trustees— Two-Year  Term 

See  next  month’s  northwest  medicine  for  a re- 
port on  proposed  state  laws  to  prohibit  physicians 
from  owning  or  having  an  interest  in  pharmacies 
and  ophthalmic  dispensing  firms;  mandatory  report- 
ing on  abused  child  incidents;  increased  license 
fees  to  pay  for  increased  administrative  and  police 
power  for  Board  of  Medical  Examiners;  chiropractic; 
new  Coroners  system;  Good  Samaritan;  hospital  rec- 
ords and  reports;  hypnosis;  psychologists;  medical 
practice  act  and  licensure;  mental  health  and  other 
public  health  matters;  PKU;  and  professional  corp- 
orations proposals. 

Request  copies  of  reports  or  further  information 
from  Richard  F.  Gorman,  Executive  Secretary, 
Washington  State  Medical  Association,  1309  Seventh 
Avenue,  Seattle,  Washington,  98101. 


RALEIGH  HILLS  HOSPITAL 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D.  John  W.  Evans,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

IARRAE  A.  HAYDON,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 


334 

Northwest  Medicine,  May  1964 


The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltown 

(meprobamate) 

WALLACE  LABORATORIES/Cranbury,  N.  J. 
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when  preoperative  fear  reflects 
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the  intensity  of  your  patient’s  tension... 

*ATA  R71X 

(hydroxyzine  HCl)^..™, 

for  any  age-for  any  stage  of  anxiety 


Powerful  enough  to  ensure  easy  acceptance  of  surgery  and  anesthesia 

Calm,  cooperative  quiescence  is  the  state  induced  in  apprehensive  surgical 
patients  premedicated  with  hydroxyzine  HCI.  Among  its  other  advantages  are 
the  added  antiemetic  property  which  minimizes  postoperative  vomiting,  and 
its  mild  potentiating  action  which  frequently  reduces  requirements  for  adjunc- 
tive narcotics. 

Safety  record  permits  use  in  children  and  debilitated  geriatric  patients 

Even  after  extensive  use  in  patients  ranging  from  very  young  to  very  old,  Atarax 
(hydroxyzine  HCI)  has  maintained  an  outstanding  record  of  safety. 

No  matter  how  anxiety  manifests  itself,  or  how  severe  it  is,  you  can  count  on  hy- 
droxyzine HCI  for  rapid,  effective  relief.  The  wide  variety  of  dosage  forms  makes 
administration  flexible  by  any  standards  of  convenience,  patient  preference,  or 
emergency  requirements  within  the  recommended  dosage.  You  can  adjust  the 
dosage  to  whatever  level  best  controls  your  patient's  degree  of  anxiety.  Oral  dos- 
age for  adults  ranges  from  25  mg.  t.i.d.  to  1 00  mg.  q.i.d.  Recommended  dosage: 
1 00  mg.  to  1 50  mg.  daily  in  divided  doses.  The  daily  oral  dosage  for  children  6 
years  and  under  is  50  mg.  in  divided  doses;  for  those  over  6 years,  50-1 00  mg. 
in  divided  doses. 

FOR  EVERY  DEGREE  OF  ANXIETY-IN  PATIENTS  UNDER  6 TO  OVER  60 


Side  effects  and  precautions: 
Therapeutic  doses  of  Atarax 
(hydroxyzine  HCI)  seldom  im- 
pair mental  alertness.  If 
drowsiness  occurs,  it  is  usu- 
ally transitory  and  may  dis- 
appear after  a few  days  of 
therapy  or  with  reduced  dos- 
age. Mouth  dryness  may  oc- 
cur at  high  doses.  In  some 
hospitalized  patients  on  high 
doses,  involuntary  motor  ac- 
tivity, not  unlike  that  seen 
with  high  doses  of  other  psy- 
chotropic drugs,  has  been  re- 
ported although  continued 
therapy  with  1 Gm.  daily  has 
been  used  in  some  cases 
without  producing  this  ef- 
fect. When  some  patients  re- 
ceive anticoagulants  and  hy- 
droxyzine HCI  concurrently, 
the  anticoagulant  require- 
ment may  be  decreased;  pa- 
tients receiving  both  should 
be  followed  closely  and  ap- 
propriate laboratory  studies 
performed  regularly.  When 
hydroxyzine  HCI  is  used  with 
CNS  depressants,  its  mild 
potentiating  action  should 
be  taken  into  consideration. 
Soft  tissue  reaction,  as  seen 
with  other  injectables,  has 
rarely  been  reported  with 
parenteral  hydroxyzine  HCI. 


In  any  condition  where  tissue  depletion  of  the  water-soluble  vitamins  is  suspected, 
Rx  RoeriBeC*  therapeutic  B-complex  with  500  mg.  of  vitamin  C . *TRAOEMARK 


New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for 

the  World’s  Well-Being® 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Paul  B.  Heuston,  M.D.,  Twin  Falls 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  17-20,  1964,  Sun  Valley 


Meetings 

The  Industrial  Medical  Committee  of  the  Asso- 
ciation met  April  4 at  the  Owyhee  Hotel,  Boise,  to 
review  the  fee  schedule  of  the  Industrial  Accident 
Board.  Members  of  the  committee  polled  the  com- 
ponent societies  regarding  feelings  of  physicians 
on  the  IAB  fee  schedule  and  the  processing  of  work- 
men’s compensation  claims  by  the  sureties  or  the 
State  Insurance  Fund. 

Physicians  serving  on  the  committee  include:  James 
L.  Coughlin,  Boise,  Chairman;  Richard  P.  Sutton, 
Burley;  Russell  Tigert,  Jr.,  Soda  Springs;  Leland 
K.  Krantz,  Idaho  Falls,  and  David  W.  Heusinkveld, 
Lewiston. 

The  association’s  Medical  Aspects  of  Sports  Com- 
mittee met  April  18  in  Boise.  John  F.  Stecher, 
Caldwell  is  Chairman.  Other  members:  Richard  G. 
Gardner,  Boise;  Murland  F.  Rigby,  Rexburg;  Doug- 
las Schow,  Twin  Falls,  and  Orland  B.  Scott  of  Kel- 
logg. The  session  was  held  at  the  Owyhee  Hotel. 

Officers  of  the  association  visited  with  members 
of  the  Upper  Snake  River  Valley  Medical  Society, 
in  Rexburg,  on  March  3.  Fifteen  of  the  17  mem- 
bers of  the  society  attended  the  meeting. 

The  evening’s  program  was  presented  by  Presi- 
dent Paul  B.  Heuston,  Twin  Falls;  President-Elect 
Corwin  E.  Groom,  Pocatello;  Secretary-Treasurer 
A.  Curtis  Jones,  Boise;  Councilor  District  No.  Four, 
O.  D.  Hoffman,  Rexburg;  Councilor  District  No. 
Three,  James  R.  Kircher,  Burley;  and  Executive 
Secretary  Bird. 

Spring  meeting  of  the  Boise  Valley  Chapter  of 
the  American  College  of  Surgeons  was  held  at  the 
Owyhee  Hotel  in  Boise  on  Saturday,  May  2,  1964, 
Wayne  Crookston,  Secretary,  reports. 


Guest  Speaker  at  the  meeting  was  Owen  Wan- 
gensteen, Minneapolis,  Chairman  of  the  Department 
and  Professor  of  Surgery,  University  of  Minnesota 
Medical  School.  J.  K.  Halferty,  Boise,  is  President 
of  the  Chapter. 

Appointments 

Congratulations  to  S.  M.  Poindexter,  Boise,  Chair- 
man of  the  Idaho  State  Board  of  Medicine,  upon 
his  appointment  as  a member  of  the  Committee  on 
Licensure  of  the  Association  of  American  Medical 
Colleges. 

Congratulations  to  Alfred  M.  Popma,  Boise,  Past- 
President  of  the  Idaho  State  Medical  Association, 
who  has  been  elected  chairman  of  the  newest  coun- 
cil of  the  American  Medical  Association— the  Council 
on  Voluntary  Health  Agencies. 

National  Congress  on  Medicine  and  Pharmacy 

Councilor  William  B.  Jewell,  Emmett,  represented 
the  Idaho  State  Medical  Association  at  the  National 
Congress  on  Medicine  and  Pharmacy  in  Chicago, 
March  12-13,  1964. 

The  Commission  on  Medicine  and  Pharmacy,  com- 
posed of  representatives  of  the  American  Medical 
Association,  American  Pharmaceutical  Association 
and  the  National  Association  of  Retail  Druggists 
sponsored  the  meeting  to  attempt  to  promote  a 
better  liaison  between  medicine  and  pharmacy. 

Topics  discussed  at  the  session  included:  Ethical 
and  Legal  Liabilities  in  Medicine  and  Pharmacy, 
Interprofessional  Relations,  Physician  Owned  Phar- 
macies, Renewing  of  Prescriptions,  and  the  Econom- 
ics of  Medical  Care. 
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72nd  Annual  Meeting 


Paul  B.  Heuston,  M.D. 


As  President  of  the  Idaho  State  Medical  Association  it  is  my 
privilege  to  extend  to  you  a warm,  personal  invitation  to  attend 
our  72nd  Annual  Meeting  at  Sun  Valley,  June  17-20,  1964. 

Sun  Valley  is  a most  delightful  place  to  begin  summer.  Days 
are  pleasantly  warm,  the  air  is  clean,  and  the  evenings  refresh- 
ingly cool. 

For  leisure  time  there  is  golf,  trap-shooting,  swimming,  horse- 
back riding,  ice  skating,  tennis,  fishing,  mountain  climbing  or  just 
plain  loafing  in  a wonderful  environment. 

Our  Program  Committee  under  the  capable  Chairmanship 
of  George  W.  Warner,  of  Twin  Falls,  has  prepared  a truly  out- 
standing scientific  session.  Ten  internationally  prominent  physicians- 
surgeons  will  present  three  papers  each.  It  is  the  most  extensive 
scientific  program  ever  undertaken  by  the  Idaho  association  and 
regardless  of  the  field  you  pursue,  we  know  you'll  find  our  program 
to  your  liking. 

Evening  social  activities  are  delightful.  Wednesday,  June  17, 
is  the  Welcome  to  Sun  Valley  Cocktail  Party  and  the  world  famous 
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Sun  Valley  Buffet  Dinner.  Thursday,  June  18,  we  go  to  an  outdoor 
Barbecue  at  Trail  Creek  Cabin,  which  I know  you  will  enjoy. 
Bring  a warm  jacket  or  coat  for  this  event.  Friday  evening,  June  19, 
we  are  leaving  open  for  your  personal  pleasure.  You  can  plan 
to  have  dinner  with  friends  at  the  Lodge  Dining  Room,  the  Ram 
or  the  Challenger  Inn  Buffet.  After  dinner,  dancing  at  either  the 
Duchin  Room  in  the  Lodge  or  the  Ram. 

Saturday  night,  June  20,  we  will  hold  our  annual  President's 
Banquet.  The  ladies  wear  formals  or  cocktail  dresses  and  the  men, 
dinner  jackets  or  dark  suits.  Our  banquet  is  unique  because  we 
do  not  have  long  speeches.  Everyone  relaxes  and  the  emphasis 
is  on  fun. 

We  are  extremely  fortunate  this  year  to  have  Thomas  F. 
Hornbein,  of  Seattle,  as  our  Featured  Speaker.  Dr.  Hornbein  was 
one  of  two  men  to  reach  the  summit  of  Mount  Everest  for  the  first 
time  in  history  via  the  West  Ridge  Route  in  1963. 

His  talk,  "High  on  Hypoxia  Hill,"  colorfully  illustrated,  will 
make  Dr.  Hornbein's  presentation  one  of  the  most  popular  and 
interesting  attractions  at  the  meeting. 

Again,  I invite  you  to  be  with  us  at  Sun  Valley  — one  of 
America's  great  vacation  spots  — June  17-20,  1964,  for  an  out- 
standing medical  meeting.  I am  sure  you  will  find  it  fun,  relaxful 
and  very  much  worthwhile. 


Paul  B.  Heuston,  M.  D. 

President 

Idaho  State  Medical  Association 
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Featured  Speaker 

Address:  High  on  Hypoxia  Hill 


Thomas  F.  Hornbein,  M.  D. 

Seattle  Washington 

Dr.  Hornbein  achieved  world-wide  fame  and  a very  special  place 
in  the  annals  of  mountain  climbing  when,  in  1963,  as  a member 
of  a two  man  team,  he  reached  the  summit  of  Mt.  Everest  by  the 
previously  unconquered  West  Ridge  Route. 


The  theme  of  the  Scientific  Session  of  our  72nd  Annual  Meeting  is, 
“Emphasis— What’s  New-Todav!” 

With  this  goal  in  mind,  it  has  been  my  privilege  as  Chairman,  with  the 
assistance  of  the  Program  Committee,  to  select  some  of  the  foremost  physicians 
and  instructors  in  North  America— even  from  the  United  Kingdom— to  present 
a dramatic  variety  of  postgraduate,  scientific  lectures  on  what  is  new  in  medi- 
cine today! 

We  are  confident  that  the  program  we  have  prepared  will  appeal  to  the 
specialist  and  general  practitioner  alike  and  that  at  the  conclusion  of  our  annual 
meeting  every  physician  in  attendance  will  feel  he  has  obtained  a most  valuable 
insight  on  the  very  latest  knowledge  in  medicine  and  surgery. 

I urge  you  to  join  us  at  Sun  Valley,  June  17-20,  1964,  for  a wonderful 
experience  in  postgraduate  study. 

I look  forward  to  seeing  you  at  the  Opera  House,  Sun  Valley,  where  the 
scientific  lectures  will  be  given. 


GEORGE  W.  WARNER,  M.D. 
Chairman,  Program  Committee 
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Archibald  F.  Hardyment,  M.D.,  Vancouver,  British  Columbia 

Associate  Clinical  Professor,  Pediatrics,  University  of 
British  Columbia,  Faculty  of  Medicine 
Unexplained  Jaundice  in  the  Newborn 
Infection  in  the  Newborn 

Early  Detection  and  Management  of  Congenital  Heart 
Disease  in  the  Neivborn 


Henry  R.  Thompson,  B.Chir.,  London,  England 

Surgeon  and  Proctologist 
Treatment  of  Fissure-in-Ano 
Surgical  Treatment  of  Ulcerative  Colitis 
The  Early  Barber  Surgeons  of  London 


John  A.  Moncrief,  M.D.,  San  Antonio,  Texas 

Commander  and  Director  Army  Surgical  Research  Unit, 

Brooke  Army  Medical  Center 
Resuscitation  of  the  Burn  Patient 
Care  of  the  Burn  Wound 
The  Major  Causes  of  Burn  Deaths 


James  W.  Rae,  M.D.,  Ann  Arbor,  Michigan 

Professor  and  Chairman  of  the  Department  of  Physical 
Medicine  and  Rehabilitation,  University  of  Michigan 
Medical  School 

Principles  in  the  use  and  Prescription  of  Physical  Treatment 
Physical  Therapy  in  Rheumatoid  Arthritis 
Management  of  the  Stroke  Patient 


Thomas  F.  Hornbein,  M.D.,  Seattle,  Washington 

Department  of  Anesthesiology,  University  of  Washington 

School  of  Medicine 
The  Problems  of  Prolonged  Respiratory  Support 
Physiological  Aspects  of  Altitude  Acclimatization 
Determination  of  Ventilatory  Adequacy 
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Peter  A.  Lindstrom,  M.D.,  San  Francisco,  California 

Presbyterian  Medical  Center 
Prefrontal  Sonic  Treatment  for  Intractable  Psychoneuroses 
What  about  all  the  Roentgen  Studies  for  Disc  Rupture ? 

Surgery  for  Involuntary  Movements 


Alan  R.  Moritz,  M.D.,  Cleveland,  Ohio 

Professor  of  Pathology  and  Director  Institute  of  Pathology, 
Western  Reserve  University  School  of  Medicine 
Pathogenesis  of  Atherosclerosis 
The  Battered  Child  Syndrome 
Trauma,  Stress,  and  Heart  Disease 


Roger  S.  Mitchell,  M.D.,  Denver,  Colorado 

Director,  The  Webb-Waring  Institute  for  Medical  Research 
The  Difference  Between  Bronchitis  and  Emphysema 

Smoking  and  the  Lungs 
The  Indeterminate  Pulmonary  Shadow 


Zeph  J,  R.  Hollenbeck,  M.D.,  Columbus,  Ohio 

Professor,  Obstetrics  and  Gynecology,  Ohio  State 
University  College  of  Medicine 
Management  of  the  Pregnant  Patient  with  a Positive 

Papanicolaou  Smear 
Treatment  of  Abortion 
Third  Trimester  Bleeding,  Diagnosis  and  Management 


Robert  L.  Egan,  M.D.,  Indianapolis,  Indiana 

Director,  Department  of  Radiology,  Methodist  Hospital 
Mammography ; Technique  and  Indications 
Extra-Genital  Pelvic  Tumors  in  the  Female 
Mammography ; Malignant  and  Benign  Lesions 
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PROFESSIONAL  classified 


Practice  Opportunities 

LOCUM  TENENS  WANTED 

June,  1964.  Terms  to  be  arranged  Write  E.  F.  Lei- 
bold,  M.D.,  Box  368,  Forks,  Wash. 

INTERNIST  WANTED 

To  share  office  space  part-time  with  suburban  GP. 
Write  Box  20-A,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 

GENERAL  PRACTICE  OPPORTUNITY 

To  practice  in  association  with  another  GP  in  beau- 
tifully situated  Cascade  town  80  miles  east  of  Seattle 
by  four-lane  super-highway.  New  three-unit  office 
adjacent  to  fully-equipped  20-bed  hospital.  Basic 
salary,  office,  personnel,  provided  by  local  pre-paid 
medical  plan  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in 
area  serving  4,000.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing 
and  skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle 
Elum  Beneficial  Association  Hospital,  Cle  Elum,  or 
F.  J.  Rogalski,  M.D.,  Roslyn,  Wash. 

GENERAL  PRACTITIONER  WANTED-WENATCHEE 

To  assume  lease  and  practice  (without  cost)  of  man 
leaving  ideally  situated,  growing  North  Central 
Washington  community.  Immediate  income.  Superb 
outdoor  recreation  at  doorstep,  300  days  sunshine 
annually.  Available  July  1.  Write  Box  24-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash. 

GENERAL  PRACTITIONER  WANTED 

GP  desired  to  move  into  an  established  practice  in 
King  County.  Partner  leaving  July,  1964,  for  spe- 
cialty residency.  Write  Box  17-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash. 

EXCELLENT  GP  OPPORTUNITY— WILLAMETTE  VALLEY 

GP  needed  to  take  over  busy  practice.  Reasonable 
terms  for  all  equipment  and  furnishings.  Have  to 
leave  for  another  type  of  practice  by  late  May  64. 
Desire  to  introduce  to  patients  before  leaving.  Write 
Box  15-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 


PEDIATRICIAN  WANTED-REDMOND 

To  share  office  full  or  part  time  with  ob-gyn  man. 
No  pediatrician  in  area— Redmond  Shopping  Square, 
Redmond,  Wash.,  TU  5-2828  or  GL  4-6738. 

INTERNIST  WANTED 

Board  eligible  or  certified;  join  2 other  internists  in 
7-man  group.  Salary  $12,000  per  year  for  2 years, 
then  partnership.  Pacific  Northwest  college  town 
of  25,000.  Ideal  Climate.  Diverse  recreational  fa- 
cilities. Write  Box  29-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash. 

LOCUM  TENENS  WANTED 

For  2 weeks  in  June  1964.  General  practice,  Salem, 
Oregon.  Write  Box  28-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash. 

GP  WANTED  FOR  RURAL  AREA 

No  physician  nearer  than  15  miles.  Good  schools, 
churches  of  all  denominations.  Lots  of  recreational 
facilities.  Will  build  Medical  Dental  Clinic— equip  if 
necessary.  If  interested  write  Mrs.  C.  W.  Petersen, 
Chrm.,  Community  Progress  Committee,  Elmira 
Grange  No.  523,  Box  4,  Noti,  Oregon. 

GP  OPPORTUNITY-SEATTLE 

Well  established  busy  general  practitioner,  metro- 
politan area,  desires  associate.  M.  S.  Rayman,  M.D., 
1120  Cherry,  MA  4-6868. 

WANTED  BOARD  CERTIFIED  OR  ELIGIBLE  SURGEON 

Preferable  with  some  orthopedic  experience  to  as- 
sociate with  clinic  group  in  Western  Oregon.  Write 
Box  27-A,  Northwest  Medicine,  500  Wall  St.,  Se- 
attle, Wash. 

INTERNIST  WANTED 

To  join  specialty  group  in  North  Seattle.  Write  Box 
30- A,  Northwest  Medicine,  500  Wall  Street,  Seattle, 
Wash. 

Locations  Desired 

GP  DESIRES  PART-TIME  ASSOCIATION 

General  practitioner  wants  to  share  office  and  ex- 
penses part  time.  Write  Box  31-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash. 

Office  Space 

PROFESSIONAL  BUILDING-LYNNWOOD 

Modern  professional  type  building  near  Hwy.  99. 
Will  design  to  suit.  Two  floors  and  basement  have 
outside  entrances.  Call  Mr.  S.  Hansel,  PR  8-5659. 
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MEDICAL  SPACE-TACOMA 

Medical  Center  has  space  available.  Immediate 
occupancy.  Call  FU  3-1717,  Tacoma,  Wash. 

MEDICAL  OFFICE-EDMONDS  AREA 

New  modern  office  of  1,600  sq.  ft.  Ideal  location  for 
two  general  practitioners  or  pediatricians.  Adjacent 
to  established  Dental  Clinic  with  3 dentists.  Con- 
tact Dr.’s  Beal  or  Sandall,  PR  8-7477. 

MEDICAL  SUITE  FOR  LEASE-ALBANY,  OREGON 

Physician’s  suite  in  modern  setting.  Adaptable  for 
GP  or  specialty.  W.  C.  Roley,  M.D.,  2680  Green- 
way Drive  N.E.,  Salem,  Oregon. 

MEDICAL  SPACE-TACOMA 

Pacific  Professional  Center,  8641  Pacific  Ave.  Leas- 
ing now.  Available  about  June  1.  Finish  to  suit. 
LEnnox  7-5434  or  Mr.  Lawrence  Bayer,  12229 
West  Pipeline  Road,  Tacoma,  Wash. 

PLANNED  MEDICAL  CENTER 

Modern  Sears  Foundation  medical  center  available 
for  lease.  No  physician  in  area  now.  Survey  indicates 
good  potential  practice.  GP  desired.  Contact  Town 
and  Country  Medical  Center,  Mr.  Charles  Falconer, 
Rt.  1,  Box  3,  Brownsville,  Oregon. 

MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 

FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Two  physician  suites  of  800  and  400  sq.  ft.,  or  can 
make  one  suite  of  1,200  sq.  ft.  Adequate  facilities 
and  plumbing.  If  desired  will  remodel  to  needs. 
Ample  parking.  Rent  to  be  negotiated.  Contact  Mr. 
Jack  Brown  of  Ross  Downs,  MU  2-4370. 

NEW  PROFESSIONAL  BUILDING— EVERETT 

Suites  available  in  new  medical  building  located  off 
Broadway  Interchange  at  Eastmont  Shopping  Plaza, 
South  Everett.  Interiors  finished  as  desired.  Indi- 
vidually controlled  heating;  ample  parking,  one 
block  from  new  Eastmont  elementary  school.  Com- 
pletely landscaped.  Phone  Mr.  Martin  Selig,  Seattle, 
MA  2-6816,  evenings  EA  5-8519  or  EA  4-0549 
collect,  or  write  to  2609  First  Ave.,  Seattle,  Wash. 

MEDICAL  SUITE — LYNNWOOD 

Owner  will  provide  liberal  lease  arrangements  until 
practice  established  in  beautiful  clinic  bldg.  Near 
Stevens  Memorial  Hospital.  Available  for  immediate 
occupancy.  Call  PR  8-4611  or  PR  6-1533. 

MEDICAL  OFFICE  FIRST  HILL-SEATTLE 

For  rent  a fully-equipped  office  with  an  adjoining 
examining  room  available.  This  includes  a recep- 
tionist-typist and  a convenient  near-by  parking  area 
for  patients.  Call  EA  2-5966. 


MEDICAL  SPACE  ADJOINING  HOSPITAL 

Highlands  Medical  Plaza,  1144  No.  175th,  Seattle, 
to  have  30-bed  hospital  in  1964.  Ideally  located 
between  major  off-ramp  of  planned  Freeway  and 
Hwy.  99.  Only  4 suites  remaining  out  of  23.  Care- 
fully selected  group.  Annual  rate  of  $4.00  per  sq. 
ft.  Includes  finishing,  utilities,  janitor  service,  air- 
conditioning.  Ample  parking.  Call  or  write  Mr. 
Howard  Wilson,  Highlands  Plaza,  Inc.,  Seattle, 
LI  6-3177. 

Real  Estate 

UNDEVELOPED  WATERFRONT-SAN  JUANS 

Stuart,  Prevost  Bay,  2 tracts.  See  property  maps 
at  8329  22nd  N.W.,  Seattle,  SU  2-6738. 

Equipment 

PICKER  X-RAY  FOR  SALE 

60  ma— your  price.  W.  C.  Roley,  M.D.  2680  Green- 
way Drive  N.E.,  Salem,  Oregon. 

Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring 
St.,  Seattle,  Wash.  Call  MA  3-2971. 


59  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

★ Chart  Folders  ★ Shelf  Filing 

★ Interior  Designs 
For  Office  and  Reception  Room 
★ Steel  and  Wood  Furniture 

TRICK  & MURRAY 

115  Seneca  Street  Seattle,  Washington  98101 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — San  Francisco,  June  21- 
25,  1964,  New  York,  June  20-24, 

1965. 

AMA  Clinical — Miami  Beach,  Nov.  29- 
Dec.  2,  1964. 

Idaho  State  Medical  Association — June 
17-20,  1964,  Sun  Valley. 

North  Pacific  Society  of  Neur.  & Psy. — 
April  8-10,  1965,  Portland. 

Pres.,  Edward  K.  Kloos,  Portland 
Sec.,  W.  W.  Thompson,  Portland 

Oregon  State  Medical  Association  — 
Oct.  13-17,  1964,  Eugene. 

Pacific  Northwest  Obstetrical  Associa- 
tion Sixteenth  Annual  Meeting — 
Portland,  Oregon,  June  28, -July  11, 
1964. 

Washington  State  Medical  Association — 
Sept.  13-16,  1964,  Seattle. 

West  Coast  Allergy  Society — December 
2-4,  1964,  Los  Angeles. 

Pres.,  B.  C.  Eisenberg,  Huntington 
Psrk  Csl 

Sec.,  G.  M.  Robins,  Portland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 

Pres.,  Robert  M.  Hansen,  Portland 
Sec.,  Thomas  E.  Talbott,  Portland 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association 
Pres.,  Emanuel  I.  Silk,  Pendleton 
Sec.,  Henry  H.  Dixon,  Jr.,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 

Pres.,  Fred  C.  Shipps,  Jr.,  Portland 
Sec.,  James  A.  Schneider,  Portland 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  F.  Keith  Markee,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June.  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 

Pres.,  Arnold  Rustin,  Portland 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr.,  Portland 
Sec.,  J.  W.  Bussman,  Portland 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 

Pres.,  H.  Minor  Nichols,  Portland 
Sec.,  H.  W.  Baker.  Portland 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.  exc.  June,  July,  Aug.,  Dec. 
Pres.,  William  F.  Mead,  Seattle 
Sec.,  Jack  W.  Brown,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle  or  Tacoma. 

Pres.,  Parman  Dorman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 

Pres..  E.  B.  Parmelee,  Seattle 
Sec.,  W.  S.  Brown,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 

July,  Aug.,  Dec. 

Pres.,  Robert  M.  Campbell.  Bellevue 
Sec.,  Robert  J.  Lowden,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 

Pres..  E.  J.  Wollenweber,  Seattle 
Sec.,  A.  L.  Skinner,  Seattle 


Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June) 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 

Spokane  Society  of  Internal  Medicine — 
Quarterly.  Rockwood  Clinic 

Pres.,  Loren  Gothberg,  Spokane 
Sec..  Arch  Logan,  Jr.,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen,  Tacoma 
Sec.,  R.  A.  O’Connell,  Tacoma 

Tacoma  Surgical  Club — May  2,  1964,  3rd 
Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz,  Tacoma 
Sec.,  Robert  R.  Burt,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 

Pre.,  Ivar  W.  Birkeland,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— Tacoma,  May  14-16,  1964 

Pres.,  Duncan  Robertson,  Seattle 
Sec.,  John  Gahringer,  Wenatchee 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green,  Seattle 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose,  Seattle 
Sec.,  Samuel  H.  Tarica.  Seattle 

Washington  Thoracic  Society — June  12, 
13,  1964,  Davenport  Hotel,  Spokane. 
Pres.,  George  H.  Hames,  Seattle 
Sec.,  Arthur  B.  Craig,  Spokane 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr.,  Yakima 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson,  Yakima 
Sec.,  Donald  K.  Williams,  Yakima 
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Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-* 3 4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A,  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 

Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 

59:120-122  (May)  1963. 


Library, 

College  of  Phy .of  Phi 
19  South  22nd  Street, 
Philadelphia  3,Pa. 


! 


C/em/im 

STAINLESS  (WASHABLE)  GENTIAN  VIOLET  AEROSOL  FOAM 


The  problem:  Vaginitis  and  external  mycosis  caused  by 
Candida  albicans  (Monilia) 

The  specific:  Temrin — for  more  effective  foam  treatment 
that  penetrates  into  every  part  of  the  vaginal  vault  and 
adheres  to  the  tissues. 

The  result:  Quick  relief  of  itching  and  burning.1  Cure, 
as  a rule,  with  as  few  as  4 to  6 applications.1 

And  Temrin  is  the  most  convenient  form  of  gentian 
violet  therapy  for  vaginal  moniliasis  yet  devised  for  the 
fastidious  patient.  It  is  easily  washed  off,  so  there  is 
never  the  embarrassment  of  purple  stains  on  the  peri- 
labial  area,  thighs  or  underclothing.1 


Temrin — a different  gentian  violet  that  considers  the 
patient  as  well  as  the  problem. 

SUPPLIED  IN  2 SPECIAL-PURPOSE  CONTAINERS: 
COMPACT — For  home  use  and  office  demonstration 

Vi  oz.  prescription  size,  for  self-administration,  holds 
enough  for  6 applications,  in  aerosol  bottle  with  re- 
usable plastic  applicator. 

LARGE — For  office  use  only 

2 oz.  physician  size  holds  enough  for  24  applications,  in 
aerosol  container  with  4 reusable  plastic  applicators. 

1.  Karnaky,  K.  J.:  Tri-State  M.  J.  10:5,  1962. 


Contents:  Each  aerosol  can  contains  (exclusive  of  propellant)  Gentian  Violet 
1.35%;  Polyvinylpyrrolidone;  Bentonite,  U.S.P.;  Kaolin,  N.F.;  Corn  Starch; 
Propylene  Glycol,  U.S.P. ; Dioctylsodium  Sulfosuccinate,  N.F.;  Sodium  Lauryl 
Sulfate;  Glycerine,  U.S.P. ; Polysorbate  80;  Benzalkonium  Chloride.  Contra- 
indications: Temrin  is  virtually  nonsensitizing  and  nonirritating,  but  if  sensitization 
appears,  discontinue. 


CUTTER  JlabosixiiosUeA.  Prescription  Products  Department  Berkeley  10,  California 
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After  Surgery:  B and  C vitamins  are  therapy 

Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B,  (ThiamineMononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule 

daily,  for  the  treatment  of 

vitamin  de- 

ficiencies.  Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 

CS&  LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7282-4 


HEPTUNA' PLUS 

arms  your  patients  to  fight  anemia  due  to  deficient  iron  intake  or  loss  of  blood.  The  formula  has  been 
revised  6 times  in  12  years  to  reflect  findings  of  proven  importance  in  the  nutritional  field.  It  provides 
the  most  important  hematopoietic  factors  PLUS  supplemental  vitamins  and  minerals  to  compensate  for 
nutritional  deficiencies  often  associated  with  hypochromic  microcytic  anemias.  Supplied  in  bottles  of 
100  capsules,  prescription  only. 

Current  formula 

Ferrous  sulfate 340  mg. 

Iron  (from  ferrous  sulfate) 100  mg. 

Desiccated  liver,  N.F.  (undefatted)  50  mg. 

Vitamin  C (from  sodium  ascorbate) 150  mg. 

Vitamin  B,2  cyanocobalamin  (as  Stablets®) 
with  intrinsic  factor  concentrate 

(noninhibitory) 'h  N.F.  oral  unitt 

B,  (thiamine  mononitrate,  U.S.P.) 3 mg. 

B2  (riboflavin,  U.S.P.) 2 mg. 

B4  (pyridoxine  hydrochloride,  U.S.P.) 2 mg. 

^Hypochromic  microcytic  anemia. 
tPotency  established  prior  to  mixture  with  other  ingredients.  Stablets,  U.S.  Pat.  No.  2,830,933. 
Precautions  and  side  effects  Because  some  patients  with  pernicious  anemia  do  not  respond  to  oral  Vitamin  BI2, 
they  should  be  followed  with  periodic  laboratory  studies.  Anemia  is  a manifestation  of  an  underlying  disease  and 
it  is  necessary  to  make  an  etiological  diagnosis. 

In  a small  per  cent  of  patients,  iron  therapy  causes  gastrointestinal  irritation.  In  those  patients,  administering 
Heptuna  Plus  with  meals  or  reducing  the  dosage  usually  will  alleviate  the  symptoms. 

New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 


Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate,  U.S.P 1 mg. 

Cobalt  (from  cobalt  sulfate) 0.1  mg. 

Copper  (from  copper  sulfate)  1 mg. 

Molybdenum  (from  sodium  molybdate)  ...  .0.2  mg. 
Calcium  (from  dicalcium  phosphate)  ....37.4  mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Manganese  (from  manganese  sulfate)  ..0.033  mg. 

Magnesium  (from  magnesium  sulfate) 2 mg. 

Phosphorus  (from  dicalcium  phosphate)  . . .29  mg. 
Potassium  (from  potassium  sulfate) 1.7  mg. 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


7.5  Gm.  ^ 


CORTISPORIN’?^ 

POLYMYXIN  B— NEOMYCIN— GRAMICIDIN 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 

WHHhG Bwillm  IffiMSIBlal 


£e2I|gi 
“ »S£  i 


Ml 


a new  vanishing  cream  base 


a special  low  melting  point  base 

anti-inflammatory 
bactericidal 


antipruritic 
rarely  sensitizing 


CREAM—  Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available:  In  tubes  of  7.5  Grams. 

OINTMENT  — Ingredients : Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  V2  oz.  and  Vs  oz. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications  : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Sixty-one  patients  with  moderate  or  severe  contact 
dermatitis,  including  48  cases  of  rhus  dermatitis, 
were  treated  with  Synaiar  (fluocinolone  acetonide 
0.025%)  in  a petrolatum  base.  Of  this  group,  complete 
remission  occurred  in  40  of  the  patients  and  17  show- 
ed moderate  improvement. 

“No  adverse  reactions  to  fluocinolone  acetonide 
ointment  (such  as  primary  irritation  or  allergic  sensi- 
tization) were  noted  either  during  or  after  therapy.” 
Of  particular  significance  were  the  results  in 
treating  rhus  poisoning  without  the  need  for  ad- 
junctive systemic  therapy:  “Excellent  results  were 
obtained  with  fluocinolone  acetonide  alone  in  the 
treatment  of  rhus  dermatitis.  These  patients  often 
require  either  systemic  corticosteroids  or  cortico- 
trophin  as  adjunctive  therapy.” 

Seigerman,  H.:  Fluocinolone  Acetonide  in  an 
Ointment  Base:  Clinical  Studies  in  Selected  Dermatoses, 
to  be  published  in  Clin  Med. 


provide  your  patients 
with  comfort  after  contact 


For  rapid  and  reliable  reversal  of  the  pruritus  and 
inflammation  of  contact  dermatitis,  prescribe  Synaiar 
(fluocinolone  acetonide),  the  topical  corticosteroid  that 
is  replacing  hydrocortisone  in  the  management  of  in- 
flammatory dermatoses. 

Documented  results  show  that  this  unique  agent  is 
highly  effective  in  treating  contact  dermatitis,  rapidly 
relieves  pruritus  and  inflammation,  is  nonsensitizing, 
and  is  economical  because  less  medication  is  required 
to  rapidly  achieve  optimum  results. 


AVAILABLE:  For  initiation  of  therapy — Cream  0.025%,  5 and  15  gm.  tubes.  For 
maintenance  therapy-Cream  0.01%,  45  gm.  tubes.  For  emollient  effect — Ointment 
0.025%,  15  gm.  tubes.  For  infected  dermatoses — Neo-Synalar®  (0.025  V fluocinolone 
acetonide,  0.5%  neomycin  sulfate)  Cream,  5 and  15  gm.  tubes.  PRECAUTIONS: 
Synaiar  (fluocinolone  acetonide)  preparations  are  virtually  nonsensitizing  and  non- 
irritating. Neomycin  rarely  produces  allergic  reactions.  As  with  all  antibiotics,  pro- 
longed use  may  result  in  overgrowth  of  nonsusceptible  organisms;  if  this  occurs, 
appropriate  therapy  should  be  instituted.  Although  side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids,  as  with  all  drugs,  a few  patients 
may  react  unfavorably.  Where  there  is  systemic  infection  or  severe  local  infec- 
tion, systemic  antibiotics  should  be 

an  original  steroid  from 


considered,  based  on  susceptibility 
testing.  CONTRAINDICATIONS: 
Tuberculous,  fungal,  and  most  viral 
lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella). 


SYNTEXE3 


Scholtz.  J.  R.:  PJ 
therapy  by  the  sun 
(Nov)  1962. 


McKenzie,  A.  W.,1 


comparing  percutanj  ( 
86:6 08  (Nov)  1962$ 
Aceves  Ortega,  R.  j! 
elusive  dressing  in  tj 
Medicina  i Mex ) 4(:  i 
'Gill,  K.  A.,  Jr.,  < 
treatment  with  flue 
(Mar)  1963. 
Ityeenan,  F.  0.:  1 
fluocinolone  acetonjj 
(Mar)  1963. 
Freedman.  R.;  Hira 
of  two  cases  of  itch: 
1963. 

Freedman,  R.;  Reel 
local  corticosteroic 
(June)  1963. 
Villasenor  Reynosq 
ated  corticoids  in  r 
43: 917  (June  10)  | 
Scholtz,  J.  R.:  Rj 
psori  asi  s,  Presen tedj 
Assn  (Tokyo)  to  { 
1963. 

Longuet,  Y. : Flu|* 


the  healing  of  periuj 
155  1963.’ 


Not  for  ophthalmic  use. 
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pain 

and 

swelling 
of  hemorrhoids 

effectively  relieved 

with  NEW  formula 

PNS* 

suppositories 


Each  suppository  contains: 

Pontocaine®  (brand  of  tetracaine)  HCI  . . . 10  mg. 
Neo-Synephrine®  (brand  of  phenylephrine)  HCI  5 mg. 

Superinone®  (brand  of  tyloxapol) 25  mg. 

Bismuth  subcarbonate 100  mg. 


PNS  Suppositories  contain  Pontocaine  (tetracaine  — 
Winthrop)  for  long-acting,  nonirritating  anesthesia, 
Neo-Synephrine  (phenylephrine  - Winthrop)  for 
dependable  decongestion,  bismuth  subcarbonate  for 
protective  coating  of  ulcerations  and  Superinone 
(tyloxapol  - Winthrop)  for  its  spreading  effect. 

Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting 
a minute  or  two,  has  occurred  in  a few  instances. 
However,  should  evidence  of  sensitivity  appear, 
use  of  the  suppository  should  be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 


IA//nfhrop 

Winthrop  Laboratories 
New  York,  N.  Y. 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Reclassification  of  Drug 

Editor,  NORTHWEST  MEDICINE: 

As  pharmacists,  we  hope  all  physicians  are  now 
aware  of  recent  changes  in  regulations  applying  to 
narcotic  prescriptions.  Your  publication  of  text  of 
the  new  regulations,  in  the  May  issue,  should  be 
helpful.  The  pharmacist  finds  himself  in  an  awkward 
position  if  a physician  phones  an  order  for  a Class  A 
narcotic  and  wants  its  filled  before  the  pharmacist 
has  the  signed  prescription  in  his  file.  We  always 
try  to  serve  the  patient  but  we  hope  we  will  not 
be  asked  to  break  the  law.  In  case  anyone  missed 
the  publication  in  the  May  issue,  I have  prepared 
a summary  of  the  new  regulation.  It  follows: 
Effective  July  3,  1964,  all  narcotics  compounds 
containing  dihydrohydroxycodeinone  (oxyco- 
done) will  be  defined  as  Class  A narcotics,  and 
they  may  only  be  dispensed  by  a pharmacist 


pursuant  to  a physician’s  signed  and  written 
prescription.  These  preparations  are  marketed 
under  the  following  trade  names:  Percodan, 
Percodan-Demi,  Percobarb,  Percobarb-Demi, 
and  Nucodan.  The  first  one,  Percodan,  is  the 
most  commonly  used  in  the  Pacific  Northwest 
area. 

Sincerely, 

reed  bement,  Executive  Secretary 
Washington  State  Pharmaceutical  Association 

Power  Lawn  Mower  Accidents 

EDITOR,  NORTHWEST  MEDICINE: 

The  Seattle  Area  Hospital  Council  and  the  Seattle- 
King  County  Safety  Council  are  currently  engaged  in 
a survey  of  the  frequency  and  severity  of  power 
lawn  mower  accidents.  Thirty  hospitals  have  been 
asked  to  report  anonymously  such  cases  treated  in 
their  emergency  rooms. 

Doctors  throughout  Washington,  Oregon,  and 
Idaho  could  perform  a considerable  public  service 
if  they  would  send  one  paragraph  reports  of  similar 
accidents  treated  in  their  offices  to:  715  Third  Ave- 
nue, Seattle,  Washington  98104.  The  results  of  this 
survey  will  be  used  to  persuade  manufacturers  to 
produce  safer  power  mowers. 

Cordially, 

AL  MC  GEE 

Public  Safety  Director 
Seattle-King  County  Safety  Council 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 


EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 


Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


MEDICAL  STAFF 
John  R.  Montague,  M.D. 

Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D., 

Consulting  Psychiatrist 
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PAIN  RELIEF 
YOU  CAN  RELY  ON 
comes  in  minutes. . . 
lasts  for  hours 


PERCODAN 


Each  scored  yellow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming ), 

0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthalate , 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


Throughout  the  wide  middle  range 
of  pain  Percodan  assures  speed, 
duration,  and  depth  of  analgesia 
by  the  oral  route  plus  the 
reliability  that  counts  so  much. 
Percodan  acts  within  5 to  15 
minutes... usually  provides 
uninterrupted  relief  for  6 hours  or 
longer  with  just  1 tablet... 
rarely  causes  constipation. 


in  moderate  to 
moderately 
severe  pain... 


Average  Adult  Dose-1  tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications -The  habitforming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be  observed  as 
with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients. 
Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood 
dyscrasias.  Also  available:  Percodan-Demi,  containing  the  complete  Percodan  formula  but  with  only  half  the  amount  of 
salts  of  oxycodone  and  homatropine.  Literature  on  request.  ENDO  LABORATORIES  INC.  Garden  City,  New  York 


•U.S.  Pats.  2,628,185  and  2,907,768 


How  much  does  the  average  American 
spend  each  year  on  these? 


Score  yourself  100%  if  you  checked  the  bottom  per  week  per  person  for  drugs  that  helped  them 
figure  in  each  column.  Yes,  the  U.S.  Department  of  stay  well,  get  well,  or  possibly  helped  save  their 
Commerce  reports  that  1962  per  capita  expendi-  lives.  Can  you  think  of  a bigger  bargain? 
ture  was  $42  for  tobacco,  $57  for  alcohol,  only  Your  patients  might  like  to  take  this  test,  too.  May 
$13  for  prescription  drugs.  That’s  about  25  cents  we  send  you  25  copies  for  your  waiting  room? 


Pharmaceutical  Manufacturers  Association  — 1411  K Street,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 


Belap  Ty-Med*  (Modified  formula) 

Each  tablet  contains: 

Amobarbital  (Warning,  may  be  Habit  forming)  50  mg. 
Homatropine  Methylbromide  7.5  mg. 

’Lemmon  brand  of  timed-release  medication. 

One  Ty-Med*  tablet  morning  and  night. 

Available  in  bottles  of  30  and  100  tablets. 

Observe  the  usual  precautions  for  barbiturates  and 
parasympatholytic  compounds. 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

HAACK  LABORATORIES,  INC.,  Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


It’s  enthusiasm  for  Belap  relief  that  brings  on  this 
exuberance.  Belap  simultaneously  relaxes  nervous 
tension  and  soothes  smooth  muscle  spasm  due  to 
Gl  hypermotility.  The  natural  belladonna  alkaloids 
combined  with  phenobarbital  provide  safe,  predict- 
able antispasmodic  and  sedative  action  to  relieve 
pain  and  distress  of  visceral  spasm  in  peptic  ulcer, 
abdominal  pain  and  cramps,  pylorospasm,  nausea 
of  pregnancy,  nervous  indigestion  and  motion  sick- 
ness. Use  Belap  Ty-Med  tablets  whenever  timed- 
release  medication  for  smooth,  round-the-clock  anti- 


cholinergic and  sedative  action  is  desired.  Even  the 
price  is  designed  to  keep  your  patient  calm  and 
collected. 

Each  Belap®  Tablet  contains: 

No.  0 No.  1 No.  2 

Phenobarbital  (Warning, 

may  be  habit  forming)  8 mg.  15  mg.  30  mg. 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 

One  tablet  three  times  daily. 

Available  in  bottles  of  100  and  1000. 


HADE  in  o.'s.fl* 
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BOOKS 

RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Communicable  and  infectious  diseases.  Diagnosis,  preven- 
tion, and  treatment,  fifth  edition.  By  Franklin  H.  Top, 
A.B.,  M.D.  and  Professor  and  Head,  Department  of  Hygiene 
and  Preventive  Medicine,  State  University  of  Iowa,  Iowa 
City,  Iowa;  Director,  University  Department  of  Health, 
and  Director,  Institute  of  Agricultural  Medicine,  State 
University  of  Iowa;  Consulting  Director,  State  (of  Iowa) 
Hygienic  Laboratories.  902  pp.  Illustrated.  Price  $21.00. 
C.  V.  Mosby  Company,  St.  Louis,  1964. 


Pediatric  ophthalmology.  Edited  by  L.  Byerly  Holt,  M.D., 
F I C S Surgical  Director,  Marguerite  Barr  Moon  Eye 
Research  Foundation,  Inc.,  Winston-Salem,  North  Caro- 
lina. 403  pp.  Illustrated.  Price  $12.00  Lea  & Febiger,  Phil- 
adelphia, 1964. 

Jan,  my  brain-damaged  daughter.  By  Camilla  M.  Anderson, 
M D Director,  Oregon  State  Hospital,  Outpatient  Depart- 
ment 188  pp.  Price  $1.75.  Durham  Press,  Portland,  Oregon, 
1963. 


Ear,  nose  and  throat  for  the  general  practitioner.  By  Albert 
P Seltzer,  M.D.,  M.Sc.,  Sc.D.(Med),  F.A.C.S.,  F.I.C.S.,  L.L.D. 
(Hon.),  Associate  Professor  of  Otolaryngology,  Graduate 
School  of  Medicine,  University  of  Pennsylvania;  Senior 
Attendent  in  Otolaryngology,  Albert  Einstein  Medical  Cen- 
ter Southern  Division,  Chief  of  Plastic  and  Reconstruc- 
tive Surgery,  St  Luke's  and  Children's  Medical  Center, 
Chief  of  Plastic  and  Reconstructive  Surgery,  Community 
Hospital,  Chief  of  Otolaryngology,  Mercy-Douglass  Hos- 
pital, Chief  of  Otolaryngology,  Philadelphia  General  Hos- 
pital, Philadelphia,  Pennsylvania.  231  pp.  Price  $7.74. 
Charles  C Thomas,  Springfield,  Illinois,  1964. 


Chemistry  and  prevention  of  congenital  anomalies.  By 
Hideo  Nishimura,  M.D.,  Dr.  Med.  Sci.  (Japan).  Professor 
of  Anatomy,  Kyoto  University,  Kyoto,  Japan  and  Visiting 
Scientist  (1962-1963)  The  Jackson  Laboratory,  Bar  Harbor, 
Maine,  U.S.A.  with  the  assistance  of  Joan  Staats,  M.S., 
Staff  Scientist,  The  Jackson  Laboratory,  119  pp.  Illustrated. 
Price  $5  75.  Charles  C Thomas,  Springfield,  Illinois,  1964. 


Accident  surgery,  volume  two.  Edited  by  H.  Fred  Moseley, 
M.A.,  D.M.,  M.Ch.  (Oxon.)  F.R.C.S.  (Eng.  and  Canada), 
F.A.C.S.,  Director  of  Accident  Service  and  Surgeon,  Royal 
Victoria  Hospital;  Associate  Professor  of  Surgery,  McGill 
University,  Montreal;  Hunterian  Professor,  Royal  College 
of  Surgeons  of  England.  374  pp.  Illustrated.  Price  $12.00. 
Appleton-Century-Crofts,  New  York,  1964. 

Diseases  of  medical  progress,  second  edition.  Edited  by 
Robert  H.  Moser,  M.D.,  F.A.C.P.,  Lieutenant  Colonel,  MC, 
USA,  Assistant  Chief,  Department  of  Medicine,  Director, 
Medical  Resident  Training,  Chief,  Hematology  Clinic,  U.S. 
Army  Tripler  General  Hospital,  Honolulu,  Hawaii.  543  pp. 
Price  $19.75.  Charles  C Thomas,  Springfield,  111.,  1964. 

New  and  nonofficial  drugs.  863  pp.  Price  $4.00.  J.  B.  Lip- 
pincott  Company,  Philadelphia,  1964. 

American  drug  index,  1964.  By  Charles  O.  Wilson,  Ph  D., 
Dean  and  Professor  of  Pharmaceutical  Chemistry,  School 
of  Pharmacy,  Oregon  State  University,  and  Tony  Everett 
Jones,  Ph.D.,  Associate  Professor  of  Pharmaceutical  Chem- 
istry, School  of  Pharmacy,  University  of  Colorado,  Direc- 
tor of  Pharmaceutical  Research,  Carbisulphoil  Company. 
772  pp.  Price  $6.75.  J.  B.  Lippincott  Company,  Philadelphia, 
1964. 

Fetal  and  infant  liver  function  and  structure.  Edited  by 
Harold  E.  Whipple  and  Consulting  Editor,  Julian  A.  Ster- 
ling. 558  pp.  Illustrated.  Price  $7.00.  New  York  Academy 
of  Sciences,  1963. 


Human  labor  and  birth.  By  Harry  Oxorn,  B.A.,  M.D.,  C.M., 
FACS  F.R.C.S.  ( C.) . Lecturer  in  Obstetrics  and  Gyne- 
cology McGill  University;  Associate  Obstetrician  and 
Gynecologist,  Royal  Victoria  Montreal  Maternity  Hosptal, 
Montreal,  Canada.  William  R.  Foote,  B.A.,  M.D.,  C.M., 
FACS  F R C.O.G.,  F.R.C.S.(C)  Associate  Professor  of 
Obstetrics  and  Gynecology,  McGill  University;  Obstetrician 
and  Gynecologist,  Royal  Victoria  Montreal  Maternity  Hos- 
pital, Montreal,  Canada.  485  pp.  Illustrated.  Price  $7.95. 
Appleton-Century-Crofts,  New  York,  1964. 


Sinoatrial  heart  block.  By  Richard  J.  Greenwood,  M.D., 
Assistant  Instructor  in  Medicine,  School  of  Medicine,  Uni- 
versity of  Pennsylvania,  and  David  Finkelstein,  M.D.,  As- 
sistant Professor  of  Cardiology,  Graduate  School  of  Medi- 
cine, University  of  Pennsylvania.  94  pp.  Hlustrated.  Price 
$4  50.  Charles  C Thomas,  Springfield,  Illinois,  1964. 


Diagnosis  and  treatment  of  blood  diseases.  By  M.  C.  G. 
Israels  M D.,  M.Sc.,  F.R.C.P.  Reader  in  Clinical  Haematol- 
ogy Univeristy  of  Manchester;  Consultant  Physician  with 
special  interest  in  Haematology,  United  Manchester,  Hos- 
pitals; Director  of  Department  of  Clinical  Haematology, 
University  and  Royal  Infirmary,  Manchester.  204  pp.  Illus- 
trated Price  $7.25.  Charles  C Thomas,  Illinos,  1964. 


Uses  of  psychology  in  geriatric  ophthalmology.  By  Werner 
Bab,  M.D.  Senior  Ophthalmologist,  Mount  Zion  Hospital 
and  Medical  Center,  San  Francisco,  California.  94  pp.  Price 
$5.00.  Charles  C Thomas,  Springfield,  Illinois,  1964. 

An  outline  of  pulmonary  function  and  pulmonary  emphy- 
sema. By  Eugene  Rosenman,  M.D.,  Assistant  Clinical  Pro- 
fessor of  Medicine  (Thoracic)  Loma  Linda  University, 
School  of  Medicine,  Los  Angeles,  California.  137  pp.  Illus- 
trated. Price  $6.50.  Charles  C Thomas,  Springfield,  Illi- 
nois, 1964. 


Vitamin  B12  co-enzymes.  Edited  by  Harold  E.  Whipple  and 
Consulting  Editor,  D.  Perlman.  Pages  547-921.  Illustrated. 
Price  $7.00.  New  York  Academy  of  Sciences,  1964. 

Leukopoiesis  in  health  and  disease.  Edited  by  Harold  E. 
Whipple  and  Consulting  Editor,  Howard  R.  Bierman.  Pages 
511-1092.  Illustrated.  Price  $8.00.  New  York  Academy  of 
Sciences,  1964. 

Physical  factors  and  modifications  of  radiation  injury. 
Edited  by  Harold  E.  Whipple  and  Consulting  Editor  L.  D. 
Hamilton.  717  pp.  Illustrated.  Price  $12.00.  New  York 
Academy  of  Sciences,  1964. 

Unusual  forms  and  aspects  of  cancer  in  man.  Edited  by 
Harold  E.  Whipple  and  Consulting  Editor  N.  Henry  Moss. 
Pages  717-1083.  Illustrated.  Price  $7.50.  New  York  Acad- 
emy of  Sciences,  1964. 

Immunologically  competent  cell;  its  nature  and  origin. 
Edited  by  G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B., 
M.R.C.P.,  and  Julie  Knight,  B.A.  110  pp.  Illustrated.  Little, 
Brown  and  Company,  Boston,  1963. 

Disorders  of  language.  Edited  by  A.  V.  S.  De  Reuck, 
M.Sc.,  D.I.C.,  A.R.C.S.  and  Maeve  O’Connor,  B.A.  356  pp. 
Illustrated.  Price  $11.00.  Little,  Brown  and  Company, 
Boston,  1964. 

Pulmonary  function  in  clinical  medicine.  By  B.  H.  Bass, 
M.D.,  M.R.C.P.,  Consultant  Physician,  Birmingham  Region- 
al Hospital  Board,  Birmingham,  England.  68  pp.  Illustrated. 
Price  $4.75.  Charles  C Thomas,  Springfield,  Illinois,  1964. 

Treatment  of  mycotic  and  parasitic  diseases  of  the  chest. 
Edited  by  John  D.  Steele,  M.D.  259  pp.  Illustrated.  Price 
$14.75.  Charles  C Thomas,  Springfield,  Illinois,  1964. 


Neurologic  manifestations  of  general  diseases.  By  John  A. 
Aita,  M.D.,  Ph.D.  Associate  Professor  of  Neurology  and 
Psychiatry,  University  of  Nebraska  College  of  Medicine, 
Omaha,  Nebraska.  921  pp.  Price  $24.50.  Charles  C Thomas, 
Springfield,  Illinois,  1964. 

Lectures  for  medical  technologists.  By  H.  Ivan  Brown, 
M D , Department  of  Pathology,  Methodist  Hospital  of  Cen- 
tral Illinois,  Peoria,  Illinois.  With  contributions  by  Naomi 
Buchanan,  Senior  Student  (Histopathology) ; Oscar  T.  Mon- 
son  B.Sc;  J.  Leonard  Watson,  B.Sc.,  Raymond  M.  Swicker, 
M.D.,  718  pp.  Illustrated.  Price  $19.50.  Charles  C Thomas, 
Springfield,  Illinois,  1964. 

Correctable  renal  hypertension.  By  Chester  C.  Winter, 
M.D.,  F.A.C.S.,  Professor  Department  of  Surgery,  Ohio 
State  University  College  of  Medicine;  Director,  Division 
of  Urology,  University  and  Children’s  Hospitals,  Columbus; 
and  Consultants  in  Urology,  Veterans  Hospital,  Dayton  and 
Wright-Patterson  Air  Force  Base  Hospital,  Fairborn,  Ohio. 
190  pp.  Illustrated.  Price  $7.50.  Lea  & Febiger,  Philadel- 
phia, 1964. 

Medical  sociology  and  cultural  anthropology  of  sport  and 
physical  education.  By  Ernst  Jokl,  M.D.,  University  of 
Kentucky,  Lexington,  Kentucky.  166  pp.  Illustrated.  Price 
$7.50.  Charles  C Thomas,  Springfield,  Illinois,  1964. 


A savage  place.  By  Frank  G.  Slaughter.  248  pp.  Price  $4.50. 
Doubleday  & Company,  Inc.,  Garden  City,  New  York,  1964. 

The  lung  and  its  disorders  in  the  newborn  infant.  By 
Mary  Ellen  Avery,  A.B.,  M.D.,  Assistant  Professor  of  Pedi- 
atrics, Johns  Hopkins  University  School  of  Medicine; 
Pediatrician-in-charge,  Newborn  Nurseries,  The  Johns 
Hopkins  Hospital.  Volume  I in  the  series  Major  Problems 
in  Clinical  Pediatrics.  Alexander  J.  Schaffer,  Consulting 
Editor.  224  pp.  Illustrated.  Price  $7.50.  W.  B.  Saunders 
Company,  Philadelphia,  1964. 

Aids  to  ethics  and  professional  conduct  for  student  radio- 
logic  technologists.  By  James  Ohnysty,  R.T.  (A.R.R.T. ), 
C.S.R.T.,  M.R.S.H.,  Department  of  Radiology,  Saint  Francis 
Hospital,  Colorado  Springs,  Colorado.  129  pp.  Price  $3.75. 
Charles  C Thomas,  Springfield,  Illinois,  1964. 

Chelation  therapy.  By  Alfred  Soffer,  M.D.,  Associate  in 
Medicine,  Northwestern  University  Medical  School,  Chica- 
go, Illinois.  Co-authors  Maynard  Chenoweth,  M.D.,  Gun- 
ther L.  Eichhorn,  Ph.D.,  Betty  Rosoff,  M.  S.,  Martin  Rubin, 
PhD.,  Herta  Spencer,  M.D.,  163  pp.  Illustrated.  Price  $8.00. 
Charles  C Thomas,  Springfield,  Illinois,  1964. 

Tired  businessman.  By  Sir  Heneage  Oglivie,  KBE,  F.R.C.S., 
M.D.  93  pp.  Price  $4.75.  Charles  C Thomas,  Springfield, 
Illinois,  1964. 
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H I don’t  sleep  well... I dream  a lot... 
wake  up  tired  and  irritable.  I don’t  have 
any  appetite  . . . I’ll  never  be  cured.  33 


RECOGNIZE 
THIS  PATIENT? 


When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

-add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.  4-  benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  'Deprol'  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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MEDICAL  TREATMENT  FOR  ALCOHOLISM 

A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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in  acute  nausea  and  vomiting 

Nausea  and  vomiting,  whether  induced  by  vertigo,  dizzi- 
ness or  motion  sickness,  are  effectively  controlled  by 
Dramamine  (dimenhydrinate).  Available  in  easy-to-take 
liquid  form  and  the  tablet  form  which  is  ideal  for  the 
traveler. 

Precautions:  Patients  should  be  cautioned  against  oper- 
ating automobiles  or  dangerous  machinery  because  of  pos- 
sible drowsiness.  Dimenhydrinate,  notably  nontoxic  itself, 
may  mask  the  symptoms  of  streptomycin  toxicity. 
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EDITORIAL 


guest  editorial:  Frequent  Visits  in  Management 
of  Chronic  Disease 


EDWARD  E.  ROSEN  BA  UM,M.D.(  Portland,  Oregon 


1 1 is  a well  recognized  fact  that  the  patient  with 
a chronic  disease  does  better  if  seen  frequently 
by  a physician.  This  improvement  is  in  no  way 
related  to  the  specific  drug  agents  that  might 
be  used.  It  is  a common  experience  that  the 
obese  patient  will  not  lose  weight  if  given  a 
specific  diet  and  an  anorexic  agent  unless  the 
patient  is  seen  at  frequent  intervals  by  the  at- 
tending physician.  The  mechanism  of  this  relief 
is  based  on  physician-patient  relationship,  but 
the  psychological  factors  involved  have  never 
been  thoroughly  understood  or  explained.  I am 
citing  a recent  experience  of  mine  which  illu- 
strates the  effect  of  repeated  patient  visits  and 
how  this  may  cause  a misinterpretation  of  the 
result  of  a new  therapy. 

The  patient  is  a sixty  year  old  white  male  and 
the  father  of  a medical  student.  Two  years  ago, 
he  had  a gastric  resection  for  a bleeding  duo- 
denal ulcer.  Following  the  gastric  resection,  he 
continued  to  have  ulcer  symptoms.  The  gastro- 
scopic  examination  showed  a marginal  ulcer. 
The  patient’s  stomach  was  then  frozen  accord- 
ing to  the  recent  technique  of  Wangensteen.  He 
had  relief  for  one  month  following  the  freezing 
and  then  a recurrence  of  his  ulcer  symptoms  in 
spite  of  the  fact  that  he  was  given  adequate  in- 


structions. His  wife  had  had  an  ulcer  of  her  own 
which  she  had  successfully  managed,  and  his 
son,  who  lived  with  him,  was  a senior  medical 
student.  The  patient’s  symptoms  became  so 
severe  that  the  son  requested  consultation  with 
another  physician  and  strongly  recommended 
that  the  patient  have  further  surgery.  Since  the 
other  physician  was  not  immediately  available 
for  consultation,  I suggested  to  the  patient  that 
while  we  were  waiting  for  his  consultation  ap- 
pointment, he  see  me  at  weekly  intervals.  Dur- 
ing this  period  of  time,  I made  no  change  in 
his  diet  or  medication.  Our  weekly  visits  simply 
consisted  of  short  conversations  and  a reitera- 
tion of  his  medications  and  diets.  He  has  been 
symptom  free  now  for  the  past  month.  In  discus- 
sing his  improvement,  I asked  him  what  changes 
had  brought  it  about,  and  he  stated  that  “now 
I am  seeing  you  regularly,  I am  careful  to  take 
my  milk  between  meals”.  When  I asked  why 
he  did  not  do  this  before  he  saw  me,  he  did  not 
know  the  answer.  This  case  illustrates  how  ef- 
fective frequent  patient-doctor  visits  are  and 
how,  if  we  had  been  enthusiastic  about  gastric 
freezing  and  seeing  the  patient  regularly,  we 
would  have  attributed  the  good  result  to  the 
gastric  freezing  instead  of  the  patient-doctor 
relationship.  ■ 
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Some  allergic  patients  need  more  relief 
than  a single  antihistamine  can  give 


For  more  complete  relief,  consider  the  antiallergic  formula 
that  includes  a vasoconstrictor  in  addition  to  two  antihis- 
tamines. The  vasoconstrictor  ingredient  in  Co-Pyronil  acts 
to  relieve  swelling  and  to  control  edema,  which  are  common 
symptoms  of  nasal  allergies,  urticaria,  and  minor  drug  reac- 
tions. Co-Pyronil  also  quickly  provides  more  complete  relief 
when  nasopharyngeal  swelling  is  responsible  for  secondary 
symptoms  of  earache  or  sinus  headache. 

Co-Pyronil’ 

Pyrrobutamine  Compound 


Side-Effects:  Drowsiness  is  sometimes  reported  at  the  beginning  of 
treatment  but  is  usually  transient.  In  rare  instances,  symptoms  of 
sympathetic  overstimulation  may  be  noted  from  the  vasoconstrictor 
ingredient  in  Co-Pyronil. 

Precautions  and  Contraindications:  Sensitivity  to  antihistamines  has 
occurred  but  is  rare.  Co-Pyronil  should  be  used  with  caution  in  the 
presence  of  hypertension,  cardiovascular-renal  disease,  and  hyper- 
thyroidism. As  with  any  preparation  containing  antihistamines  and 
sympathomimetics.  overdosage  may  produce  excessive  central-nervous- 
system  depression  or  stimulation. 


Each  Pulvule* contains  Pyronil®(pyrrobutamine.  Lilly).  15  mg./Histadyl® 
(methapyrilene  hydrochloride.  Lilly).  25  mg.  Clopane®  Hydrochloride 
(cyclopentamine  hydrochloride,  Lilly),  12.5  mg. 


Additional  information  available  upon  request. 
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Clinical  Experience  with  Serum  Glutamic  Oxaloacetic 
Acid  Transaminase  and  Lactic  Acid 
Dehydrogenase  Assays 

ROBERT  F.  FOSTE  R,M.D.  / Rl  C H A R D A.  N E V E',  Ph.D  / K A Z I M S. 

APAYDI  N,M.  D.  Seattle,  Washington 


Credit  was  due  to  Bodanski  for  pioneer  work 
in  the  biochemistry  of  enzymes  and  now  to  his 
associates  La  Due,  Wroblewski,  and  Karmen,1 
who  in  1954  found  that  glutamic  oxaloacetic  acid 
transaminase  ( SGOT ) was  released  into  the 
blood  from  infarcted  heart  muscle  in  amounts 
proportional  to  the  damage.  They  also  found 
that  this  transaminase  was  released  from  other 
tissues,  especially  the  liver;  hence  its  impor- 
tance in  the  diagnosis  of  myocardial  infarction 
and  hepatitis.  Our  experience  has  been  confined 


abstract 

FOSTER,  R.  F.,  R.  A.  NEVE',  K.  S.  APAYDIN  ( PrOVi- 

dence  Hospital,  Seattle,  Washington,  USA.)  Clinical 
experience  with  serum  glutamic  oxaloacetic  acid 
transaminase  and  lactic  acid  dehydrogenase  assays. 
Northwest  Med  63:  371-376  (June)  1964. 

Serum  transaminase  and  lactic  dehydrogenase 
are  not  significantly  elevated  as  result  of  infec- 
tion, degeneration,  cancer,  allergy,  congenital 
malformation,  pregnancy  or  delivery  unless 
there  is  acute  damage  to  heart,  skeletal  muscle, 
liver  or  kidney.  In  124  cases  of  myocardial  in- 
farction, transaminase  was  elevated  in  76.  In  20 
cases  of  the  same  disease,  dehydrogenase  was 
elevated  in  10.  High  incidence  of  normal  values 
for  both  enzymes  probably  reflects  the  fact  that 
serial  determinations  were  not  always  made. 
Striking  elevation  was  reported  in  47  of  48 
patients  suffering  liver  disease  of  various  types. 
Nine  of  ten  cases  of  congestive  failure  and  11  of 
13  of  pericarditis  had  normal  findings.  Eleva- 
tions were  noted  in  two  complicated  cases.  The 
report  is  based  on  study  of  charts  of  506  hos- 
pitalized patients  tested.  Serial  determination 
of  these  enzymes  is  recommended  in  study  of 
myocardial  infarction  and  liver  disease.  The 
future  promises  extension  of  these  applications. 

Dr.  Foster  is  Assistant  Clinical  Professor  of  Medicine, 
University  of  Washington  School  of  Medicine,  Seattle. 

Dr.  Neve  is  Associate  Professor  of  Biology  and  Head, 
Department  of  Biology,  Seattle  University. 


principally  to  SGOT  and  the  lactic  acid  dehydro- 
genase ( LDH ) enzymes  in  the  diagnosis  of  these 
two  diseases. 

biochemical  biopsy 

Enzymes  are  the  catalysts  of  cellular  bio- 
chemistry. Organizations  of  cells  contain  en- 
zymes in  amount  and  kind  that  are  highly 
specific  for  that  organ.  Necrosis  of  tissue  releases 
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foster,  r.  f.,  r.  a.  neve',  k.  s.  apaydin  (Provi- 
dence Hospital,  Seattle,  Washington,  USA.)  Clinical 
experience  with  serum  glutamic  oxaloacetic  acid 
transaminase  and  lactic  acid  dehydrogenase  assays. 
Northwest  Med  63:  371-376  (June)  1964. 

Las  transaminasa  y dehidrogenasa  lactica  no 
se  elevan  significamente  como  resultado  de  pro- 
cesos  infecciosos,  degeneraciones,  cancer,  aler- 
gias,  malformaciones  congenitas,  prehez  o parto, 
a menos  de  que  halla  patologia  aguda  del  cor- 
azon,  higado,  rinones  o musculo  estriado.  De  124 
casos  de  infarto  del  miocardio  la  transaminasa 
se  encontro  elevada  en  76.  De  20  casos  similares, 
la  dehidrogenasa  lactica  se  elevo  en  10.  La 
relativa  gran  incidencia  de  valores  normales  tal 
vez  se  debe  a que  no  se  tomaron  determinaciones 
en  serie  en  algunos  casos.  Elevaciones  notables 
se  encontraron  en  47  de  48  enfermos  con  procesos 
hepaticos  de  varios  tipos.  Nueve  de  diez  casos  de 
insuficiencia  cardiaca  y 11  de  13  casos  de  pericar- 
ditis dieron  valores  normales.  Elevaciones  se 
vieron  en  2 casos  con  complicaciones.  Este 
reporte  se  basa  en  el  estudio  de  histories  clinicas 
de  506  pacientes  de  hospital.  Se  recomienda 
determinaciones  repetidas  de  estas  enzimas  en 
casos  de  infarto  del  miocardio  o enfermedad 
hepatica.  El  futuro  promete  mas  amplio  uso  de 
estas  aplicaciones. 

Dr.  Apaydin  was  Research  Fellow.  Heart  Center,  Provi- 
dence Hospital,  Seattle. 

Read  before  the  73rd  Annual  Convention,  Washington 
State  Medical  Association,  Spokane,  Washington,  Septem- 
ber 18,  1962. 
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these  enzymes.  A particular  organ  may  be  dam- 
aged more  than  another  by  certain  diseases, 
causing  the  enzyme  content  of  the  organ  and 
the  perfusing  body  fluids  to  change  greatly.  In 
fact  the  enzyme  content  of  body  fluids  has  been 
found  to  increase  precipitously  in  the  course  of 
certain  diseases  so  that  the  amount  and  kind  of 
enzymes  may  reveal  the  organ  injured,  the 
severity  of  the  injury,  and  often  the  identity  of 
the  disease.  All  this  may  be  determined  by 
enzyme  assay  of  the  blood,  to  which  Wroblewski 
applies  the  term  biochemical  biopsy,  a simple 
procedure  in  contrast  to  tissue  biopsy.  There 
are  several  enzymes  of  this  class,  and  their  kind 
and  amount  can  be  determined  accurately  by 
methods  of  chromatography,  spectroscopy,  and 
colorimetry.  In  addition,  most  of  these  enzymes 
have  been  shown  by  electrophoresis  to  have 
several  forms  known  as  isoenzymes  and  in  these, 
according  to  Wroblewski,  may  rest  the  future 
importance,  in  that  a pattern  of  enzymes  and 
isoenzymes  may  be  characteristic  of  both  organ 
and  disease.2  3 

Serum  glutamic  oxaloacetic  acid  transaminase 
and  lactic  acid  dehydrogenase  are  found  in  hu- 
man serum  and  all  tissues,  but  especially  the 
heart  and  the  liver.  Normally  the  transaminase 
is  5 to  10  thousand  times  greater  in  concentra- 
tion in  the  myocardium  than  in  the  serum  or 
plasma;  the  dehydrogenase  less  so.  Only  actual 
necrosis  of  tissue  causes  a release  of  these  en- 
zymes. Injury  or  inflammation,  short  thereof, 
will  not.  The  relative  concentration  in  normal 
heart  muscle  is  300,000  units;  in  infarcted  heart 
muscle  5,000  units;  therefore  it  is  suspected  that 
the  infarcted  heart  muscle  leaks  these  enzymes 
into  the  serum. 

These  enzymes  in  blood  specimens  are  stable 
for  four  days  when  refrigerated  and  most  activ- 
ity is  still  present  for  30  days.  The  transaminase 
is  unaffected  by  freezing,  but  inactivated  at 
100  C.  The  erythrocyte  concentration  of  the 
transaminase  enzyme  is  8-10  times  that  of  the 
serum,  but  the  lactic  acid  dehydrogenase  is  1,000 
times  greater  in  both  the  erythrocytes  and  leu- 
kocytes. Therefore  it  can  be  seen  that  trauma 
of  routine  separation  of  cells  from  serum  and 
plasma  has  little  effect  on  transaminase,  but 
may  greatly  augment  the  dehydrogenase,  lead- 
ing to  laboratory  error.  Hemolysis  due  to  causes 
other  than  faulty  technic  may  also  elevate  these 


enzymes;  the  transaminase  to  a minor  degree, 
and  the  dehydrogenase  much  more  so. 

La  Due  states  that  in  the  dog  a myocardial 
infarct  of  one  gram  is  the  critical  size  to  elevate 
the  SGOT  and  an  infarct  of  35  grams  will  cause 
elevation  to  400  units.1 

These  serum  enzymes  are  not  significantly 
elevated  as  the  result  of  infection,  degeneration, 
cancer,  allergy,  congenital  malformation,  preg- 
nancy, or  delivery'  unless  there  is  acute  damage 
to  heart,  skeletal  muscle,  liver  or  kidney.  How- 
ever, the  transaminase  is  elevated  by  hemor- 
rhagic shock  within  3 hours,  presumably  from 
damage  to  the  liver.  Liver  damage  causes  much 
greater  elevations  of  these  serum  enzymes  than 
does  myocardial  infarction.  In  general,  if  the 
transaminase  is  elevated  over  400  units,  sources 
other  than  cardiac,  usually  hepatic,  must  be 
considered.  Central  liver  cell  damage  from  any 
cause  may  elevate  these  serum  enzymes  and  the 
overlap  of  myocardial  infarction,  shock,  and 
acute  passive  congestion  of  the  liver  may  con- 
tribute to  elevation  of  either  or  both.  Injury  to 
the  central  nervous  system  appears  not  to  ele- 
vate these  enzymes. 

Bang  and  La  Due,  analyzed  their  experiences 
with  31  patients  who  had  acute  myocardial  in- 
farction and  found  abnormally  elevated  SGOT 
levels  in  96  per  cent.5  Following  onset  of  pre- 
cordial pain,  transaminase  reached  its  peak 
activity'  in  24  to  48  hours  and  dropped  to  within 
normal  limits  by  the  sixth  day.  The  LDH 
reached  a peak  24  hours  later  than  transaminase 
and  persisted  for  the  11  days  observed.  This 
peak  was  neither  as  sharp  nor  displaced  as  far 
from  normal  values  as  that  of  the  transaminase. 

basis  of  study 

This  paper  reports  our  study  of  506  hos- 
pitalized patients,  several  with  multiple  admis- 
sions, and  was  based  on  charts  selected  from 
those  completed  during  the  period  1957  to  1962, 
in  a general  hospital  of  314  beds.  Enzyme 
studies  numbered  595.  It  is  noteworthy  that  use 
of  the  transaminase  assay  dates  back  only  to 
1954.  Charts  were  studied  to  obtain  data  on 
the  final  diagnosis,  the  SGOT  and  LDH 
assays,  the  day  of  illness  tested,  the  electrocar- 
diogram report;  and  additional  pertinent  infor- 
mation available  such  as  history,  fever,  leuko- 
cytosis, erythrocyte  sedimentation  rate,  indices 
of  jaundice,  necropsy  and  finally  the  attending 
physician’s  impression.  Reports  of  necropsy  were 
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available  in  18  cases.  Many  clinicians  contributed 
to  the  care  of  these  cases.  In  general  we  felt  that 
the  information  was  remarkably  complete  except 
that  the  number  of  enzyme  studies  per  patient 
appeared  to  be  insufficient. 

observations  and  discussion 

Most  of  the  elevated  serum  enzymes  were 
found  in  the  myocardial  infarction  and  liver 
disease  patients.  There  was  a scattering  of  ele- 
vated values  in  a variety  of  diseases,  but  in 
these,  usually  the  serum  enzyme  concentration 
was  either  only  slightly  elevated  or  normal.  In 
addition,  there  was  a wide  variety  of  malignant, 
infectious,  and  inflammatory  types  of  diseases 
in  which  the  enzyme  levels  were  normal.  The 
enzymes  were  elevated  in  only  10  of  89  cases  of 
coronary  insufficiency,  a surprisingly  low  inci- 
dence inasmuch  as  coronary  insufficiency  often 
leads  to  myocardial  infarction.  It  is  our  belief 
that  the  clinicians’  final  diagnoses  took  into 
consideration  the  reports  of  normal  serum 
enzymes.  However,  in  the  cases  of  myocardial 
infarction,  we  feel  that  there  was  a tendencv 
to  ignore  the  results  of  enzyme  studies  or  to 
neglect  the  value  of  serial  determination. 

Table  1 

SGOT  and  LDH  Levels  in  Myocardial  Infarction 
Normal  Elevated 


Cases 

Range* 

Cases 

Range* 

SGOT 

48 

up  to 
40 

76 

40-355 

LDH 

10 

up  to 
400 

10 

420-1290 

"for  Providence  Hospital 


In  124  cases  of  myocardial  infarction  the 
SGOT  was  elevated  in  76  and  normal  in  48, 
table  1.  The  large  number  of  normal  values 
obtained  is  perhaps  best  explained  by  the  fact 
that  the  tests  were  usually  made  too  early  or 
too  late  in  the  course  of  the  illness.  In  10  of 
these  cases  the  ancillary  data  indicated  that 
myocardial  infarction  actually  was  present.  Of 
these  124  cases  of  myocardial  infarction,  only 
20  LDH  tests  were  ordered,  of  which  10  were 
elevated  and  10  normal,  table  1.  With  this 
enzyme  also,  the  large  number  of  normal  values 
is  very  likely  due  to  early  testing.  A comparison 
between  the  two  enzymes  is  difficult  because 
the  clinicians  tended  to  use  one  or  the  other 
but  seldom  ordered  both  at  the  same  time. 

Only  four  cases  of  myocardial  infarction 
were  found  in  which  both  tests  had  been  ob- 
tained and  were  both  elevated.  In  one  case 


the  transaminase  was  elevated  and  the  dehydro- 
genase was  normal.  In  three  cases  the  trans- 
aminase was  normal  and  the  dehydrogenase 
was  elevated.  Again,  timing  of  the  tests  and 
serial  determinations  appealed  to  be  the  im- 
portant factors,  so  frequently  overlooked. 

Table  2 

LDH  Levels  in  6 Patients  Who  Died  From  Myocardial  Infarction 

Day  of 

Test  LDH 

1 700 

1 1200 

1 820 

3 860 

6 1180 

6 376 

There  were  30  deaths  and  18  necropsies  in 
the  506  cases.  There  were  15  deaths  in  the 
myocardial  infarction  group.  In  these  the  trans- 
aminase ranged  from  13  to  133  units.  These  low 
figures  are  in  contrast  to  those  of  La  Due,  who 
found  a rough  correlation  of  increased  mortality 
with  increased  serum  levels.  LDH  was  elevated 
promptly  after  onset.  Values  ranged  as  shown 
in  table  2.  Attention  is  directed  to  this  eleva- 
tion of  the  dehydrogenase,  which  occurred 
earlier  and  went  to  higher  levels  than  in  other 
cases  of  myocardial  infarction.  It  suggests  that 
the  two  tests  together  and  serially  may  be  of 
greater  prognostic  value  than  either  alone. 

In  cases  of  acute  myocardial  infarction  the 
serum  enzyme  results  were  correlated  with  elec- 
trocardiogram reports.  In  the  124  cases,  the  two 
serum  enzymes  and  the  electrocardiogram  to- 
gether had  diagnostic  value  in  62.  Four  of  the 
124  cases  did  not  have  electrocardiograms.  En- 
zyme determinations  alone  had  diagnostic  value 
in  34  cases.  In  18  cases  neither  enzymes  nor  elec- 
trocardiograms had  diagnostic  value. 

Enzymes  and  electrocardiograms  were  corre- 
lated also  in  coronary  insufficiency.  Both  were 
normal  in  26  cases;  both  were  abnormal  in 
eight  cases,  but  the  electrocardiogram  alone  was 
abnormal  in  67  cases.  This  is  consistent  with 
the  interpretative  ability  of  the  electrocardio- 
gram to  reveal  ischemia  and  the  enzymes  to 
reveal  infarction. 

In  nine  cases  of  pulmonary  infarction  the 
enzymes  were  normal  in  five  and  elevated  in 
four,  and  markedly  so  in  generally  complicated 
cases;  for  example,  in  one  case,  the  SGOT 
levels  were  4700  units  on  the  7th  day  and  31 
units  on  the  17th  day.  Necropsy  showed  old 
myocardial  infarction,  thrombophlebitis,  pul- 
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monary  infarction,  pericarditis  and  congestive 
failure.  Wacker  reported  differentiation  of  myo- 
cardial from  pulmonary  infarction  by  the  find- 
ing, in  myocardial  infarction,  of  normal  trans- 
aminase, elevated  dehydrogenase  and  elevated 
serum  bilirubin.  Our  data  are  inadequate  on 
this  point. 


Table  3 

Serum  Enzyme*  Levels  in  276  Cardiovascular  and 
Pulmonary  Cases  Except  Myocardial  Infarction 


Diagnosis 

No. 

Elevated 

Normal 

Coronary  insufficiency 

89 

10 

79 

ASCVD 

47 

2 

45 

HCVD 

10 

0 

10 

No  CVD 

6 

0 

6 

Chest  pain  c.u. 

23 

2 <*  » 

22 

VHD 

4 

0 

4 

Pulmonary  infarction 

9 

4 

5 

Arrhythmia  and  tachycardia  6 

Y o <* 

5 

Pericarditis 

13 

2 

11 

Acute  myocarditis 

1 

0 

1 

Congestive  failure 

10 

1 

9 

Pneumonia 

17 

1 

16 

Bronchitis 

8 

0 

8 

Bronchial  asthma 

3 

0 

3 

Pleurisy  (1  with  effusion) 

4 

0 

4 

Rib  and  muscle  contusion 

1 

0 

1 

NCA,  syncope,  etc. 

9 

0 

9 

FUO 

5 

0 

5 

SBE 

1 

1 

0 

Cerebral  thrombosis 

10 

1 

9 

Total 

276 

24 

252 

“Transaminase  except  where  indicated  otherwise. 
““LDH 


Table  4 

SGOT  Levels  in  Acute  Hepatitis 

Hosp.  Day 

Disease  Case  SGOT  Units  of  Test 


Acute 

Hepatitis 


1 400  4 

2 1175  4 

3 411  6 

4 770  (SBR  8.5)“  7 

5 132  1 

6 1260  2 

7 120  13 

8 530  4 

9 6850  (SBR  8)“  7 

10  1100  6 

11  700  4 

12  <40  ? 


“serum  bilirubin 


table  4.  In  cirrhosis  of  the  liver  six  of  nine  cases 
showed  serum  transaminase  elevations  on  the 
first  day  of  hospitalization  ranging  from  64  to 
875  with  mean  of  246  and  median  of  126,  table 
5.  Five  of  eight  cases  of  acute  cholecystitis 
without  jaundice  showed  moderately  high  serum 
transaminase  elevation,  table  6.  In  jaundiced 
cases,  three  with  cholelithiasis  and  six  with 
common  duct  stone  showed  slightly  elevated 
transaminase  (55-430  units),  table  7.  The  one 
thorazine  jaundice  case  showed  normal  trans- 
aminase. This  may  be  important  in  differential 
diagnosis,  table  6. 


In  13  cases  of  pericarditis,  the  enzymes  were 
normal  in  11  uncomplicated  cases.  This  appears 
to  be  important  in  differentiation  of  pericarditis 
from  myocardial  infarction.  Congestive  failure 
is  stated  to  elevate  the  serum  enzymes  occasion- 
ally. In  9 of  10  cases  in  this  series  the  enzymes 
were  normal.  The  pulmonary  inflammatory 
diseases,  with  only  one  exception,  showed  nor- 
mal tests.  Again  this  appears  to  be  important  in 
the  differentiation  of  chest  pains,  table  3.  Infarc- 
tions in  other  organs,  except  the  brain,  are  not 
included  in  this  report.  In  10  cases  of  cerebral 
thrombosis,  only  one  showed  a slight  elevation 
of  transaminase  and  here  it  went  only  to  46  units. 
Five  cases  of  fever  of  undetermined  origin  had 
normal  serum  enzymes. 

Acute  hepatitis,  with  one  exception,  showed 
early,  late  and  marked  elevation,  at  least  twice 
normal.  All  had  marked  elevation  of  the  serum 
bilirubin.  In  acute  hepatitis  and  obstructive 
biliary  tract  disease  the  enzymes  tended  to 
parallel  the  degree  of  jaundice.  One  case  of 
acute  hepatitis  showed  a serum  transaminase 
of  6850  and  a serum  bilirubin  of  only  eight, 


Table  5 

SGOT  Levels  in  Cirrhosis 


Disease  Case 

Cirrhosis  1 

2 
2 

3 

4 

5 

6 
6 


Hosp.  Day 


SGOT  Units  of  Test 

205  1 

123  1 

138  7 

79  1 

129  1 

875  1 

64  1 

78  26 


Indication  for  surgery  in  jaundice  cases  is 
often  a diagnostic  problem.  This  review  of 
charts  helped  to  confirm  the  experience  of  others 
that  the  serum  enzyme  tests  including  the  alkal- 
ine phosphatase  can  greatly  assist  in  the  differ- 
entiation of  extra  hepatic  biliary  obstruction 
from  acute  hepatitis.  Experience  shows  that  in 
extra  hepatic  biliary  obstruction,  the  serum  trans- 
aminase is  lower  (under  400)  and  the  serum 
alkaline  phosphatase  higher  than  in  acute 
hepatitis. 

Three  miscellaneous  cases,  infectious  mono- 
nucleosis, multiple  myeloma  and  alcoholism, 
showed  slightly  elevated  serum  transaminase 
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Table  6 

Table  7 

SGOT  Levels  in  51  Cases 

of  Hepatic  Disease, 

Extra-Hepatic 

SGOT  Levels  in  Biliary  Diseases 

not  Primarily  Hepatic 

Biliary  Diseases,  and  Diseases  Capa 

ble  of  Causing  Hepatitis 

Hosp.  Day 

Disease 

Cases 

Elevated 

Normal 

Disease  Case 

SGOT  Units  of  Test 

Acute  hepatitis 

12 

11 

1 (old?) 

Carcinoma  of 

Chronic  hepatitis 

1 

0 

1 

Pancreas  and 

4 

Cirrhosis 

8 

5 

3 

Liver  1 

130 

(SBR  10.9)° 

Carcinoma-pancreas 

Cholecystitis  with- 

and liver 

1 

1 

0 

out  jaundice  1 

385 

1 

Not  jaundiced 

2 

325 

2 

cholecystitis 

8 

5 

3 

3 

74 

1 

cholelithiasis 

3 

2 

1 

4 

52 

1 

jaundiced  and  obstructed 

Cholelithiasis  with- 

cholelithiasis 

3 

3 

0 

out  jaundice  1 

74 

1 

choledocholithiasis 

6 

6 

0 

2 

52 

1 

J aundice-thorazine 

1 

0 

1 

Cholelithiasis  with 

Jaundice-c.u. 

2 

1 

1 

jaundice  1 

67 

1 

Jaundice-toxic 

1 

1 

0 

2 

164 

(SBR  2.47)°  2 

Pancreatitis 

2 

1 

1 

3 

325 

2 

Total 

48 

36 

12 

Choledocholithiasis 

Miscellaneous06 

with  jaundice  1 
2 

115 

124 

2 

5 

Inf.  Mononucl. 

1 

1 

0 

3 

55 

4 

Mult.  Myeloma 

1 

1° 

0 

4 

430 

LDH  4 

Alcoholism 

1 

1 

0 

Total 

51 

39 

12 

6 serum  bilirubin 

6 LDH  determination. 

00  Included  because  frequently  complicated  by 

liver  involvement. 

levels.  All  are  known  to  affect  the  liver,  which 
fact  may  explain  the  elevation,  table  6. 

Normal  SGOT  and  LDH  levels  were  observed 
in  a wide  variety  of  diseases,  table  8.  Serum 
enzymes  were  normal  in  all  neoplastic  diseases; 
two  cases  of  carcinoma  colon,  one  of  carcinoma 
of  the  pancreas,  one  of  carcinoma  of  the  bron- 
chus, one  of  carcinoma  of  the  prostate,  one  of 
leukemia,  one  of  lymphoblastoma  and  one  of 
brain  tumor.  Serum  enzymes  were  normal  in  a 
number  of  gastrointestinal  diseases;  two  cases 
of  intestinal  obstruction,  one  of  regional  ileitis, 
one  of  diverticulitis  of  the  colon.  Serum  enzymes 
were  normal  in  a number  of  inflammatory 
diseases;  one  case  of  pyelonephritis,  one  of  bur- 
sitis, three  cases  of  phlebitis,  three  of  virus  in- 
fection, one  of  catarrhal  infection,  one  of  tonsil- 
litis, one  of  labyrinthitis,  nine  cases  of  acute 
gastroenteritis  and  one  of  osteomyelitis.  They 
were  normal  in  a variety  of  other  diseases;  one 
case  of  benign  prostatic  hypertrophy,  one  of 
fracture  of  the  spine,  two  of  epilepsy,  four  of 
cardiospasm  and  esophagitis,  one  of  urticaria, 
one  of  sickle  cell  anemia,  one  of  emphysema, 
four  of  peptic  ulcer,  and  one  of  skull  fracture. 
conclusions 

1.  It  is  hoped  that  this  experience  with  SGOT 
and  LDH  tests  in  a general  hospital  will  be 
helpful  in  showing  the  practical  value,  the  dif- 
ficulties, the  possible  errors  of  interpretation. 


and  the  way  in  which  these  tests  may  be  more 
helpful. 

2.  Three  findings  in  this  study  of  serum 
enzyme  levels  are  worthy  of  note:  a.  The  slgni- 
cant  percentage  of  elevated  tests  in  myocardial 
infarction,  b.  The  very  high  percentage  of 
positive  tests  in  liver  disease,  c.  The  almost  uni- 
formly normal  SGOT  values  in  simple  myocar- 
dial ischemia,  the  inflammatory  diseases,  malig- 
nant diseases  and  a wide  variety  of  other 
diseases  characterized  by  an  absence  of  necrosis. 

3.  Although  these  observations  are  inconclus- 
ive, serum  enzyme  studies  may  be  of  more  value 
on  relative  merits  than  the  electrocardiogram,  in 
the  diagnosis  of  myocardial  infarction.  The  lat- 
ter, while  giving  much  information  relative  to 
necrosis,  ischemia,  arrhythmia,  conduction  de- 
fects, and  preponderance,  is  often  confusing 


Table  8 

Diseases  with  Normal  SGOT  and  LDH  Levels 

Cases  Cases 


Carcinoma-Colon  2 

Carcinoma-Pancreas  1 

Carcinoma-Bronchus  1 

Carcinoma-Prostate  1 

Leukemia  1 

Lymphoblastoma  1 

Brain  Tumor  1 

Intestinal  obstruction  2 

Regional  Ileitis  1 

Abdominal  pain  c.u.  3 

Pyelonephritis  1 

Bursitis  1 

Virus  infection  3 

Catarrhal  infection  1 

Tonsillitis  acute  1 


Labyrinthitis  1 

Gastroenteritis  9 

Osteomyelitis  1 

Benign  Prostatic 

Hypertrophy  1 

Fracture  Spine  1 

Epilepsy  2 

Cardio  spasm  and 

oesophagitis  4 

Urticaria  1 

Sickle  Cell  Anemia  1 
Emphysema 

Peptic  Ulcer  4 

Skull  Fracture  1 

Total  47 
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because  of  abnormalities  other  than  acute  myo- 
cardial infarction. 

4.  The  finding  of  normal  serum  enzyme  levels 
in  diseases  with  signs  and  symptoms  resembling 
myocardial  infarction;  such  as  angina  pectoris, 
pericarditis,  valvular  heart  disease,  pleuritis, 
and  pneumonia,  appears  to  be  of  immense  value. 

5.  The  time  of  serum  sampling  for  the  deter- 
mination of  both  transaminase  and  dehydro- 
genase is  important.  Serum  transaminase  level 
rises  sharply  and  early.  Lactic  dehydrogenase 
comes  up  later  and  the  rise  is  more  prolonged; 
although  in  death  cases  the  dehydrogenase  ele- 
vation appeared  early  and  remained  high.  In 
myocardial  infarction  the  overall  percentage  of 
positive  results  was  greater  with  transaminase 
than  dehydrogenase;  however  experience  with 
dehydrogenase  was  not  nearly  as  great  as  with 
transaminase. 

6.  Serum  enzyme  studies  prove  to  be  impor- 
tant in  the  diagnosis  of  liver  disease,  particularly 
hepatitis,  and  in  differentiation  of  jaundice  due 
to  hepatitis  from  jaundice  due  to  extra-hepatic 
biliary  obstruction. 

7.  From  these  studies,  and  from  those  of 


others,  it  is  apparent  that  proper  timing  is  of 
paramount  importance.  Two  SGOT  determin- 
ations, one  on  the  first  day  and  one  after  the 
fifth  day  of  coronary  occlusion  usually  are  of 
no  value.  Proper  timing  and  serial  determination 
of  the  serum  enzymes  will  greatly  aid  in  the 
diagnosis  of  myocardial  infarction,  liver  disease 
and  a host  of  other  diseases  as  well.* 

1538  Medical  Dental  Bldg. 

(98101)  (Dr.  Foster) 
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The  Effectiveness  of  Erythromycin  in  the 
Treatment  of  Office  Patients 

J.  ARTHUR  M A Y,  M.  D.  Portland,  Oregon 


Erythromycin,  a growth  product  of  Streptomy- 
ces  erythreus,  is  classed  as  a bactericidal  as  well 
as  a bacteriostatic  antibiotic.1-4  Its  record  of 
safety  is  unparalleled;  side  effects  being  relatively 
infrequent  and  usually  minor  when  they  oc- 
cur.5-10 Erythromycin  has  not  been  shown  to 
cause  blood  dyscrasia,  kidney  damage,  neuro- 
toxicity or  photosensitivity;  the  stearate  and 
ethyl  succinate  salts  have  not  been  the  cause  of 
liver  toxicity  as  seen  with  the  propionyl  ester 
lauryl  sulfate  of  this  antibiotic.11  Allergy  has  not 
been  a frequent  problem. 

The  combination  of  bactericidal  action  and 


Dr.  May  is  Assistant  Clinical  Professor  of  Pediatrics, 
University  of  Oregon  Medical  School. 

From  the  Children’s  Clinic,  Portland,  Oregon,  and  the 
Department  of  Pediatrics,  University  of  Oregon  Medical 
School. 


low  toxicity  indicates  that  erythromycin  should 
be  an  effective  antimicrobial  agent  in  the  treat- 
ment of  certain  types  of  bacterial  infections. 

This  report  presents  the  results  of  a study 
undertaken  to  determine  the  effectiveness  of 
erythromycin  in  the  therapy  of  infections  en- 
countered in  the  office  practice  of  pediatrics. 

methods 

Two  hundred  and  five  patients  with  the  clini- 
cal diagnosis  of  an  acute  infectious  process  were 
studied.  In  all,  257  diagnoses  were  made:  3 were 
made  simultaneously  in  one  patient;  2 were  coin- 
cident in  fifty'  of  the  patients.  All  patients  were 
in  the  pediatric  age  group,  with  180  being  under 


This  study  was  supported  by  a grant  from  Abbott  Labor- 
atories, North  Chicago,  Illinois. 
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10  years  of  age.  Only  patients  who  were  ill  with 
fever  and  general  malaise  were  included,  table  1. 


Table  1 

Clinical  Diagnoses  in  205  Patients 


Diagnosis 

No.  of  Patients 

Tonsillitis 

105 

Pharyngitis 

77 

Otitis  media 

26 

Lymphadenitis 

16 

Bronchitis 

8 

Otitis  media,  suppurative 

6 

Scarlatina 

6 

Infectious  mononucleosis 

4 

Skin  abscess 

3 

Cellulitis 

1 

Gastroenteritis 

1 

Impetigo 

1 

Laryngitis 

1 

Pyelonephritis 

1 

Sinusitis 

1 

From  each  of  the  patients  one  culture  was 
obtained.®  Sources  of  the  cultures  were  as  fol- 
lows: throat  195;  skin  5;  ear  4;  nasopharynx  1. 


abstract 

may,  j.  Arthur  (1440  S.  W.  Taylor,  Portland,  Ore- 
gon, USA.)  Effectiveness  of  erythromycin  in  the 
treatment  of  office  patients.  Northwest  Med  63: 
376-379  (June)  1964. 

Two  hundred  and  five  children,  clinically  ill 
with  a variety  of  infections  were  treated  with 
erythromycin.  Cultures  were  obtained  from 
each  patient  prior  to  the  start  of  therapy.  When 
the  response  to  therapy  was  analysed  according 
to  clinical  diagnosis  the  patients  were  cured  or 
improved  in  all  but  five  instances. 

In  seventy-five  cases  a beta  hemolytic  strep- 
tococcus or  hemolytic  staphylococcus  aureus, 
coagulase  positive,  was  isolated  by  culture  and 
was  associated  with  fever,  pharyngitis,  eleva- 
tion of  the  white  blood  count  over  15,000  and 
a differential  count  of  at  least  75  per  cent  poly- 
morphonuclear cells.  In  all  but  three  cases  the 
patients  responded  rapidly  to  therapy. 

There  were  few  side  effects  with  no  indica- 
tion of  any  allergic  manifestations  due  to 
therapy. 

This  study  provides  evidence  that  erythromy- 
cin is  a safe  and  effective  drug  in  the  treatment 
of  certain  bacterial  infections  in  children. 

’Culture  swabs  placed  in  brain  heart  infusion  broth 
and  plated  on  blood  agar  plates  (5  per  cent  sheep  blood  in 
bacto  blood  agar  base).  Gram  negative  bacilli  identified  on 
EMB  media  and  other  media  as  indicated.  All  cultures  were 
performed  by  Manlove  Laboratories,  Portland,  Oregon. 


The  in  vitro  sensitivity,  or  resistance,  of  the 
organisms  to  erythromycin,  chloramphenicol, 
penicillin,  tetracycline,  staphcillin  and  furadan- 
tin  was  determined  by  the  sensitivity  disc  plate 
technique.®®  Total  and  differential  white  blood 
cell  counts  were  done  on  all  patients  before 
therapy  was  started. 

Patients  in  whom  defervescence  and  subsi- 
dence of  symptoms  occurred  before  48-72  hours 
were  considered  as  cured  while  those  in  whom 
complete  recovery  did  not  occur  until  after  72 
hours  were  recorded  as  improved.  Patients  in 
whom  signs  of  symptoms  persisted  beyond  72 
hours  were  considered  to  be  unimproved. 
treatment 

Erythromycin  therapy  was  initiated  in  all  pa- 
tients at  the  time  the  clinical  diagnoses  were 
established  and  before  the  results  of  cultures 
and  sensitivity  tests  were  available.  Of  the  205 
patients,  114  received  reconstituted  erythromycin 
ethyl  succinate  granules  and  31  received  eryth- 
romycin stearate  administered  orally.®®®  An 

abstract  o 

MAY,  j.  ARTHUR  (1440  S.  W.  Taylor,  Portland,  Ore- 
gon, USA.)  Effectiveness  of  erythromycin  in  the 
treatment  of  office  patients.  Northwest  Med  63: 
376-379  (June)  1964. 

Se  trataron  con  eritromicina  205  nihos  clini- 
camente  sufriendo  diversos  procesos  infecciosos. 
Se  obtuvieron  cultivos  antes  de  comenzar  el 
tratamiento.  Despues  de  comparer  la  respuesta 
al  tratamiento  de  acuerdo  con  el  diagnostico 
clinico,  estos  pacientes  fueron  “curados”  o 
“mejorados”  en  todos  los  casos  excepto  cinco. 

En  75  casos  se  obtuvo  en  el  cultivo  un 
estreptococo  beta-hemolitico  o un  estafilococo 
coagulasa-positivo  y estos  se  asociaron  con  fiebre, 
faringitis  y elevacion  de  globulos  blancos  por 
encima.de  15,000  y una  cuenta  diferencial  de  al 
tnenos  75  per  ciento  neutrofilos.  Los  enfermos 
respondieron  al  tratamiento  en  todos  los  casos 
excepto  tres. 

Hubo  posos  leves  efectos  adversos  y ni  un  solo 
caso  de  alergia  al  antibiotico. 

Este  estudio  suporta  la  evidencia  que  la  eritro- 
micina es  un  antibiotico  seguro  y eficaz  en  el 
tratamiento  de  determindas  infecciones  bacter- 
iales  en  nihos. 

**BBL  disc  on  5 per  cent  sheep  blood  agar. 

***The  preparations  of  erythromycin  used  were  supplied 
as  follows  by  Abbott  Laboratories,  North  Chicago,  111.: 
erythromycin  ethyl  succinate  as  Erythrocin  Granules  and 
Erythrocin — I.M.;  erythromycin  stearate  as  Erythrocin 
Filmtab  tablets. 
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initial,  single,  intramuscular  injection  of  eryth- 
romycin ethyl  succinate  was  administered  to  the 
other  60  patients,  of  whom  54  received  the  re- 
constituted granules  and  6 received  erythromycin 
stearate  following  injection. 

The  recommended  daily  dose  of  these  forms 
of  erythromycin  for  children  is  14  mg/lb/day 
with  a maximum  of  23  mg/lb/day.  The  majority 
of  patients  included  in  this  report  received  dos- 
ages which  were  within  this  recommended  range, 
the  mean  daily  dose  for  patients  under  70  lbs 
being  14.35  mg/lb/day. 

Patients  were  treated  for  variable  periods,  with 
a range  of  3-15  days.  The  mean  duration  of 
therapy  was  7.1  days.  The  duration  of  therapy 
was  primarily  determined  by  the  type  and 
severity  of  the  infection  being  treated.  In  the 
cases  of  scarlatina  and  other  infections  caused 
by  beta  hemolytic  streptococci,  therapy  was 
maintained  in  all  instances  for  a minimum  of  ten 
days. 


Table  2 

Response  to  Erythromycin  Therapy  According  to 
Clinical  Diagnoses 


Major  Diagnosis 
Tonsillitis 
Pharyngitis 
Otitis  media 
Bronchitis 
Otitis  media, 
suppurative 
Scarlatina 
Cellulitis 
Impetigo 
Laryngitis 
Sinusitis 
Total 


Recovery' 

Complete 

95 

61 

21 

6 

4 

5 
1 
1 
0 
1 

195 


Improved 

9 

14 

5 

1 

1 

1 

0 

0 

1 

0 

32 


Not 

Improved 

1 

2 

0 

1 

1 

0 

0 

0 

0 

0 


results 

Table  2 presents  the  overall  response  to  eryth- 
romycin according  to  the  clinical  diagnoses. 

The  isolation  of  an  organism  on  culture  does 
not  per  se  establish  its  etiologic  relationship 
to  the  infection.  The  effectiveness  of  an  anti- 
microbial agent  must  be  determined,  therefore, 
in  those  instances  where  the  organism  isolated 
is  presumed  to  be  pathogenic  and  where  the 
signs  and  symptoms  are  suggestive  of  infection 
with  that  organism. 

Of  the  organisms  cultured  from  the  205  pa- 
tients, it  was  presumed  that  the  beta  hemolytic 
streptococcus  and  the  hemolytic  staphylococcus 
aureus,  coagulase  positive,  were  most  likely  to 
be  pathogenic.  The  presence  of  pharyngitis, 
fever,  elevation  of  the  white  blood  cell  count 


over  15,000  and  a differential  count  of  at  least 
75  per  cent  polymorphonuclear  leukocytes  in 
association  with  isolation  of  either  of  these  or- 
ganisms justifies  the  assumption  that  these  or- 
ganisms caused  the  illness. 


Table  3 


Response  to  Erythromycin 

Therapy 

Complete 

Not 

Organism  Recovery  Improved 
Beta  hemolytic 

Improved 

Total 

strep.  53  5 

(pyogenes) 

Hemolytic 

0 

58 

staph  13  2 

(aureus) 

2 

17 

Table  3 shows  the  response  to  therapy  of  those 
infections  which  were  considered  by  the  above 
criteria  to  be  due  to  beta  hemolytic  strepto- 
coccus or  hemolytic  staphylococcus  aureus. 

It  is  clear  from  these  figures  that  erythromycin 
is  an  effective  agent  in  the  treatment  of  these 
infections.  The  clinical  response  of  these  patients 
correlated  well  with  the  in  vitro  sensitivity  of 
the  organism  to  erythromycin,  table  4. 

Table  4 

Sensitivity  of  Beta  Hemolytic  Streptococcus  and 
Hemolytic  Staphylococcus  Aureus  to 
Erythromycin  and  Other  Antibiotics 


Antibiotic 

Beta  hemolytic 
Strep. 

Hem.  Staph. 
( aureus ) 

Sens 

Resis. 

Sens. 

Resis. 

Erythromycin 

55 

3 

15 

2 

Chloramphenicol 

57 

1 

i6 

1 

Penicillin 

54 

4 

7 

8 

Tetracycline 

55 

3 

13 

4 

Staphcillin 

46 

12 

14 

3 

Streptomycin 

34 

24 

10 

7 

Furadantin 
side  effects 

57 

1 

15 

2 

Side  effects  were  infrequent  with  either  form 
of  erythromycin,  as  indicated  in  table  5,  and  in 
no  instance  required  discontinuation  of  therapy. 


comments 

The  effectiveness  of  antibiotic  therapy  can  be 
evaluated  only  when  the  causative  relationship 
of  an  organism  isolated  to  the  clinical  infection 
can  be  shown.  In  many  instances  this  relationship 
is  difficult  to  prove  unless  antibody  titers  and 
other  laboratory  procedures  are  employed.  It 
has  been  accepted,  however,  that  a positive  cul- 
ture of  beta  hemolytic  streptococcus  with  the 
association  of  clinical  findings  such  as  pharyn- 
gitis, fever,  white  blood  cell  count  over  15,000 
with  a shift  to  the  left  in  the  differential  count 
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Table  5 

Side  Effects  from  Erythromycin  Therapy 


Erythromycin 

Erythromycin 

Total 

Ethyl  Succinate 

Stearate 

Patients  205 

168 

37 

Side  effects: 

Diarrhea  8 

7 

1 

Vomiting  0 

0 

0 

Nausea  0 

0 

0 

Abdominal 

pain  1 

0 

1 

Skin  eruption  5 

3 

2 

Urticaria  0 

0 

0 

Other  1 

0 

1 

is  presumptive  evidence  of  a causal  relation- 

ship.1-  Although 

somewhat  less 

definite,  the 

same  correlation  may  establish  the  pathogenicity 
of  hemolytic  staphylococcus  aureus,  coagulase 
positive. 

This  study  demonstrates  that  with  the  use  of 
reliable  professional  laboratories,  careful  initial 
evaluation  and  subsequent  thorough  follow-up 
of  patients,  it  is  possible  to  evaluate  the  effec- 
tiveness of  antimicrobial  agents  in  the  office 
practice  of  pediatrics. 

Whereas  it  is  suggestive  that  erythromycin  is 
effective  in  many  types  of  infections  seen  in 
office  practice,  it  is  extremely  effective  in  those 
infections  due  to  beta  hemolytic  streptococcus 
and  hemolytic  staphylococcus  aureus. 

summary 

Two  hundred  and  five  children,  clinically  ill 
with  a variety  of  infections  were  treated  with 
erythromycin.  Cultures  were  obtained  from  each 
patient  prior  to  the  start  of  therapy.  When  the 
response  to  therapy  was  analysed  according  to 
clinical  diagnosis  the  patients  were  cured  or 
improved  in  all  but  five  instances. 

In  seventy-five  cases  a beta  hemolytic  strep- 


tococcus or  hemolytic  staphylococcus  aureus,  co- 
agulase positive,  was  isolated  by  culture  and 
was  associated  with  fever,  pharyngitis,  elevation 
of  the  white  blood  count  over  15,000  and  a dif- 
ferential count  of  at  least  75'  per  cent  polymor- 
phonuclear cells.  In  all  but  three  cases  the  pa- 
tients responded  rapidly  to  therapy. 

There  were  few  side  effects  with  no  indica- 
tion of  any  allergic  manifestations  due  to 
therapy. 

This  study  provides  evidence  that  erythromy- 
cin is  a safe  and  effective  drug  in  the  treatment 
of  certain  bacterial  infections  in  children.  ■ 

1440  S.W.  Taylor  (97205) 
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Social  Insurance  Medical  Care  in  Japan 

S.  K A W A B A T A,  M.  D.  / H.  MU  RA  K AM  l,M.D.  Kyoto,  Japan 


It  is  an  unexpected  honor  to  the  authors  that  this  paper  appears  in  this  journal. 
They  are  very  grateful  to  Wolfgang  W.  Klemperer  for  his  effort  to  promote  this 
publication. 

Dr.  Klemperer,  with  whom  the  author  became  acquainted  through  his  brother, 
Masaya  Kawabata,  M.D.,  Providence  Hospital,  Seattle,  visited  Japan  with  his  wife 
in  the  Fall  of  1962  and  spent  three  days  with  the  authors  in  Kyoto,  a beautiful  ancient 
capital  of  Japan.  During  his  short  stay  for  sightseeing,  Dr.  Klemperer  showed  so 
much  interest  in  the  social  insurance  medical  system  in  Japan,  the  senior  author 
and  his  partner  Dr.  H.  Murakami  prepared  a hand-written  paper  in  which  current 
social  insurance  medical  system  in  Japan  was  reviewed  from  the  standpoint  of  the 
medical  profession. 

After  his  coming  home,  Dr.  Klemperer  kindly  rewrote  the  paper  and  sent  to 
the  editor  of  this  journal.  In  his  way  to  handle  things  like  this,  we  could  see  clearly 
the  sincerity  and  the  sense  of  responsibility  of  an  American  physician  and  we  were 
quite  impressed. 

In  this  paper  the  social  insurance  medical  system  in  Japan  is  criticized  from 
the  standpoint  of  the  medical  profession.  In  other  words,  it  is  not  thoroughly  reviewed 
from  the  standpoint  of  the  national  politics  or  economy.  People  who  actually  receive 
medical  care  might  have  quite  different  opinion. 

But,  the  only  thing  the  authors  wanted  to  be  understood  is  that  no  matter 
how  it  may  lower  the  medical  expense  in  favor  of  patients  by  its  well  organized, 
compulsory  system,  the  controlled  medicine  which  ignores  physicians’  pride  and 
suppresses  their  desires  will  eventually  lower  the  quality  of  the  medical  care  itself. 

The  Japanese  Medical  Association  is  requesting  to  set  the  reexamination  fee 
at  Y 100,  namely,  patients  would  be  charged  this  fee  at  each  return  visit.  But  even 
such  a natural  request  like  this  has  been  rejected.  As  a ridiculously  cheap  patient 
day  charge  in  hospital,  Y 480  including  three  meals,  is  going  to  be  changed  sooner 
or  later.  It  will  be  a long  time  before  the  system  is  established  under  which  physicians 
can  work  satisfied  and  devote  themselves  completely  to  improve  medical  care  for 
the  patients. 

Meantime,  we  Japanese  physicians  have  to  struggle  not  to  lower  the  quality 
of  the  medicine  and  continue  to  raise  well-qualified  successors  of  it. 

Always,  many  problems  and  lots  of  difficidties  are  encountered  in  actual 
enforcement  of  any  social  insurance  medical  system  in  the  free  world  of  economy, 
and  also  this  fact  has  been  the  case  in  our  country.  But  we  are  now  doing  an  endless 
effort  to  improve  this  difficult  situation  even  ivithout  knowing  whether  it  can  be  done. 

The  authors  would  be  satisfied  if  this  short  paper  could  give  you,  the  American 
physicans,  any  clue  to  understand  our  social  insurance  medical  system  and  its  inborn 
problems.  —The  Authors 


M odern  industry  first  began  to  develop  in 
Japan  early  in  the  20th  century  and  it  has  been 
pushed  forward  all  of  the  time  since,  in  spite 
of  the  lack  of  natural  resources  in  this  land. 
Poor  and  sickly  state  of  the  people  continued, 
however,  in  contrast  to  the  modernization  of  in- 
dustry. For  example,  the  mortality  from  tuber- 
culosis, 1900-1945,  was  200  per  100,000  of  popu- 
lation. Finally  attention  was  drawn  to  the  prob- 


lem of  improving  life  and  health  of  the  people 
and  the  primitive  social  insurance  was  discussed 
by  various  Nestors:  doctors,  with  their  profes- 
sional knowledge  and  humanism,  enterprisers  to 
relax  the  discontent  of  the  laborers,  military  offi- 
cials seeking  healthy  soldiers,  etc.  The  character 
of  social  security  as  “Rute  und  Bombon  did  not 
find  any  difference  of  expression  in  Japan. 

Oldest  of  the  social  insurances  in  Japan  is 


Publication  of  this  report  has  been  delayed  by  the 
necessity  for  rather  extensive  editing.  It  was  prepared  at 
suggestion  of  Wolfgang  W.  Klemperer,  of  Seattle,  after 
visiting  Dr.  Kawabata  at  his  clinic  in  Kyoto,  in  1962.  Data 


for  numbers  of  patients  insured  are  from  1961  statistics. 
The  fee  schedule  is  that  of  1962  with  conversion  according 
to  New  York  rate  of  exchange,  March  1964,  Y1000iz:$2.768. 
Ed. 
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Social  Security  System  in  Japan 

Social  insurance 

National  Health  Insurance 
Health  Insurance 
Day  Laborers’  Health  Insurance 
Laborers’  Accident  Compensation  Insurance 
Unemployment  Insurance 
Welfare  Annuity  Insurance 
National  Annuity 
Public  assistance 

Daily  Life  Security  (for  the  poor) 

Assistance  for  Victims  of  Disaster  (typhoon, 
earthquake,  etc.) 

Public  health 

Legal  countermeasures  for  prevention  and 
therapy  of  acute  infectious  diseases,  tubercu- 
losis, veneral  diseases,  leprosy,  trachoma,  para- 
sitic disease,  psychoses,  etc. 

Social  welfare 

Child  Welfare 

Rehabilitation  (for  physically  handicapped) 
Consumers’  Cooperatives 


“Health  Insurance”  enforced  since  1927.  Finally, 
in  1961,  social  insurance  for  all  was  formalized 
and  all  have  entered  under  the  present  system. 
It  cannot  be  questioned  that  such  a system  has 
contributed  to  the  nation’s  health  because  pa- 
tients are  permitted  to  visit  a doctor  in  early 
stages  of  illness  without  economic  anxiety.  It 
must  be  added  that,  fortunately,  the  level  of 
medical  science  in  this  land  has  reached  pretty 
satisfactory  degree. 


Numbers  of  Insured 

million 

National  Health  Insurance  for  self 


employed,  housewives,  etc.  46.2 

Health  Insurance  for  employees  19.2 

Health  Insurance  14.0 

Mutual  Aid  Associations  for 

government  employees  2.2 

Day  Laborers’  Health  Insurance  1.1 

Others  1.7 

for  seamen,  teachers,  etc: 

Health  insurance  for  families  of 

employed  persons  25.8 


Total  91.0 

Total  population  of  Japan  93.8 


* Literally,  rod  and  sweets,  implying  the  political  trick 
of  offering  a social  benefit  while  picking  up  the  rod  of 
totalitarian  control. 


Notwithstanding  all  this,  we  cannot  but  rea- 
lize that  in  the  social  security  system  of  Japan, 
there  are  many  problems  hardly  soluble.  Not  a 
few  symptoms  indicating  a crisis  in  medical  care 
have  been  appearing  lately  and  they  are  increas- 
ing. The  Ministry  of  Health  and  Welfare,  and 
the  doctors,  both  devoted  to  the  tasks  of  pro- 
tecting the  people  from  illness,  have  repeated 
troubles  resulting  from  various  causes. 


Insurance  for  Employees 

Health  Insurance 

Benefit  for  disease,  injury,  childbirth,  funeral 
etc. 

Laborers’  Accident  Compensation  Insurance  Bene- 
fit for  industrial  accident  and  occupational 
disease 

Welfare  Pension  Insurance 

Pension  for  survivors,  retirement,  old  age, 
and  disability 


Since  the  Fall  of  1960,  in  numerous  hospitals 
in  all  districts,  there  have  been  strikes  ydiich 
have  astonished  the  patients  and  the  people,  for 
no  one  had  ever  before  heard  of  a hospital  strike 
in  this  land.  Professor  T.  Yoshida,  of  Yoshida  sar- 
coma fame,  stated  in  a medical  care  council 
that  there  was  now  serious  concern  about  excel- 
lent doctors  disappearing  if  the  social  insurance 
system  is  left  in  its  present  condition.  In  fact, 
the  quality  of  candidates  for  medical  schools  has 
been  lowered  lately  because  so  many  evil  omens 
have  been  perceived.  Answers  to  a recent  in- 
quiry indicate  that  not  less  than  half  of  the  post- 
graduates had  lost  their  hopes  for  the  future 
and  veteran  doctors  have  become  increasingly 
unhappy  about  the  fact  that  the  insurance  sys- 
tem does  not  appreciate  their  medical  ability. 

There  are  now  fewer  candidates  for  nurses’ 
training  because  large  industrial  organizations 
have  absorbed  a multitude  of  girls  and  lack  of 
nurses  is  now  one  of  the  serious  problems  of 
doctors.  A majority  of  doctors  must  employ 
girls  who  are  not  qualified  as  nurses. 

At  the  base  of  these  manifestations  there  are 
several  fundamental  evils. 

One  is  the  low  payment  for  medical  care  ren- 
dered. The  low  fees  in  Japan  may  be  realized 
from  the  example  that  payment  for  appendec- 
tomy is  only  $10.45.  On  account  of  such  low  fees, 
the  practitioner  is  not  able  to  employ  a qualified 
nurse,  and  often  his  wife  carries  out  roles  of 


381 

Northwest  Medicine,  June  1964 


Education  of  Japanese  Physicians 

years 


Primary  6 

Middle  school  3 

High  school  3 

Medical  college  6 

Internship  1 


National  examination  for  qualification  as 
member  of  medical  profession 
Training  in  professional  section  1-2 

Practice  in  district  hospital  1-2 

Study  for  title  of  M.  D.  3-4 

Professional  life 
Practitioner 

Salaried  hospital  staff  member 
Faculty  member  in  medical  college 


nurse,  pharmacist,  and  clerk.  His  service  time, 
during  which  his  only  means  of  increasing  in- 
come is  by  increasing  the  number  of  his  consul- 
tations, is  ordinarily  as  follows:  9:00-12:00,  con- 
sultation at  his  clinic;  1:00-5:00,  house  calls  or 
operations;  6:00-9:00,  consultation  at  his  clinic 
again.  The  financial  situation  has  been  such 
that  hospitals,  even  those  with  filled  beds  and 
diligently  working  staffs,  are  always  menaced 
by  danger  of  deficit.  This  is  one  of  the  reasons 
for  the  strikes  mentioned  above. 


Fees  Under  Social  Insurance  System  in  Japan 


Y 

$ 

Initial  consultation 

60 

0.17 

Visiting  consultation 
Drug  or  injection 

180-540 

0.50-1.49 

per  day 

34-120 

0.09-0.33 

X-ray 

756-1,739 

2.01-4.81 

Gastrectomy 

9, 072-12., 000 

25.11-33.22 

Appendectomy 
Brain  tumor 

3,780 

10.45 

extirpation 

10,584-18,000 

29.30-42.82 

Spinal  cord  tumor 

9,072-12,000 

25.11-33.22 

Pulmonary  lobectomy 

10,584-18,000 

29.30-49.82 

Comissurotomy 
Patient  day  charge 

19,000 

52.59 

in  hospital 

450 

1.25 

Conversion  according 

to  New  York  exchange  rate, 

March.  1964  , 0.002768. 


The  next  evil  is  control  of  medical  care  by 
bureaucracy.  With  few  exceptions,  the  doctor 
cannot  make  a living  without  certification  by 
bureaucracy  as  an  insurance  doctor  under  the 
present  scheme  of  insurance  for  all  the  people. 


When  a doctor  is  certified  as  an  insurance  doc- 
tor, all  his  medical  behavior  must  follow  “the 
treatment  indicator,  (guide)”  which  is  issued  by 
bureaucracy.  The  indicator  not  only  fails  to 
adopt  promptly  new  methods  of  treatment  as 
developed  in  the  progress  of  medicine,  but  in- 
stead includes  much  unreasonable  regulations. 
But,  if  a doctor  treats  his  patients  by  a method 
not  specified  by  the  indicator,  the  cure  fee  is 
not  paid  to  him.  Accordingly,  there  is  a ten- 
dency toward  restriction  of  medical  treatment, 
very  much  to  his  great  discontent. 

During  the  first  week  of  each  month  all  in- 
surance doctors  must  struggle,  with  the  aid  of 
members  of  his  family,  to  prepare  bills  for 
medical  care  rendered  the  month  before.  It  is 
hard  and  troublesome  work.  The  bills  are  aud- 
ited by  insurance  commissioners,  at  the  Fee 
Payment  Fund,  and  a part  of  the  payment  may 
be  witheld  by  reason  of  treatment,  given  beyond 
those  permitted  by  the  indicator.  It  is  natural 
that  he  should  be  angered  against  this  exclu- 
sion because  he  gives  himself  credit  for  treating 
his  patients  with  better  methods  even  though 
out  of  the  indicator. 

What  is  worse  than  these  evils  is  the  fact 
that  the  present  system  does  not  approach  the 
task  according  to  its  proper  significance.  There 
are  distinct  differences  in  benefits  provided  for 
different  groups.  For  example,  a beneficiary 
under  one  plan  receives  medical  treatment  free 
of  charge  except  part  of  the  fee  for  the  first 
medical  consultation.  The  insured  under  another 
system  must  pay  about  half  of  the  medical  fee 
each  time  he  receives  treatment. 

The  former  system  covers  ordinarily  the  well- 
salaried  employees  of  relatively  large  enter- 
prises. Those  in  the  latter  are  low  income 
people  such  as  farmers,  fishermen,  or  those  self 
employed  in  a retail  shop.  Social  classes  of 
relatively  high  incomes  are  treated  with  better 
medical  care  under  this  system  but  treatment 
of  low  income  classes  is  restricted  for  the  eco- 
nomic reasons  given. 

Aside  from  the  problems  mentioned  above, 
there  are  many  others  awaiting  solution.  It  will 
be  a long  way  to  establish  the  kind  of  social 
insurance  Japan  should  have,  through  persistent 
efforts  of  the  doctors,  working  with  all  the 
people.  ■ 

Kawabata  Surgical  Hospital 
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Do  you  have  a green  thumb,  Doctor? 


If  you  do,  then  you  know  the 
extra  care  needed  to  grow  good 
vegetables.  And  as  a physician, 
you  also  recognize  the  value  of 
including  vegetables  like  these  in 
the  diet.  Campbell  knows  this,  too.  That’s  why  we  include 
them  all— and  often  many  more— in  our  vegetable  soups. 

Campbell’s  Soups,  with  more  than  thirty  different  kinds  to 
choose  from,  offer  you  and  your  patients  a wide  variety  of 
foods  with  a wide  variety  of  essential  nutrients.  There  are 
broths,  purees,  and  soups  with  good,  bite-sized  pieces  of  vege- 
tables and  meat  or  poultry  — so  many  different  kinds  that 
almost  all  your  patients  are  sure  to  find  favorites. 

This  versatility  of  appeal  in  taste,  color,  and  texture  makes 
our  soups  very  desirable  to  recommend  when  you  want  to 
lend  interest  to  a patient’s  diet  or  suggest  tasty  foods  that  are 
nourishing  and  easy  to  prepare  but  not  expensive. 


Consider,  for  instance,  soups  such  as  our  succulent  and 
satisfying  Cream  of  Asparagus  Soup,  or  hearty  Green  Pea 
Soup  which  can  be  made  extra  nourishing  with  milk.  Our 
Vegetable  Soup,  with  fifteen  different  vegetables  in  a de- 
licious beef  broth  is  popular  with  almost  all  patients. 

All  Campbell’s  Soups,  you  can  be  certain,  are  made  of  the 
finest  ingredients,  blended  with  traditional  Campbell  care 
and  knowledge  and  carefully  processed  to  preserve  as  much 
as  possible  the  natural  flavors  and  nutritive  values. 

To  help  you  in  planning  diets,  write  today  for  your  copy 
of  the  nutritive  analyses  of  all  our  different 
soups:  Campbell  Soup  Company,  Dept.  33, 

Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and  diet, 
for  every  meal. 


OREGON 


Oregon  Medical  Association— km  s.  w.  park  place,  Portland  5,  Oregon 

president  Daniel  K.  Billmeijer,  M.D.,  Oregon  City 
secy.-treas.  Ernest  T.  Livingstone,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  October  13-17,  1964,  Eugene 


W.  R.  Todd,  Ph  D.,  Professor  of  Biochemistry,  University 
of  Oregon  Medical  School,  captures  the  interest  of  tom- 
leader  Karla  Riechle,  nursing  student,  Otto  Witte,  West 
Linn  High  School  Senior  and  AFS  Exchange  Student  from 
Germany;  Mrs.  Edwin  A.  Mickel,  Clackamas  County  chair- 
man of  “Health  Careers  Day  1964,”  and  Mike  Hutchinson, 
Beaverton  High  School  Senior,  during  “Health  Careers 
Day  1964”  when  some  700  Oregon  high  school  students 
visited  the  University  of  Oregon  Medical,  Nursing  and 
Dental  Schools.  The  project  is  sponsored  by  the  Woman’s 
Auxiliary  to  the  Oregon  Medical  Association  with  Mrs. 
William  Garnjobst  serving  as  chairman. 


A.  E.  Moody,  Bend  pediatrician,  explains  some  of  the 
challenges  and  opportunities  of  medicine  to  (left  to  right) 
Bend  students  Marilyn  Crawford,  Ray  Fletcher,  Ted  Sloop, 
Dorothy  Herridge  and  Barb  Merrill,  who  attended  "Health 
Careers  Day  1964”  which  attracted  some  700  Oregon  high 
school  students  to  the  University  of  Oregon  Schools  of 
Medicine,  Nursing  and  Dentistry. 


MRS.  GUY  R.  MC  CUTCHAN  MRS.  JOHN  R.  BOE 


Womans'  Auxiliary 

Mrs.  Guy  R.  McCutchan,  Portland,  was  installed 
as  president  of  the  Womans’  Auxiliary  to  the  Oregon 
Medical  Association  at  their  annual  meeting  Friday, 
April  24,  at  the  Benson  Hotel.  Mrs.  McCutchan  re- 
ceived the  gavel  of  this  statewide  organization  of 
physicians’  wives  from  outgoing  president,  Mrs.  J. 
Cliffton  Massar,  Portland.  Past  president  Mrs.  G. 
Prentiss  Lee  presided  during  the  installation  of  of- 
ficers. 

Other  officers  elected  and  installed  include  Presi- 
dent-elect, Mrs.  John  R.  Boe,  Grants  Pass;  1st  Vice- 
president,  Mrs.  William  L.  Lehman,  Oregon  City; 
Regional  1st  Vice-president,  Mrs.  James  H.  Seacat, 
Salem;  Regional  2nd  Vice-president,  Mrs.  Everett  E. 
Howard,  Klamath  Falls;  Regional  3rd  Vice-president, 
Mrs.  Nat  D.  Wilson;  Regional  4th  Vice-president, 
Mrs.  Louis  P.  DeFrank,  Eugene;  Mrs.  Robert  C. 
Jackson,  Salem,  recording  secretary';  Mrs.  D.  J. 
Molenkamp,  Portland,  treasurer;  Mrs.  Rudolph  M. 
Crommelin,  Portland,  auditor;  corresponding  secre- 
tary, Mrs.  Harvey  W.  Baker;  parliamentarian,  Mrs. 
Harry  B.  Moore;  and  directors:  Mrs.  H.  Lee  Harris, 
Junction  City;  Mrs.  Ian  D.  Macdonald,  Salem;  Mrs. 
G.  Prentiss  Lee,  Portland;  and  Mrs.  Merle  Penning- 
ton, Sherwood. 

Oregon  News  continued  on  page  393 
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OFFICIAL  PUBLICATION 


SUMMARY  OF  PROCEEDINGS  OF  HOUSE  OF  DELEGATES 

of  the 

Oregon  Medical  Association 
Portland , Oregon  April  24-25,  1964 

The  following  report  is  condensed  from  minutes  of  the  Midyear  Meeting 
of  the  House  of  Delegates , Benson  Hotel,  Portland,  April  24-25,  1964.  The  full 
report  is  on  file  at  the  office  of  the  Association  and  the  office  will  be  happy  to 
provide  further  information  or  answer  questions  about  this,  or  other  activities 
of  the  Association. 

Roscoe  K.  Miller,  Executive  Secretary 


Welfare,  smoking  and  continued  medical  educa- 
tion captured  the  interest  and  vote  of  the  House 
of  Delegates  of  the  Oregon  Medical  Association  at 
its  1964  Midyear  Meeting.  In  addition  to  these 
major  items  of  interest,  the  House  considered  re- 
ports of  thirteen  committees  and  twelve  resolutions 
as  presented  by  component  societies,  individual 
members  and  committees. 

In  accordance  with  the  Association’s  Bylaws,  a 
nominating  committee  was  elected  to  submit  recom- 
mendations for  officers  of  the  Association  to  be 
elected  at  the  1964  Annual  Session  in  October. 

Keynoting  the  meeting  were  two  nationally  recog- 
nized speakers,  Raymond  M.  McKeown,  Coos  Bay, 
and  Austin  E.  Smith,  Washington,  D.C.  Dr.  Mc- 
Keown, Trustee  and  Secretary-Treasurer  of  the 
American  Medical  Association,  speaking  on  the  sub- 
ject of  “Victims  of  Our  Perfectionism”  declared  that 
the  American  Medical  Association  was  sincerely 
seeking  to  find  the  scientifically  valid  and  reliable 
answer  to  the  question  of  the  relationship  between 
smoking  and  health  and  the  allegations  that  the  AMA 
had  “sold  out”  to  the  tobacco  industry  to  safeguard 
the  current  status  of  the  King-Anderson  bill  was 
without  foundation.  He  pointed  out  that  the  research 
project  being  sponsored  by  the  American  Medical 
Association  Education  and  Research  Foundation 
would  be  under  the  direction  of  highly  respected, 
research  scientists  without  the  slightest  degree  of 
AMA  domination. 

In  comparing  the  AMA-ERF  student  loan  fund 
with  the  Federal  program,  Dr.  McKeown  pointed 
out  that  the  government  is  loaning  money  to  stud- 
ents at  an  interest  rate  lower  than  paid  on  its  own 
borrowed  funds  whereas  AMA-ERF  is  soundly  fi- 
nanced, without  subsidy,  in  the  traditional  American 
way.  He  closed  his  address  with  a word  of  caution 
about  recent  trends  in  the  administration  of  the 
Hill-Burton  Act  which  provides  Federal  matching 


funds  for  the  construction  of  hospitals  and  related 
institutions.  He  spoke  of  evidence  that  the  Depart- 
ment of  Health,  Education  and  Welfare  may  be 
exercising  some  of  its  prerogatives  in  the  control  of 
administration  and  operation  of  such  institutions. 

At  the  luncheon  meeting  on  Saturday,  April  25th, 
the  members  of  the  House  of  Delegates  heard  Austin 
E.  Smith,  President  of  the  Pharmaceutical  Manufac- 
turers Association  and  former  editor  of  the  Journal 
of  the  American  Medical  Association  discuss  “Com- 
mon Problems  Facing  Medicine  and  Pharmacy.”  He 
warned  of  the  increasing  trend  by  government  to 
control  the  professions  and  industry.  He  said,  “At 
the  present  rate  it  will  be  only  a matter  of  time  until 
government  controls  our  destinies  entirely.”  Dr. 
Smith  was  especially  critical  of  the  activities  of  the 
U.S.  Food  and  Drug  Administration  which  he 
declared  was  becoming  “too  broad  and  powerful” 
for  the  welfare  of  all  our  citizens.  Declaring  himself 
not  to  be  anti-government,  Dr.  Smith  expressed  the 
strong  belief  that  the  role  of  government  should 
be  as  a partner— not  as  the  ruler. 

Another  highlight  of  the  meeting  was  the  pre- 
sentation of  a check  in  the  amount  of  $15,386.00  to 
the  University  of  Oregon  Medical  School  as  the 
annual  contribution  of  the  American  Medical  Asso- 
ciation Education  and  Research  Foundation.  The 
presentation  was  made  by  Dr.  McKeown  who  is 
President  of  the  Foundation’s  Board  of  Trustees. 
The  check  was  accepted  on  behalf  of  the  School 
by  Charles  N.  Holman,  Associate  Dean. 

Election  of  Nominating  Committee 

The  House  of  Delegates  elected  to  the  Nominat- 
ing Committee:  Norman  A.  David,  Portland, 

Chairman;  Vernon  D.  Casterline,  Salem;  Edward 
N.  McLean,  Oregon  City;  Raymond  A.  McMahon, 
Portland;  and  Raymond  M.  Reichle,  Portland.  The 

Continued  on  page  388 
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The  One  Tranquilizer  that  Belongs  in  Every  Practice 


* * * 


awt  tZMsUrK, 


Mil  town 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range  — may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

Wallace  Laboratories/ Cranbury,  N.  J. 
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Continued  from  page  385 

Committee  will  make  recommendations  for  the  con- 
sideration of  the  House  of  Delegates  at  the  1964 
Annual  Meeting  for  the  offices  of  president-elect, 
vice-president,  secretary-treasurer,  speaker  of  the 
House  of  Delegates,  delegate  and  alternate  delegate 
to  the  American  Medical  Association  and  for  a 
member  of  the  Publications  Committee. 

The  Association’s  Bylaws  provide  that  the  Com- 
mittee must  announce  its  recommendations  to  the 
members  of  the  House  of  Delegates  and  the  presi- 
dent or  secretary-  of  each  component  society,  at  least 
sixty  days  prior  to  the  annual  meeting  at  which  they 
are  to  be  elected. 

Dr.  David  announced  to  the  House  of  Delegates 
that  the  Committee  would  seek  recommendations 
from  the  officers  of  component  societies  and  mem- 
bers of  the  Board  of  Trustees  of  the  Association. 
Recommendations  were  considered  at  the  Nomina- 
tion Committee’s  meeting  on  Saturday,  June  6. 

Charitable  Medical  Care 

The  House  of  Delegates  adopted  the  preliminary- 
report  of  the  Committee  on  Charitable  Medical  Care. 
It  called  attention  to  the  recommendations,  adopted 
by  the  Board  of  Trustees  on  February  1,  conveying 
the  analysis  of  the  State  Public  Welfare  Commis- 
sion’s actuarial  consultant.  His  communication  con- 
cerned the  maximum  physician  service  benefits 
vv’hich  the  Commission  could  provide,  within  the 
limits  of  funds  currently  made  available  by  the 
Legislature.  The  following  resolution  was  adopted: 

WHEREAS,  the  Oregon  Medical  Association 
through  action  of  its  Board  of  Trustees  has  gone 
on  record  as  favoring  the  principle  of  financing  medi- 
cal care  of  Welfare  recipients  on  the  “insurance 
package”  principle;  and, 

WHEREAS,  the  State  Public  Welfare  Commis- 
sion has  initiated  action  to  implement  this  principle; 
and, 

WHEREAS,  the  State  Public  Welfare  Commis- 
sion has  a statutory-  obligation  to  prepare  a budget 
request  reflecting  realistic  costs  of  goods  and  ser- 
vices as  prov-ided  by  the  welfare  agency;  now,  there- 
fore be  it 

RESOLVED,  that  failure  on  the  part  of  the  State 
Public  Welfare  Commission  to  follow  this  obvious 
procedure  shall  be  taken  as  a failure  to  accept  the 
principle  of  the  insurance  package  plans;  and,  be  it 
still  further 

RESOLVED,  that  the  Oregon  Medical  Association 
refrain  from  co-sponsoring  or  agreeing  to  any  pro- 
gram of  medical  care  which  fails  to  meet  the  above 
principles. 

Recommendations  of  the  Subcommittee  on  Drugs, 
of  the  Committee  on  Charitable  Medical  Care,  rela- 
tive to  the  administration  of  the  Public  Welfare 
Commission’s  drug  program  were  again  referred  to 


the  Committee  for  further  study  and  subsequent 
report. 


The  Multnomah  County-  Medical  Society  produced 
a resolution  which  was  approv-ed  by  the  Reference 
Committee  on  New  Business  and  adopted  by  the 
House  of  Delegates  relating  to  the  dangers  of  cig- 
arette smoking,  especially  by  young  people.  The 
resolution  stated  that  there  is  overwhelming  evidence 
of  definite  causative  relationship  between  the  smok- 
ing of  cigarettes  and  the  ever  increasing  incidence 
of  lung  cancer  and  that,  there  is  good  evidence  that 
illness  and  death  from  other  common  diseases  such 
as  emphysema  and  coronary  artery  heart  disease  is 
much  higher  in  cigarette  smokers  than  in  other  per- 
sons. Concluding  paragraphs  of  the  resolution  were: 
RESOLVED,  that  the  Oregon  Medical  Association 
go  on  record  as  favoring  the  discouragement  of  cig- 
arette smoking,  especially  in  young  people;  and, 
RESOLVED,  that  this  Association  cooperate  vv-ith 
other  health  agencies  in  disseminating  information 
concerning  the  relationship  of  smoking  to  the  causa- 
tion of  disease. 


Action  was  taken  to  develop  a plan  which  will 
result  in  the  University  of  Oregon  Medical  School 
and  the  Oregon  Medical  Association  co-sponsoring 
and  co-supporting  an  expanding  department  of  con- 
tinuing medical  education.  Financial  means  is  to  be 
developed  so  that  the  Oregon  Medical  Association 
can  provide  funds  amounting  to  S30,000  per  year  for 
a period  of  no  less  than  five  years.  Such  funds  w-ould 
be  for  co-support  of  the  program  of  continuing 
medical  education. 

It  vv-as  approved  that  the  Oregon  Medical  Asso- 
ciation give  its  continued  support  in  as  many  ways 
as  it  possibly  can  to  various  individuals  and  groups, 
including  the  Academy  of  General  Practice,  in  ef- 
forts directed  toward  the  establishment  and  contin- 
uation of  good  and  accredited  preceptorships  for 
students  of  medicine  in  Oregon. 


A number  of  other  committee  reports  contained 
v ital  information  which  received  action  of  the  House. 
They  are  as  follows: 

1.  From  the  Report  of  the  Committee  on  Hospitals 
and  Related  Institutions: 

a.  That  with  the  endorsement  of  the  Board 
of  Trustees,  the  Oregon  Medical  Association 
approve  the  establishment  of  an  Oregon  Hospi- 
tal-Medical Council  which  shall  provide  edu- 
cational services  and  programs  in  the  interest 
of  improving  the  standards  of  hospital  patient 
care  and  establish  an  Oregon  Hospital  Accre- 
ditation plan. 

b.  That  the  Association  formally  endorse  the 
National  Council  for  Accreditation  of  Nurs- 


Continuing  Medical  Education 


Action  on  Other  Reports 
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ing  Homes  and  that  component  medical  socie- 
ties be  urged  to  encourage  the  licensed  nursing 
homes  in  the  areas  of  their  jurisdiction  to  seek 
accreditation  by  that  Council. 

c.  That  component  medical  societies  urge 
their  members  who  are  officers  of  hospital 
medical  staffs  to  review  the  “Guide  for  Hos- 
pitals and  Related  Facilities”  compiled  by  the 
Ad  Hoc  Hospital  Rules  and  Regulations  Com- 
mittee of  the  Oregon  State  Roard  of  Health 
and  submit  their  comments  to  the  Committee 
on  Hospitals  and  Related  Institutions  of  this 
Association  and  to  the  Oregon  State  Board  of 
Health. 

2.  From  the  Report  of  the  Committee  on  Oregon 
Medical  Hist  ary: 

a.  That  the  Board  of  Trustees  authorize  the 
Committee  to  organize  and  conduct  a campaign 
of  fund  solicitation  within  the  Association 
membership  in  support  of  a proposed  Oregon 
Historical  Center  building. 

b.  That  the  Committee  be  authorized  to  de- 
velop a plan  for  the  proper  observance  of  the 
centennial  of  medical  education  in  Oregon  in 
1967,  and  that  the  Marion-Polk  County  Medical 
Society,  the  University  of  Oregon  Medical 
School  and  the  Oregon  Historical  Society  be 
invited  to  participate  in  a joint  effort. 

c.  That  the  Association’s  membership  be 
alerted  that  only  a few  copies  of  Dr.  Olof  Lar- 
sell’s  book,  “The  Doctor  in  Oregon”  are  still 
available. 

3.  From  the  Report  of  the  Committee  on  Traffic 
Safety: 

That  progress  is  being  made  in  the  upgrading 
of  standards  and  procedures  of  physical  and 
medical  examination  for  school  bus  drivers. 

4.  From  the  Report  of  the  Committee  on  Pharm- 
acy and  Drugs: 

a.  That  the  Oregon  State  Board  of  Pharmacy 
appoint  a liaison  committee  to  that  Committee. 

b.  That  the  Oregon  Medical  Association  de- 
clare it  a policy  that  physicians’  prescription 
forms  not  include  any  specially  prepared  chart 
or  printed  itemization  for  indicating  the  number 
of  times  a prescription  may  be  filled. 

c.  That  the  Association  express  its  belief  that 
pharmacists  be  obligated  to  include  the  ingre- 
dients on  a prescription  label  when  such  request 
is  made  by  the  prescribing  physician,  and  that 
the  Oregon  State  Pharmaceutical  Association 
be  advised  of  this  policy. 

5.  From  the  Committee  on  Crippling  Diseases 
and  Defects: 

a.  That  the  following  Volunteer  Health  Ag- 
encies now  operating  in  Oregon  which  have 
conformed  to  the  Association’s  “Standards  for 
Approving  of  Voluntary  Health  Agencies”  be 
approved  for  1964: 

Oregon  Chapter,  National  Society  for  Crippled 
Children  and  Adults 

Oregon  Chapter,  Arthritis  and  Rheumatism 
Foundation 

Multiple  Sclerosis  Society 

Oregon  Federation  for  Handicapped  Children 

Myasthenia  Gravis  Foundation 

Epilepsy  League  of  Oregon 

Muscular  Dystrophy  Foundation 

United  Cerebral  Palsy  Association 

Diabetic  Childrens  Camp 

Oregon  Chapter,  Allergy  Foundation  of  America 


Portland  Center  for  Hearing  and  Speech 
National  Foundation 

City  of  Hope  Hospital,  Duarte,  California 

b.  That  the  news  media  be  advised  of  the 
voluntary  health  agencies  which  have  been  ap- 
proved by  the  Association  for  1964  and  other 
agencies  approved  by  the  Association  through 
the  jurisdiction  of  other  committees,  including 
the  Oregon  Tuberculosis  and  Health  Associa- 
tion, Oregon  Division  of  American  Cancer  So- 
ciety and  the  Oregon  Heart  Association  in  order 
that  the  public  generally  may  be  aware  of  the 
Association’s  evaluation. 

6.  From  the  Committee  on  Mental  Health: 

a.  That  Oregon  Medical  Association  cooper- 
ate with  the  Mental  Health  Planning  Board  of 
the  Oregon  State  Board  of  Control  and,  within 
the  limits  requested  and  available,  extend  their 
personnel,  resources,  and  data  to  the  Mental 
Health  Planning  Board,  and  further,  that  the 
Oregon  Medical  Association  support  the  basic 
program  of  the  Division  of  Mental  Health,  aim- 
ed at  developing  increased  government  spon- 
sored mental  health  services  in  the  area  of 
community  mental  health  services,  in  addition 
to  the  excellent  present  state  mental  hospital 
programs,  and  further,  that  each  component 
society  participate  in  the  Community  Mental 
Health  Program  by: 

1.  Insuring  that  one  or  more  members  of 
the  County  Society  be  available  to  volun- 
teer to  serve  on  the  Advisory  Committeq 
to  the  Community  Mental  Health  Clinic 
existing  in  the  area  served  by  that  County 
Society. 

2.  Insuring  that  one  or  more  members 
be  available  to  work  with  each  local  county 
planning  group  under  the  Mental  Health 
Planning  Board  and, 

3.  Reviewing,  through  its  designated 
Committee  on  Mental  Health,  the  amount 
and  quality  of  medical  supervision  of  each 
of  the  present  community  clinics  and  sub- 
mitting opinions  and  recommendations  to 
the  Committee  on  Mental  Health  in  written 
form  by  July  1,  1964. 

b.  That  the  Oregon  Medical  Association  con- 
duct a survey  of  the  existing  facilities  avail- 
able for  inpatient  care  of  psychiatric  cases  in 
general  hospitals,  and  that  this  survey  be  con- 
ducted by  each  component  County  Society, 
through  its  Mental  Health  Committee,  of  each 
general  hospital  serving  the  geographic  area  of 
the  County  Society,  and  that  the  report  be 
forwarded  to  the  Mental  Health  Committee 
in  writing  by  July  1,  1964. 

c.  That  the  Oregon  Medical  Association, 
through  its  Committee  on  Prepaid  Medical 
Care,  conduct  an  intensive  study  of  the  extent 
of  voluntary  health  insurance  coverage  avail- 
able in  the  State  of  Oregon  for  the  care  of 
psychiatric  patients,  both  for  inpatient  and 
office  care  services,  and  that  the  Committee 
submit  recommendations  facilitating  the  ex- 
tension of  coverage  to  the  greatest  degree 
feasible. 

d.  That  the  Oregon  Medical  Association 
through  its  Committee  on  Mental  Health  nego- 
tiate with  the  Mental  Health  Division  of  the 
Oregon  State  Board  of  Control,  and  the  Oregon 
District  Branch  of  the  American  Psychiatric 
Association  concerning  the  feasibility  of  con- 

Continued  on  page  391 
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GOING 


COMING 


West  Coast  Airlines  ’64  Style 
offers  you  the  best  schedules  ever. 


Thanks  to  our  new  expanded  fleet  of  F-27  prop-jets  the  new  West 
Coast  Airlines  now  serves  the  Northern  West  with  more  flights,  with 
more  convenient  schedules.  West  Coast  Airlines,  '64  style.  New  from 

the  ground  up,  way  up  west  Coast  Airlines 


Continued  from  page  389 

ducting  a second  Oregon  Conference  on  Mental 
Illness  and  Health  in  early  1965,  with  a prin- 
cipal aim  of  this  Congress  to  be  the  further 
familiarization  of  the  physician  himself  with 
mental  health  problems,  needs,  resources  and 
the  movement  toward  community  mental  health 
facilities,  and  that  a report  be  submitted  to  the 
House  of  Delegates  at  the  1964  annual  meeting 
of  the  Oregon  Medical  Association,  with  a rec- 
ommendation regarding  feasibility,  and  a rec- 
ommendation for  budgeting  of  funds  to  assist 
in  the  financing  of  such  a Congress. 

e.  That  the  Association  approve  action  of  the 
Committee  on  Mental  Health  in  requesting  that 
Oregon’s  laws  and  administrative  rules  for  com- 
mitting mental  patients  be  studied  by  the  Laws 
and  Legislative  Committee  on  Mental  Health 
Planning  Board  of  the  Division  of  Mental  Health 
of  the  State  of  Oregon  and  the  Legislative 
Committee  of  the  Mental  Health  Association 
of  Oregon,  and  that  these  organizations  report 
to  this  Committee  their  recommendations. 

The  Reference  Committee  recommended  that  the 
recommendations  contained  in  the  report  of  the 
Committee  on  Mental  Health  be  amended,  by  adding 
the  following  additional  recommendation,  and 
adopted: 

f.  That  since  mental  health  programs  with 
federal  financial  assistance  will  accelerate  rap- 
idly it  is  therefore  strongly  recommended  that 
component  medical  societies  be  alert  to  antici- 
pate these  programs  and  prepare  to  participate 
in  them,  especially  in  the  formation  of  policy. 
The  recommendations  contained  in  the  report  of 

the  Committee  on  Mental  Health  as  amended  by 
the  Reference  Committee  were  adopted. 

Resolutions 

In  addition  to  the  Resolution  relating  to  the  dan- 
gers of  cigarette  smoking  introduced  by  the  Mult- 
nomah County  Medical  Society  and  the  Resolution 
presented  by  the  Reference  Committee  on  Reports  of 
Officers  and  Committees  concerning  the  principle 
of  financing  medical  care  of  welfare  recipients  on 
the  “Insurance  Package”  principle,  there  were  six 
additional  items  of  business  introduced  in  the  form 
of  resolutions.  They  were: 

Resolution  No.  7,  introduced  by  the  Executive 
Committee  of  the  Board  of  Trustees,  proposing  that 
the  Association  endorse  State  Ballot  Measure  No.  1 
which  provides  for  a State  Bond  Issue  of  $30  million 
dollars  to  expand  our  State  schools  of  higher  educa- 
tion and  community  colleges  and  the  retirement  of 
the  bonds  would  cost  less  than  1 per  cent  per  year 
of  our  present  budget  for  higher  education  and 
would  not  involve  an  increase  in  taxes.  (The  voters 
passed  this  measure  in  the  primary  May  15). 

Resolution  No.  11,  introduced  by  the  Committee 
on  Oregon  Medical  History  proposing  the  estab- 
lishment of  a library  of  medical  history  at  the  Asso- 
ciation’s headquarters  office.  This  resolution  reads: 
WHEREAS,  our  great  State  of  Oregon  was  “de- 
livered by  doctors;”  and, 


WHEREAS,  the  history  of  Oregon  is  richly  en- 
twined with  the  history  of  medical  men— a rich 
heritage  of  which  the  members  of  our  profession 
and  the  Oregon  Medical  Association  should  forever 
be  cognizant;  and, 

WHEREAS,  there  is  an  opportunity  to  establish 
a permanent  facility  to  retain  books  of  medical  his- 
tory and  resource  material  in  the  headquarters  of- 
fice of  the  Oregon  Medical  Association;  now,  there- 
fore be  it 

RESOLVED,  that  the  House  of  Delegates  hereby 
affirm  its  support  of  the  development  of  a medical 
history  library  to  be  located  in  the  Oregon  Medical 
Association  headquarters;  and,  be  it  further 

RESOLVED,  that  two  copies  of  Dr.  Olof  Larsell’s 
book,  “The  Doctor  in  Oregon”  begin  the  collection 
of  books  and  resource  materials  for  the  Library  of 
Medical  History. 

The  Reference  Committee  considered  four  reso- 
lutions proposing  that  a voluntary  non-tax  deductible 
contribution  to  AMPAC  and  OMPAC  be  added  to 
the  annual  dues  statement  of  the  Oregon  Medical 
Association  for  1965.  These  resolutions  were  intro- 
duced by  the  Multnomah  County  Medical  Society, 
the  Umatilla-Morrow  County  Medical  Society,  the 
Tillamook  County  Medical  Society  and  Max  H. 
Parrott,  Chairman  of  the  OMPAC  Board  of  Di- 
rectors. 

The  Reference  Committee  recommended  that  the 
principle  of  each  of  the  four  resolutions  be  accepted 
but  that  a separate  statement  for  contributions  to 
AMPAC-OMPAC  be  mailed  with  the  Association’s 
annual  dues  statement  rather  than  incorporated  into 
it;  and  that  the  Umatilla-Morrow  County  Medical 
Society  resolution  be  amended  accordingly  to  read 
as  follows  and  adopted: 

WHERAS,  the  American  Medical  Association 
founded  the  American  Medical  Political  Action  Com- 
mittee (AMPAC)  by  official  action  in  1961  to  give 
physicians  a more  effective  voice  in  politics;  and, 

WHEREAS,  the  Oregon  Medical  Association  has 
approved  the  establishment  of  the  Oregon  Medical 
Political  Action  Committee  (OMPAC)  as  an  inde- 
pendent, nonprofit,  bipartisan,  voluntary  and  un- 
incorporated body;  and, 

WHEREAS,  both  AMPAC  and  OMPAC  have 
made  significant  contributions  to  the  political  edu- 
cation of  physicians  and  their  families  and  have  as- 
sisted materially  in  preserving  and  furthering  con- 
stitutional government;  and, 

WHEREAS,  both  organizations  have  presented 
dramatic  evidence  of  the  vital  necessity  for  sus- 
taining participation  in  politics  by  individuals  in  the 
medical  profession;  and, 

WHEREAS,  physicians  and  their  wives  should 
have  a ready  opportunity  to  support  and  partici- 
pate in  this  political  action  movement;  now,  there- 
fore be  it 
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RESOLVED,  that  the  Oregon  Medical  Associa- 
tion does  hereby  reaffirm  its  approval  of  AMPAC 
and  OMPAC;  and,  be  it  further 

RESOLVED,  that  the  Oregon  Medical  Associa- 
tion does  hereby  direct  that  provision  for  a volun- 
tary, non-tax-deductible  contribution  of  not  less  than 
$20.00  to  AMPAC-OMPAC  be  included  with,  but  on 
a separate  form,  the  Association’s  annual  dues  state- 
ment commencing  with  the  statement  for  the  year 
1965  and  continuing  thereafter  until  revoked  by 
this  Association  provided,  that  the  Oregon  Medical 
Association  shall  act  only  as  a conduit  for  the  recep- 
tion of  any  such  voluntary  contributions  and  not  as 
an  agent  for  AMPAC-OMPAC,  and  that  any  ex- 
penses incurred  by  this  Association  in  carrying  out 
this  directive  shall  be  billed  to  and  paid  by  AM- 
PAC-OMPAC. 

Resolution  No.  2,  recommending  that  a memorial 
to  Dr.  Olof  Larsell  be  established  at  the  University 
of  Oregon  Medical  School  was  introduced  by  the 
Committee  on  Oregon  Medical  History  and  adopted 
by  the  House.  It  reads: 

WHEREAS,  Dr.  Olof  Larsell  for  over  thirty  years 
was  a devoted  and  beloved  Professor  of  Anatomy  at 
the  University  of  Oregon  Medical  School;  and, 

WHEREAS,  he  achieved  during  his  anatomical 
career  an  international  reputation  in  the  field  of 
neurology;  and, 

WHEREAS,  his  influence  on  the  students  ex- 
tended beyond  the  scientific  subject  matter  which 
he  taught  and,  particularly,  interested  many  in  the 
field  of  medical  history;  and, 

WHEREAS,  for  most  of  his  career,  Dr.  Larsell 
was  intimately  concerned  with  the  Library  of  the 
University  of  Oregon  Medical  School  and  served 
for  many  years  on  the  Library  Committee  of  the 
Faculty;  and, 

WHEREAS,  for  most  of  his  recent  years  he  served 
with  diligence  on  the  Committee  on  Medical  History 
of  the  Oregon  Medical  Association;  and, 

WHEREAS,  he  has  made  a lasting  contribution 
to  our  knowledge  of  the  medical  history  of  the  Pa- 
cific Northwest  in  his  book  “The  Doctor  in  Oregon;” 
and, 

WHEREAS,  a room  is  being  set  aside  at  the 
University  of  Oregon  Medical  School  for  the  pur- 
pose of  increasing  the  interest  of  the  students  in  com- 
ing generations  in  the  field  of  medical  history;  now, 
therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Oregon  Medical  Association  respectfully  suggests 
to  Dean  David  W.  E.  Baird  that  consideration  be 
given  to  the  dedication  of  the  Medical  History  Room 
in  the  Library  of  the  University  of  Oregon  Medical 
School  to  the  memory  of  Dr.  Olof  Larsell;  and,  be 
it  further 

RESOLVED,  that  the  Room  be  named  “Olof 
Larsell  Medical  History  Room.” 


Resolution  No.  5 proposing  that  the  Association 
support  Federal  legislation  to  relieve  tax  inequities 
of  the  self-employed  and  to  amend  the  Keogh  Act 
was  introduced  by  the  Committee  on  Professional 
Welfare  and  adopted.  It  reads  as  follows: 

WHEREAS,  self-employed  individuals  receive  in- 
equitable treatment  under  the  Federal  tax  structure 
in  providing  for  retirement;  and, 

WHEREAS,  the  Keogh  Act  has  made  a step  to- 
ward alleviating  the  said  inequities,  but  its  effect 
is  minimal;  and, 

WHEREAS,  the  Internal  Revenue  Service  is  now 
considering  promulgation  of  an  amendment  to  the 
“Kintner  Regulations,”  which  would  have  the  effect 
of  further  stultifying  the  legitimate  effort  of  self-em- 
ployed people  to  provide  for  their  retirement;  now, 
therefore  be  it 

RESOLVED,  by  the  House  of  Delegates  of  the 
Oregon  Medical  Association  that: 

1.  This  Association  urges  the  adoption  by  the 
Congress  of  H.R.  9217  and  S.  2403  which  would 
amend  Section  7701  of  the  Internal  Revenue  Code 
of  1954  to  clarify  the  tax  status  of  professional  as- 
sociations and  corporations  formed  under  state  law. 

2.  As  an  alternative,  this  Association  urges  the 
adoption  by  Congress  of  H.R.  8771  (the  Keogh  Bill 
amendments)  and  S.  2229  (the  Smathers  Bill 
Amendments)  or  amendments  of  similar  effect. 

3.  This  Association  opposes  the  proposed  amend- 
ment to  the  “Kintner  Regulations”  by  the  Internal 
Revenue  Service  as  unfair,  arbitrary  and  as  an  effort 
to  change  by  administrative  regulations  the  long- 
continued  earlier  regulations  which  had  been  un- 
changed over  a period  of  several  decades  without 
any  action  by  Congress  or  the  Courts  during  that 
period  to  alter  the  regulations. 

4.  This  Association  urges  the  adoption  of  similar 
resolutions  by  other  professional  organizations. 

5.  This  Association  urges  the  Oregon  delegation 
to  Congress  actively  to  support  the  enactment  of 
legislation  to  accomplish  the  above  purposes  and 
objectives. 

Resolution  No.  12,  proposing  that  the  Association 
support  the  proposed  cigarette  tax  initiative  measure 
which  was  introduced  by  Max  H.  Parrott,  and  adopt- 
ed, reads  as  follows: 

WHEREAS,  the  State  of  Oregon  is  in  need  of 
supplemental  sources  of  revenue;  and, 

WHEREAS,  many  states  have  taxed  the  sale  of 
cigarettes  and  tobacco;  and, 

WHEREAS,  Morris  Crothers,  a physician  member 
of  the  Legislature  has  made  this  recommendation, 
therefore  be  it 

RESOLVED,  that  Oregon  Medical  Association 
declare  itself  to  favor  an  Oregon  State  cigarette  tax 
and  assist  Dr.  Crothers  in  soliciting  petitions  to  place 
the  measure  on  the  ballot  at  the  1964  General  Elec- 
tion. 
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Other  Action 

Resolution  No.  3 which  proposed  a dues-increase 
of  $10  per  year  to  assist  in  the  support  of  a continu- 
ing medical  education  program  was  referred  to  the 


Committee  on  Medical  Education  for  further  consid- 
eration. 

Resolution  No.  4,  introduced  by  Clackamas  Coun- 
ty Medical  Society,  which  proposed  an  increase  in 
annual  dues  of  $10  to  support  the  increased  activities 
of  the  Association  was  tabled. 


Oregon  News  continued  from  page  384 

Following  reports  of  some  fifteen  county  medical 
auxiliaries,  Mr.  Frederick  Eberlein,  representative  of 
the  new  department  of  medicine  and  religion  of  the 
American  Medical  Association,  Chicago,  gave  the 
luncheon  address,  explaining  the  need  and  purpose 
of  the  joint  effort  of  medicine  and  religion  in  the 
treatment  and  care  of  the  whole  man. 

Entertainment  highlight  of  the  annual  meeting  was 
a mock  board  meeting  set  to  music  featuring  a num- 
ber of  paraphrased  show  tunes. 


Sommer  Memorial  Lectures  and  the  Advisory  Committee. 
The  1964  Sommer  Memorial  Lectures  were  given  at  the 
University  of  Oregon  Medical  School  in  conjunction  with 
the  meeting  of  the  Alumni  Association,  April  22-24. 
Seated,  from  left  Frank  J.  Dixon,  M.D.,  Sir  Macfarlane 
Burnet,  Robert  M.  Zollinger,  M.D.  (Sommer  Memorial 
Guest  Lecturers) 

Standing,  Mr.  J.  D.  Bird,  (Trust  Officer,  United  States 
National  Bank,  Trustee);  John  Raaf,  M.D.,  Arthur  L.  Rog- 
ers. M.D.,  Eugene  W.  Rockey,  M.D.,  Joel  W.  Baker,  M.D., 
(Advisory  Committee  Members) 

Medical  school  receives  AMA-ERF  grants 

A contribution  of  $15,386.71  was  presented  Fri- 
day, April  24,  to  the  University  of  Oregon  Medical 
School  by  the  Oregon  Medical  Association. 

The  money  represented  a grant  from  the  American 
Medical  Association  Education  and  Research  Foun- 
dation (AMA-ERF). 

Making  the  presentation  at  the  Mid-year  Meeting 
of  the  House  of  Delegates  of  the  Oregon  Medical 
Association  was  Raymond  McKeown  of  the  state  as- 
sociation, acting  on  behalf  of  AMA-ERF  and  the 
thousands  of  physicians  and  their  families  who  con- 


tributed a nationwide  total  of  $1,208,463  to  the 
Foundation  in  1963  for  medical  school  distribution. 

Dr.  McKeown  is  currently  national  president  of 
the  AMA-ERF. 

Accepting  the  grant  was  Charles  N.  Holman,  As- 
sociate Dean  of  the  University  of  Oregon  Medical 
School. 

Through  its  Funds  for  Medical  Schools  program, 
the  AM  A has  distributed  more  than  $14  million  since 
1951.  Medical  schools  can  use  these  grants  for  what- 
ever purposes  they  wish. 

Physicians  who  give  to  AMA-ERF  either  desig- 
nate a specific  school,  or  they  give  without  designa- 
tion and  have  their  contributions  apportioned  equally 
among  all  approved  U.  S.  medical  schools.  Of  the 
AMA-ERF  money  being  distributed  to  87  schools 
this  year,  31  per  cent  represents  undesignated  gifts. 
None  of  the  contributed  money  is  used  for  expenses 
of  collection  and  distribution,  because  the  AM  A and 
its  constituent  societies  assume  all  costs  of  admini- 
stering the  program. 

OBITUARIES 

dr.  rollin  m.  falk,  of  Alapleton,  died  February 
29.  Born  in  Iowa,  he  received  his  medical  degree 
from  Loma  Linda  University  School  of  Medicine 
in  1936.  Dr.  Falk  operated  the  Falk  Hospital  from 
1946  to  1955  in  Coquille. 

dr.  harold  l.  AVERiLL,  64,  died  at  Portland  on 
February  16.  He  was  a 1925  graduate  of  University 
of  Oregon  Medical  School  and  had  served  as  city 
health  officer  for  many  years. 

dr.  william  knox,  who  headed  the  committee  which 
drew  up  the  Oregon  liquor  control  law,  which 
bears  his  name,  died  February  20  in  Portland.  His 
degree  was  granted  by  University  of  Michigan  Medi- 
cal School  in  1909.  Dr.  Knox  was  a retired  internist. 
Death  was  due  to  hypertensive  and  arteriosclerotic 
cardiovascular  renal  disease. 

dr.  harry  m.  bouvy,  a member  of  the  Mayo  Clinic 
staff  died  February  20  in  Portland.  A native  of 
Kansas,  he  received  his  medical  degree  from  Uni- 
versity of  Oregon  Medical  School  in  1914  and  had 
furthered  his  studies  in  Paris,  Berlin,  Vienna,  Brus- 
sels, London,  and  Edinburgh.  Dr.  Bouvy  was  78. 
Death  was  due  to  cardiac  standstill,  congestive  heart 
failure  and  arteriosclerotic  heart  disease. 
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SUPERSEDING  BARRIER  METHODS 
OF  CONTRACEPTION 


Norinyl  is  a medically  controlled  method  of  fertility  timing  that 
simulates  mechanisms  utilized  by  the  body  to  prevent  further  ovula- 
tion once  pregnancy  has  occurred.  Goldzieher  et  aP  have  reported  that 
the  complete  effectiveness  of  norethindrone  with  mestranol  is  due  to 
ovulation  inhibition  reinforced  by  additional  protective  mechanisms. 


■ provides  maximum  protection  against  unplanned  pregnancy 
with  few  disturbances. ..few  patient  "dropouts" 

■ economical  2 mg.  dosage  brings  the  advantages  of  fertility 
timing  to  larger  numbers  of  patients 


■ promotes  marital  happiness  and  family  harmony 


NO  UNPLANNED  PREGNANCIES  REPORTED 
IN  114  STUDIES  INVOLVING  OVER  4,000  WOMEN 


Clinical  use  of  norethindrone 
2 mg.  with  mestranol  0.1  mg. 
for  control  of  fertility 

No.  of 
Studies 

No.  of 
Patients 

No.  of 
Cycles 

Prior 

Pregnancies 

Average 

Age 

Unplanned 

Pregnancies 

Private  Practice  (U.S.A.) 

80 

1,268 

5,013 

2.7 

27.0 

0 

Private  Practice  (Canada) 

25 

1,027 

4,575 

2.1 

26.7 

0 

Clinics  (U.S.A.) 

9 

1,899 

14,821 

3.6 

26.0 

0 

TOTAL 

114 

4,194 

24,409 

2.8 

26.6 

0 

FEW  TROUBLESOME  REACTIONS. ..FEW  "DROPOUTS" 


Published  Data  on  Frequency  of  Side  Effects 
Occurring  with  Norethindrone  2 mg.  with  Mestranol  0.1  mg. 
(Percentage  of  Cycles) 


No.  of 

No.  of 

BTB  and 

* 

Compound 

Dose 

Patients 

Cycles 

Spotting 
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‘Author  (5)  does  not  present  incidence  of  amenorrhea. 
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Contraindications:  Thrombophlebitis  or  pulmo- 
nary embolism  (current  or  past);  cardiac,  renal  or 
hepatic  dysfunction;  carcinoma  of  the  breast  or 
genital  tract;  severe  depression. 

Precautions:  Existing  uterine  fibroids  may  increase 
in  size.  In  lactating  mothers  delay  Norinyl  until 
nursing  needs  are  established.  Withhold  Norinyl 
before  liver  or  endocrine  function  testing.  In  met- 
abolic or  endocrine  disorders  careful  clinical  pre- 
evaluation of  patients  is  indicated.  Because 
progestational  agents  with  estrogen  in  general 
may  cause  some  degree  of  fluid  retention,  pa- 
tients with  a history  of  epilepsy,  migraine  and 
asthma  require  careful  observation. 

Side  Effects:  According  to  observations  thus  far, 
side  effects  consist  mainly  of  changes  in  the 
menstrual  cycle,  symptoms  resembli-ng  early 
pregnancy,  weight  gain,  nausea,  and  a few  minor, 


generally  transient,  subjective  complaints  (head- 
ache, dizziness,  nervousness  and  irritability). 

Dosage  and  Administration:  One  Norinyl  Tablet 
orally  for  20  days,  commencing  on  day  5 through 
and  including  day  24  of  the  menstrual  cycle.  (Day  1 
of  the  cycle  is  the  first  day  of  menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  bottles  of  100 
tablets. 


norethindrone*- an  original  steroid  from 


LABORATORIES  INC..  PALO  ALTO.  CALIF. 


1=  First  synthesized  by  Synlex  Laboratories  (Dj erassi , et  al  : Paper 
presented  before  the  Division  of  Medicinal  Chemistry,  American 
Chemical  Society  meeting,  Milwaukee,  Wisconsin,  April  3,  1952.) 


SPECIAL  ARTICLE 


Current  Pharmaceutical  Development — Its  Problems 

and  Future 

AUSTIN  SMITH,  M.D.  Washington,  D.C. 


Daring  1964  people  throughout  much  of  the  world 
will  be  paying  homage  to  the  memory  of  William 
Shakespeare,  whose  birthday  was  honored  this 
week.  Well,  another  birthday  should  be  remembered. 
This  year  is  the  twenty-first  birthday  for  the  with- 
holding of  income  tax  from  pay  checks.  It  began  in 
1943  with  a five  per  cent  “Victory”  tax  which  was 
imposed  to  help  siphon  excess  purchasing  power. 
In  the  same  year  the  withholding  rate  was  boosted 
to  20  per  cent.  The  rate  was  reduced  in  1945  to 
18  per  cent,  and  in  1948  to  15  per  cent.  But  in 
1950  it  went  back  up  to  18  per  cent,  then  set  at 
20  per  cent  to  run  to  1954,  when  it  was  reduced 
to  18  per  cent.  It  is  now  at  14  per  cent. 

In  addition,  another  birthday  was  recently 
reached.  On  October  3,  1913— about  fifty  years  ago 
—President  Woodrow  Wilson  signed  the  Federal 
income  tax  law.  Under  the  provisions  then  corpora- 
tions paid  one  per  cent  and  rich  individuals  as  much 
as  six  per  cent.  Last  year,  fifty  years  later,  the 
maximums  were  62  per  cent  for  corporations  and 
91-92  per  cent  for  individuals. 

millions  and  billions 

What  does  such  taxation  mean?  Many  things.  For 
example,  this  year  twenty  million  persons  will  re- 
ceive Social  Security  payments.  An  additional  million 
families  will  receive  an  average  of  $129.00  per  month 
in  aid  to  dependent  children.  Another  seven  mil- 
lion are  receiving  federally  supported  relief  pay- 
ments. 

To  date,  more  than  7,000  hospitals  and  health 
centers  have  been  built  with  aid  from  the  Hill- 

Burton  Act.  Forty  per 
cent  of  medical  research 
projects  have  some  fed- 
eral support.  About  500, 
000  students  have  been 
helped  with  federal  funds 
during  the  past  six  years. 

Such  largess  is  possible 
through  the  Department 
of  Health,  Education  and 
Welfare,  an  agency  that, 
when  assembled  in  1953, 
had  39,000  employees 

Presented  at  Annual  Mid-Year  Meeting,  House  of  Dele- 
gates, Oregon  Medical  Association,  Portland,  April  25,  1964. 


and  a budget  of  not  quite  two  billion  dollars.  Last 
year  it  had  more  than  80,000  employees  and  a 
budget  of  more  than  five  billion  dollars.  This  year 
there  are  86,000  employees  with  a budget  of  more 
than  six  billion  dollars.  The  target  for  1965  reflected 
more  than  90,000  jobs  and  seven  and  a half  billion 
dollars. 

The  work  of  the  Department  of  Health,  Education 
and  Welfare  makes  possible  political  recognition  for 
many  Congressmen  back  home,  for  control  of  multi- 
billion dollar  industries  such  as  drugs  and  foods,  even 
the  building  of  sewage  treatment  plants.  Other  pos- 
sibilities, such  as  air  pollution  control,  are  too  numer- 
ous to  mention. 

Let  me  present  this  in  summary  another  way.  The 
population  of  this  country  is  now  about  189  million. 
The  gross  national  product  is  not  quite  600  billion 
dollars  with  personal  income  being  more  that  450 
billion  after  taxes  and  compulsory  levies.  Of  this 
income,  about  six  and  one-half  per  cent  is  derived 
from  federal  or  federally  assisted  social-insurance 
and  related  payments,  including  unemployment  and 
disability  compensation.  More  than  18  million  people 
receive  monthly  checks  under  the  Social  Security 
program.  More  than  5 million  people  receive  free 
surplus  foods. 

our  social  welfare  program 

Why  these  figures?  Simply  to  remind  the  mem- 
bers of  this  audience  that  contrary  to  what  some 
planners  for  our  society  maintain,  we  already  have  a 
social-welfare  program.  I am  not  saying  we  should 
or  should  not  have  such  programs,  although  I always 
have  maintained,  and  still  do,  that  we  should  help 
those  who  cannot  help  themselves.  Incidentally,  I 
distinguish  these  from  the  ones  who  do  not  want  to 
help  themselves;  there  is  a difference.  I am  merely 
reminding  you  of  what  exists  today.  The  problems 
arising  today  in  the  health  field  rest  not  on  the  word 
when  but  on  the  words  how  much.  For  it  is  the 
growth  of  legislative  and  regulatory  control  of  our 
way  of  life  that  is  posing  as  many  problems  as  those 
created  by  temporarily  unmet  needs.  And  you  and 
I,  through  taxation,  are  helping  further  the  ex- 
tension of  such  control  on  the  one  hand  as  we  try 
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independently  on  the  other  to  erase  the  needs  of  our 
fellowman. 

As  I view  the  current  situation,  I find  the  prob- 
lems have  a way  of  multiplying  like  unicellular  or- 
ganisms which  multiply  without  reason  other  than 
the  presence  of  satisfactory  growth  conditions.  Polit- 
ical ambition,  decisions  by  uninformed  government 
personnel,  and  loose  statements  by  members  of  the 
health  professions  can  initiate  difficulties  and  cause 
them  to  multiply  almost  endlessly,  but  these  can  be 
overcome  with  facts,  persuasion  and  persistence. 
Time  works  in  the  favor  of  those  who  are  and  want 
to  be  informed.  But  there  are  too  many  who  consider 
the  perimeter  of  a problem  rather  than  its  setting. 
They  look  at  an  isolated  problem  facing  man  rather 
than  at  man  in  his  environment.  And  yet  it  is  the 
environment  in  which  man  finds  himself  today  that 
is  causing  many  of  his  problems. 

attack 

As  an  example  of  the  influence  of  environment, 
let  me  describe  what  today  might  be  considered 
as  a typical  development.  To  keep  it  relatively  free 
of  any  exotic  aura  let  me  choose  tuberculosis  as  the 
subject.  It  may  be  a fabricated  example  but  it  could 
be  applied  to  situations  which  have  arisen,  for  exam- 
ple, in  the  mental  care  field. 

In  the  United  States  there  are  thousands  of  people 
afflicted  with  tuberculosis.  Hospital  care  and  bed 
rest,  aided  by  surgery,  provide  much  help  and,  over 
a span  of  years,  were  accepted  by  the  public  as  well 
as  the  medical  profession  as  worthwhile  treatment 
measures.  There  always  was  lurking  in  the  hearts  of 
all  a hope  for  something  better,  of  course,  but 
there  was  not  much  restiveness  because  that  miracu- 
lous something  had  been  lacking. 

Suddenly  comes  news  of  a truly  effective  drug 
treatment.  Victims  of  tuberculosis  who  formerly 
would  have  died  are  sent  home  from  medical 
institutions.  Their  hospital  commitment  is  shorter. 
There  are  fewer  complications.  Sometimes,  in  fact, 
they  do  not  have  to  enter  institutions  for  care.  Wards 
become  empty.  Money  is  saved  for  the  sick  person, 
his  family,  the  community,  the  country  as  a whole. 

All  of  this  seems  wonderful  until  some  publicly 
identified  figure  claims  loudly  that  the  price  for 
this  drug  is  too  high,  the  producer  of  the  drug  is 
coining  too  much  money,  the  prescriber  is  duped 
by  advertising,  patents  and  protected  names  are 
contributing  to  the  cost,  and  a public  investigation 
is  necessary,  preferably  with  television  coverage 
and  the  sympathetic,  attentive  ear  of  a press  already 
primed  with  misinformation.  Forget  about  the  bene- 
fits, just  consider  the  accusations,  is  the  plea  of  the 
critic. 

Such  a development  in  itself  would  not  be  catas- 
trophic if  the  outcome  were  dependent  simply  on 
the  gathering  of  facts,  their  thorough  evaluation 


and  the  writing  of  a report  truthfully  recording  the 
pros  and  cons  with  equally  truthful  admission  of 
the  factual  situation.  All  that  this  procedure  would 
involve  would  be  the  expenditure  of  many  thous- 
ands, or  more  likely  hundreds  of  thousands  of 
dollars,  for  study  and  testimony  by  lawyers,  econo- 
mists, researchers,  medical  practitioners  and  others. 
Of  course  the  company’s  laboratories  might  in  part 
slow  down  their  creative  activity,  and  other  parts 
of  the  company  might  be  seriously  affected  as  per- 
sonnel are  directed  to  gather  facts,  sort  them  and 
decide  how  best  to  use  them  for  the  benefit  of  all. 
However,  as  some  would  say,  this  only  represents 
money,  manpower,  time  and  equipment  so  why 
worry  about  what  happens  to  one  firm  for  a while. 

induced  confusion 

It’s  not  this  simple,  however.  Other  members  in 
the  same  industry  are  swept  into  the  same  sea  of 
accusation  and  confusion.  Soon  the  press  is  taking 
sides  on  widely  varied  issues,  not  just  the  price  of  a 
drug  for  those  with  tuberculosis.  Then  legislators 
are  urge  to  pass  legislation.  Sometimes  it  is  not  clear 
what  should  be  enacted,  but  this  becomes  less 
important  as  excitement  mounts.  Members  of  the 
health  professions  get  into  the  disputes,  sometimes 
making  conflicting  statements.  And  lacking  informa- 
tion, or  perhaps  I should  say  guidance,  the  public  by 
this  time  is  becoming  confused  and  begins  to  make 
demands.  In  general,  the  less  informed  the  person 
is  about  a subject,  the  louder  he  seems  to  cry.  In 
the  meantime,  the  voices  of  the  many  tuberculosis 
victims  who  were  sick,  then  helped  with  modern 
medical  care  and  are  now  back  at  work  and  with 
their  families,  are  lost  in  the  developing  noise.  Who 
wants  to  listen  to  them  ask  “Why  all  the  fuss?” 

But  this  is  not  all.  By  now  the  headlines  in  our 
press  are  picked  up  in  other  countries  and  demands 
for  changes  are  heard  there.  Often  these  demands 
are  discriminatory  towards  the  firm  involved,  the 
industry  of  which  the  firm  is  a part,  and  the  country 
of  origin  for  the  firm.  The  familiar  “Go  home,  Yan- 
kee” gains  support.  No  one  pauses,  so  it  seems,  to 
ask  how  many  need  medical  help  for  what  diseases 
in  these  countries,  whether  there  is  money  to  pay  for 
the  care  even  if  drugs  are  practically  given  away, 
whether  there  is  available  medical  personnel  to  ad- 
minister the  drugs  and  provide  other  maybe  more 
important  medical  attention,  and  whether  there  are 
other  more  important  disease  contributing  factors 
such  as  inadequate  nutrition,  housing  and  sanita- 
tion to  be  considered. 

Also  at  the  same  time  hysteria  in  the  company’s 
own  country  and  other  pressures,  plus  gross  ignor- 
ance of  the  facts,  are  calling  for  the  right  to  sub- 
stitute, the  compulsory  use  of  generic  names,  the 
limitation  of  competition  in  the  form  of  duplication 
by  other  firms,  the  purchase  of  drugs  from  foreign 
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shores,  and  almost  countless  other  actions.  Aiding 
the  development  of  this  confusion  are  the  cries  of 
those  who  buy  primarily  on  the  basis  of  budget  and 
those  who  practice  in  isolated  splendor  with  little 
worry  over  office  overhead  or  patient  expenditures. 
Such  division  of  opinion  by  members  of  the  health 
units  encourages  the  “let’s  change  it”  boys  who 
would  like  to  effect  changes  in  areas  about  which 
they  may  know  little.  Singularly  lacking  are  pleas 
for  facts.  But  not  lacking  is  criticism  and  insist- 
ence that  another  way  is  the  better  way. 

" there  ought  to  be  a law" 

Well,  again,  if  all  this  activity  were  confined  to  a 
company  or  even  an  industry  it  would  not  be  irre- 
trievably obstructive.  Facts  about  costs,  distribution 
needs,  research  probings  and  voids,  taxes  paid, 
and  other  economic  business  and  professional  data 
would  in  time  exert  their  telling  effects  and  after  a 
deep  breath  all  could  begin  moving  ahead  towards 
new  discoveries  and  better  treatments  as  society' 
delves  more  deeply'  into  man’s  other  problems. 

However,  again,  the  story  does  not  stop  here. 

Perhaps  by  now  a few  reports  of  toxic  reactions 
are  being  publicized.  Until  recently  such  reports 
appeared  in  the  medical  press  and  revised  promo- 
tional material  for  the  practitioner.  Now,  however, 
medicine  is  practiced  through  newspaper  headlines. 
So  safety,  as  well  as  price,  becomes  a dinner  table 
as  well  as  legislative  topic  of  conversation.  Federal 
and  state  bodies  at  the  legislative  and  administrative 
levels  become  more  active.  Laws  to  protect  the  pub- 
lic against  drug  makers  and  pill  peddlers  are  pro- 
posed. Then  laws  to  protect  the  public  against  prac- 
titioners, dispensers,  and  researchers,  are  advocated. 
Where  it  will  stop  is  never  known  or  even  envi- 
sioned by  the  “let’s  change  it”  corps  of  critics. 

And  so  it  goes.  The  story  is  known  to  all  of  us. 
Sometimes,  though,  we  forget  how  ripples  develop 
from  a stone  dropped  in  the  quiet  pond  and  how 
sometimes  these  ripples  return  from  the  reflecting, 
in  this  case  foreign,  shoreline.  Practitioners,  medical 
and  pharmacy  organizations,  pharmacy  and  medical 
boards  and  unmentioned  others  become  involved, 
either  because  they  are  pressed  into  action  or  be- 
cause, on  occasion,  they  are  uninformed.  As  is  true 
for  a managed  economy  in  a country,  there  is  no 
end  to  the  list  of  suggestions  for  checks  and  balances 
which  are  proposed  to  meet  all  real  and  fancied 
situations.  Like  an  inverted  pyramid  they  build  on 
each  other.  And  then  when  some  of  them  do  become 
adopted,  a second  look  at  the  wording  of  the  laws 
and  regulations  often  reveals  much  to  be  desired, 
particularly  when  unanticipated  complications  arise. 

It  is  impossible  today'  to  single  out  any  one  seg- 
ment of  the  complex  health  picture  and  treat  it 
separately  without  expecting  the  other  segments 
to  be  affected.  Government  officials,  pharmacists, 


physicians,  legislators,  members  of  the  armed  forces, 
hospital  administrators,  insurance  planners,  educat- 
ors, name  whom  you  will,  all  are  involved.  And  it 
is  impossible  to  confine  a widely  publicized  activity 
to  one  area;  it  will  spread  from  the  federal  scene, 
to  state,  to  community',  even  abroad  to  foreign  shores, 
and  then  back  again.  This  is  inevitable  when  such 
an  emotionally  charged  issue  as  health  is  involved. 

managed  news 

Recently  I read  an  item  about  the  manipulation 
of  words.  It  concerns  a road  race  between  an 
American  car  and  a Russian  car.  The  American 
car  easily  won  this  two  car  race.  But  when  it  was 
mentioned  in  a Communist  newspaper  the  report 
was  as  follows: 

The  Russian  car  finished  second.  The  American 

car  finished  next  to  last. 

Sometimes  I wonder  if  we  in  the  health  field 
and  in  private  enterprise  efforts  will  ever  win  the 
battle  against  conviction  by  deception.  I truly  believe 
that  all  of  us  should  be  big  enough  to  admit  our 
mistakes  and  in  most  instances  are,  and  yet  day 
after  day  the  press  carries  headlines  that  convict 
us  by  their  wording  without  a chance  for  us  to 
reply  or  receive  equal  treatment.  And  so  often  the 
headlines  really  do  not  reflect  the  substance  of  the 
articles. 

Failure  to  use  ably  the  knowledge  that  is  avail- 
able today  is  an  inexcusable  fault.  Even  under  the 
most  helpful  circumstances  today’s  information  may 
be  difficult  to  utilize  as  science  sometimes  outruns 
the  understanding  of  those  who  can  benefit  the  most 
from  its  blessings.  There  are  many  who  do  not 
understand  what  is  new  and  how  to  use  it  and  so 
become  confused.  Thus,  since  it  is  not  unusual  to  be 
fearful  of  that  which  is  not  understood,  there  is 
hesitancy  to  accept  the  new  and  failure  to  view  it  in 
its  proper  perspective.  If  we  who  are  supposed  to  be 
informed  people  in  the  health  field  do  not  continue 
to  learn  and  interpret  and  share,  we  can  only  blame 
ourselves  for  some  of  the  problems  that  arise  through 
ignorance. 

If  such  sy'mptoms  of  unrest  were  evidence  of  only 
carping  criticism  I would  treat  them  less  seriously 
and  try  to  shrug  them  aside,  as  one  brushes  off  mos- 
quitoes in  the  bush  until  repellents  and  larvacides 
are  put  to  work.  Unfortunately,  though,  this  constant 
drumming  of  a central  theme  has  a hypnotizing 
effect  and  in  time  many'  succumb  to  the  brandish- 
ments  of  the  tune  makers.  Deliberate  misrepresenta- 
tion, careless  and  thoughtless  repetition,  failure  to 
check  on  the  alleged  facts,  and  constant  displays  of 
sensationalism  encourage  more  and  more  public  de- 
pendence on  the  growing  paternalism  of  an  already 
greedy  government.  It  effectively  influences  an  in- 
herent public  desire  to  be  babied  and  cuddled  and 
led  from  the  cradle  to  the  grave,  through  all  of  life’s 
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opportunities  and  challenges  in  education  and  em- 
ployment, in  sickness  and  in  health,  and  in  security 
—from  salaries  to  food  to  housing.  And  this  is  evident 
in  states  as  well  as  in  the  nation’s  capital,  in  fact, 
throughout  the  world. 

pernicious,  persistent  pursuit 

Increasingly  identified  with  this  growth  in  govern- 
ment paternalism  are  the  attempts  of  government, 
through  its  legislative  bodies  and  regulatory  agencies, 
to  tell  the  professions  what  to  do,  when  to  do  it, 
and  how  to  do  it.  And  I charge  that  this  is  deliber- 
ately fostered  in  speeches,  hearings  and  even  press 
releases.  A deliberate  choice  of  words  that  implies 
failure  by  a profession  to  understand  the  new  and 
useful,  or  inability  to  make  judgments,  or  lack  of 
knowledge  about  need  for  certain  treatment  meas- 
ures is  being  pursued  persistently,  perniciously  and 
effectively  in  many  quarters  in  my  opinion.  At  the 
rate  this  problem  is  developing  it  will  be  only  a mat- 
ter of  time  before  a government  will  produce  a master 
list  of  drugs  designed  for  the  majority  but  not  all 
of  those  who  are  ill,  and  built  on  a premise  of  price 
before  quality.  For  the  life  of  me,  I fail  to  see  the 
logic  of  such  insistence  by  those  who  some  day  in 
their  own  illness  might  be  adversely  affected  by  the 
shortcomings  of  their  earlier  demands. 

Lest  there  be  any  doubt  concerning  my  belief  in 
a role  for  government,  I want  to  emphasis  that  I 
think  it  should  provide  a helping  hand— but  not  a 
dominating  one.  It  should  be  a pilot,  not  the  captain 
of  a ship.  It  should  be  a member  of  the  team,  not  the 
owner;  in  fact,  in  my  judgment,  not  even  the  man- 
ager or  coach.  This  does  not  mean  I am  advocating 
constant  criticism  of  government  interventions  since 
sometimes  these  arise  because  we  who  could  have 
helped  stood  by  silently.  For  example,  I cannot  see 
the  Food  and  Drug  Administration  as  the  ultimate 
therapeutic  advisor  but  we  are  inviting  it  to  become 
just  that  if  we  do  not  assume  our  individual  obliga- 
tions and  if  we  do  not  insist  on  the  F.D.A.  limiting 
its  activities  to  those  it  rightfully  should  pursue.  And 
we  should  insist  that  it  follow  commonly  accepted 
concepts  such  as  the  right  of  appeal.  So,  in  my  judg- 
ment, representatives  of  government  should  not  tell 
the  professions  how  to  practice,  but  instead  should 
merely  help  ensure  dependability  concerning  items  of 
substance  when  the  professional  man  must  exercise 
his  judgment.  Government  can  offer  guidelines  for 
legal  questions  but  it  should  not  be  the  source  of 
decision  for  questions  involving  ethics,  etiquette  or 
professional  judgment.  If  professional  people  are  not 
able  to  face  up  to  these  aspects  of  our  society  then 
there  is  something  wrong  with  our  training  and  our 
philosophy. 

I have  yet  to  see  any  desk-bound  administrator  or 
full-time  politician  who  knows  as  much  about  the 
needs  for  a body  as  does  the  person  who  attends 
that  body  on  an  individual  basis  hour  after  hour. 


Concern  and  caution  are  advisable,  of  course,  for 
all— drug  maker,  drug  prescriber,  drug  dispenser 
and  drug  user.  But  when  lay  judgment  is  substituted 
for  professional  judgment,  when  the  sick  refuse  to 
take  what  is  wisely  prescribed,  when  consumer 
representatives  and  motivation  hunters  try  to  resolve 
medical  problems  without  medical  knowledge,  when 
the  medical  profession  is  notified  of  government 
interventions  in  drug  use  through  the  popular  press 
rather  than  through  normal  professional  channels, 
when  the  public  receives  medical  information  about 
drug  reactions  before  the  profession  is  informed,  the 
already  ailing  members  of  the  public  will  suffer  even 
more.  In  fact,  they  will  suffer  more  than  any  other 
group  since  it  will  be  their'  bodies  deprived  of 
needed  medical  counseling  and  remedies. 

Again,  so  that  there  is  not  any  uncertainty  about 
my  views  on  progress,  I want  to  make  it  clear  that 
I am  in  favor  of  progress  in  the  health  field  re- 
gardless of  the  source,  be  it  private  enterprise,  a 
government  or  a foreign  country.  But  I am  opposed 
to  obstacles  and  changes  that  will  hinder  progress 
for  this  country  and  its  people. 

the  place  for  leadership 

This  is  the  time,  then,  for  educational  leadership 
and  public  reassurance  concerning  medical  care, 
including  drug  therapy.  This  is  the  time  to  define  the 
basic  issues  so  that  all  problems  can  be  put  into 
proper  perspective.  Otherwise  we  may  become  lost 
in  a maze  of  minor  issues  while  the  major  areas 
serve  as  an  excuse  for  drastic  and  unwise  changes 
in  our  medical  care,  educational,  business  and  pro- 
fessional programs.  Drug  manufacturers  cannot  re- 
assure the  public  about  some  currently  exciting 
accusations  without  being  accused  of  selfish  inter- 
ests. And  when  they  dip  too  deeply,  even  though 
unselfishly,  into  medical  educational  efforts  they 
are  criticized  by  medical  educators.  Pharmacists 
also  are  hard  pressed  to  assume  leadership  in  reas- 
suring the  public  since  they  too  can  be  accused  of 
selfish  interests.  Obviously  pharmacists  and  drug 
manufacturers  should  do  what  they  can  in  this  area 
of  public  and  professional  education  and  reassurance 
but  they  are  limited  in  their  efforts  by  the  nature 
of  their  work.  Industry  has  a role,  as  does  pharmacy 
but  the  most  effective  role  of  leadership,  I believe, 
may  best  be  left  for  the  medical  profession.  It  has, 
I believe,  a profound  obligation  to  assume  such 
leadership.  However,  it  should  actively  seek  and  ac- 
cept the  help  of  allied  members  of  this  health  team. 
The  P.M.A.,  for  example,  is  willing  to  assume  an 
even  more  active  role  than  it  now  holds  but  it  be- 
lieves that  none  of  us  can  wait  too  long.  If  the  pro- 
fessions do  not  aggressively  meet  their  obligations 
the  government  will  do  it  for  them. 

Security,  like  liberty,  however,  has  never  come 
from  government  but  from  its  subjects.  The  history 
of  security,  like  liberty,  is  a history  of  limitations 
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of  governmental  power,  not  the  increase  of  it.  With 
the  record  of  history  behind  us  it  seems  to  me  that 
the  future  rests  on  this  history  of  the  past,  the  im- 
mediate merely  being  a bridge  to  permit  crossing 
from  the  past  to  the  future.  And  as  we  profit  from 
our  earlier  lessions  we  should  be  molding  our  con- 
victions and  marshalling  our  forces  to  support  these 
convictions.  This  may  not  be  easy  at  times  but  it  is 


essential  if  this  country  and  its  possibilities  are  to 
continue  to  achieve  world  recognition.  I beg  those 
on  the  health  team  to  remember  their  responsibilities 
as  professional  people,  and  as  citizens,  and  then  do 
something  about  them  individually  and  collectively. 
As  another  person  said  “Don’t  find  a fault,  find  a 
remedy.’  And  as  someone  else  long  ago  pleaded 
“Give  us  the  courage  to  stand  for  something  lest 
we  fall  for  anything.”  ■ 


USE  OF  CONTACT  LENSES  IN  INDUSTRY 

The  Council  on  Occupational  Health  of  the  American  Medical  Association  approves 
and  issues  statements  on  subjects  of  interest  to  those  concerned  with  the  health  of 
workers.  These  may  be  obtained  from  Henry  F.  Howe,  M.D.,  Secretary  of  the  Council, 
535  N.  Dearborn  St.,  Chicago,  Illinois. 

The  latest  such  guide  is  “Use  of  Contact  Lenses  in  Industry”,  reprinted  from 
JAMA,  April  27,  1964.  This  guide  points  out  that  it  may  not  be  advisable  for  the 
physician  to  approve  those  wearing  contact  lenses  for  certain  classes  of  work.  While 
contact  lenses  cover  at  least  a part  of  the  cornea,  they  offer  only  partial  protection 
for  the  eye.  The  contact  lens  wearer  should  use  the  same  approved  face  shields,  safety 
spectacles  or  goggles  for  protection  against  job  hazards  as  would  any  other  worker 
on  a similar  job. 

Small  foreign  bodies,  chemical  irritants  or  molten  metal  may  become  lodged 
beneath  the  contact  lens  and  cause  extensive  injury  to  the  cornea  before  the  lens  can 
be  removed  and  the  eye  adequately  irrigated. 

Accidental  dislodgement  of  contact  lenses  may  result  in  serious  consequences 
where  the  correction  is  of  a high  order.  In  such  instance  it  would  result  in  sudden 
incapacitation  by  immediate  change  in  vision,  lacrimation,  photophobia,  bilateral 
blepharospasm  and  ciliary  spasm.  For  this  reason,  the  Federal  Aviation  Agency  denies 
issuance  of  first  class  (air  transport)  or  second  class  (commercial  pilot)  medical  cer- 
tificates to  applicants  wearing  contact  lenses. 

Visual  acuity  of  employees  should  be  determined  and  recorded,  uncorrected 
and  corrected  by  spectacles  or  contact  lenses  or  both,  at  preplacement  and  periodic 
physical  examinations.  The  health  record  should  show  whether  the  worker  wears 
contact  lenses  regularly  or  intermittently  and  whether  appropriate  conventional  spec- 
tacles are  available  for  use  whenever  eye  inflammation  might  temporarily  preclude 
continued  use  of  contact  lenses  but  allow  continuation  of  work  with  spectacles.  The 
job  placement  of  each  applicant  who  wears  contact  lenses  should  be  determined  only 
after  thorough  evaluation  of  job  hazards  and  visual  needs. 

Those  interested  in  further  detail  should  secure  the  Council’s  statement  on 
the  Use  of  Contact  Lenses  in  Industry. 

Abstract  by  W.  D.  Norwood,  M.D.,  Chairman  Committee  on  Occupational  Health 
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Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  i, Washington 

president  Robert  B.  Hunter,  M.D.,  Sedro  Woolley 
secretary  Cad  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  13-16,  1964,  Seattle 


Proposed  State  Legislation 

The  following  presentation  lists  state  legislative  proposals  of  particular  interest 
to  physicians,  and  proceeds  to  discuss  a specific  piece  of  legislation  designed  to  protect 
abused  children. 

This  general  type  of  child-welfare  measure  is  supported  by  the  Washington  State 
Medical  Association  in  a policy  statement  by  the  WSMA  House  of  Delegates  in  1964, 
as  follows: 

It  is  recommended  “that  efforts  be  made  by  the  Washington  State  Medical 
Association  to  get  sound  legislation  for  routine  reporting  of  injured  children  so  that 
cases  of  the  ‘battered’  child  may  become  a subject  of  social  investigation  without 
embarrassment  or  jeopardy  to  the  physician  concerned.”  The  specific  proposal  discussed 
below  does  not  provide  for  social  investigation. 

The  general  idea  of  protective  legislation  for  abused  children  is  receiving  strong 
support  from  law  enforcement  officers,  prosecuting  attorneys,  and  probation  officers. 
Some  P.T.A.  groups  have  supported  the  specific  legislation  proposed  below  but  these 
groups  seem  to  be  unaware  of  possible  infringement  upon  parents’  and  childrens 
rights  and  unaware  of  the  desirability  of  social  investigation  and  rehabilitation. 

Richard  F.  Gorman,  Executive  Secretary 


It  is  not  too  early  to  take  a look  at  medical  legis- 
lation which  may  be  introduced  at  the  39th  Session 
of  the  State  Legislature  when  it  convenes  at  Olympia 
on  January  11,  1965. 

northwest  medicine  for  May,  1964  carried  infor- 
mation on  such  legislative  matters  as  the  Professional 
Corporations  bill,  and  the  Mental  Health  Authority, 
but  there  are  many  other  legislative  proposals  of  in- 
terest to  physicians.  Most  of  these  arise  from  a gen- 
eral and  nation-wide  increase  in  state  legaslative 
interest  in  measures  affecting  medicine  and  medical 
practice. 

These  measures  include  proposals  for  Good  Sa- 
maritan laws;  mandatory  reporting  of  battered  child 
syndrome;  extension  of  area  of  chiropractic  practice; 
law  prohibiting  cancer  quackery;  coroners  and  medi- 
cal examiners  legislation;  ionizing  radiation  and 
x-ray;  laboratories  and  laboratory  technicians;  medi- 
cal practice  and  licensure;  morbidity  and  mortality 
studies  and  tissue  committees  (privileged);  physi- 
cians’ report  on  licensed  drivers;  opticians  and  op- 
thalmic  dispensers;  optometry;  physical  therapy; 
prohibition  of  physician  ownership  of  pharmacies; 
mandatory  PKU  tests;  podiatry  (chiropody);  pro- 
tection of  communication  between  a psychiatrist 
and  his  patients;  and  psychologist  certification  or 
licensing. 


The  Abused  Child 

One  proposal  of  considerable  interest  to  physicians 
deals  with  the  subject  of  the  abused  child. 

Bills  were  introduced  last  year  in  eleven  states: 
California,  Colorado,  Florida,  Indiana,  Minnesota, 
Missouri,  New  Mexico,  Ohio,  Pennsylvania,  Ten- 
nessee and  Wyoming,  designed  to  require  that  a 
physician  and  others  report  cases  of  child  abuse 
which  are  observed  in  the  course  of  their  professional 
practice  with  appropriate  provisions  protecting  those 
so  reporting  against  any  civil  liability  arising  out  of 
complying  with  the  statutory  requirement.  Statutes 
are  now  on  the  books  in  California,  Colorado,  Flori- 
da, Ohio,  Tennessee,  and  Wyoming  making  it  man- 
datory for  physicians  and  institutions  to  report  phy- 
sical abuses  of  children  to  the  appropriate  police 
authority. 

The  Children’s  Bureau  of  the  Department  of 
Health,  Education  and  Welfare  has  drafted  a 
“model’’  bill  on  this  subject  which  is  being  widely 
circulated  to  members  of  state  legislatures,  health 
departments,  hospitals  and  some  physicians.  In  view 
of  this  and  the  widespread  publicity  on  radio,  T.V., 
and  popular  magazines  given  to  the  plight  of  the 
battered  child,  we  can  anticipate  intensive  legis- 
lative interest  in  this  subject  during  1964-65. 
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Draft  of  Washington  State  Proposal 

The  following  draft  of  a proposed  legislative  bill 
was  drawn  by  a special  legislative  committee  of  the 
Chief  Probation  Officer’s  Association  of  the  State 
of  Washington. 

A Proposal  on  Behalf  of  the  Beaten,  Neglected 
and  Sexually  Abused  Children  of  Washington 

Drafted  by:  (Members  of  a Special  Legislative 
Committee  of  the  Chief  Probation  Officer’s  Associa- 
tion of  the  State  of  Washington.) 

Section  1.  Declaration  of  purpose.  In  order  to  pro- 
tect children  whose  health  and  welfare  may  be  ad- 
versely affected  through  the  infliction,  by  other  than 
accidental  means,  of  physical  injury  and/or  physical 
neglect,  or  sexual  abuse,  requiring  the  attention  of  a 
physician,  the  Washington  State  Legislature  hereby 
provides  for  the  mandatory  reporting  of  such  cases 
by  physicians  and  surgeons  and  institutions  to  the 
appropriate  public  authorities.  It  is  the  intent  of  the 
Washington  State  Legislature  that,  as  a result  of  such 
reports,  protective  services  shall  be  made  available 
in  an  effort  to  prevent  further  abuses,  safeguard  and 
enhance  the  general  welfare  of  such  children,  and  to 
preserve  family  life  whenever  possible. 

Section  2.  Definitions.  For  the  purpose  of  and 
as  used  in  this  act; 

1.  Physician  and  Surgeon  means  any  doctor  of 
medicine  licensed  to  practice  medicine  in  this  state. 

2.  Institution  means  a private  or  public  hospital 
or  any  other  facility  providing  medical  diagnosis, 
treatment  or  care. 

3.  Court  means  the  Superior  Court  of  the  State 
of  Washington,  Juvenile  Department. 

4.  Law  Enforcement  Agency  means  the  Police 
Department  in  incorporated  towns,  cities  or  mu- 
nicipalities and  the  office  of  the  Sheriff  in  unin- 
corporated areas. 

Section  3.  Reports  by  Physicians,  Surgeons  and 
Institutions. 

1.  When  any  physician  has  cause  to  believe  that 
a child  under  the  age  of  eighteen  years  brought  be- 
fore him  or  coming  to  him  for  examination,  care,  or 
treatment  has  had  physical  injury  or  injuries  inflicted 
upon  him  other  than  by  accidental  means  and/or 
physical  neglect,  or  sexual  abuse,  by  a parent,  step- 
parent, legal  guardian,  caretaker  or  any  other  person 
having  custody  of  such  child,  he  shall  report  such  in- 
cident or  cause  a report  to  be  made  to  the  proper 
law  enforcement  agency  as  provided  in  subsection 
(3)  of  this  section. 

2.  When  a physician  is  attending  a child  under 
the  age  of  eighteen  years  as  part  of  his  regular  duties 
as  a staff  member  of  an  institution  and  has  cause  to 
believe  that  such  child  has  had  physical  injury  or 
injuries  inflicted  upon  him  other  than  by  accidental 
means  or  who  is  found  to  be  suffering  from  physical 
neglect,  or  sexual  abuse,  by  a parent,  step-parent, 
legal  guardian,  caretaker,  or  other  person  having  cus- 


tody of  such  child,  he  shall  so  notify  the  person  in 
charge  of  the  institution  or  his  designated  represen- 
tative, who  shall  report  the  incident  or  cause  such 
report  to  be  made  as  provided  in  subsection  (3)  of 
this  section. 

3.  An  immediate  oral  report  shall  be  made  by 
telephone  or  otherwise  to  the  proper  law  enforce- 
ment agency  and  shall  be  followed  by  a report  in 
writing.  Such  reports  shall  contain  the  following  in- 
formation, if  known: 

a.  The  name,  address  and  age  of  the  child; 

b.  The  name  and  address  of  the  child’s  parents’, 
step-parents;  guardians  or  other  persons  having 
custody  of  the  child; 

c.  The  nature  and  extent  of  the  child’s  injury 
or  injuries; 

d.  The  nature  and  extent  of  the  child’s  physical 
neglect; 

e.  The  nature  and  extent  of  the  sexual  abuse; 

f.  Any  evidence  of  previous  injuries,  including 
their  nature  and  extent;  and 

g.  Any  other  information  which,  in  the  opinion 
of  the  physician,  may  be  helpful  in  establishing 
the  cause  of  the  child’s  injury  or  injuries  and 
the  identity  of  the  perpetrator  or  perpetrators. 
Section  4.  Duties  of  law  enforcement  agency- 

limitations. 

1.  Upon  the  receipt  of  a report  concerning  the 
possible  non-accidental  infliction  of  a physical  injury 
upon  a child  or  physical  neglect,  or  sexual  abuse, 
it  shall  be  the  duty  of  the  law  enforcement  agency  to 
investigate  and  to  refer  such  report  to  the  court. 

2.  No  child  upon  whom  a report  is  made  shall 
be  removed  from  his  parents,  step-parents,  legal 
guardian,  caretaker  or  other  persons  having  custody, 
by  law  enforcement  agency  without  a consultation 
with  the  court  unless,  in  the  judgment  of  the  report- 
ing physician  and  the  law  enforcement  agency,  im- 
mediate removal  is  considered  essential  to  protect  the 
child  from  further  injury  or  abuse  or  from  suffering 
from  further  neglect,  or  sexual  abuse. 

Section  5.  Immunity  from  Liability.  Any  person 
participating  in  the  making  of  a report  pursuant  to 
this  act  or  participating  in  a judicial  proceeding 
resulting  therefrom  shall  in  so  doing  be  immune 
from  any  liability,  civil  or  criminal,  that  might  other- 
wise be  incurred  or  imposed.  That  the  provisions 
of  this  act  heretofore  provided  shall  not  be  deemed 
violation  of  the  patient-physician  relationship  or 
confidence. 

Section  6.  Evidence  not  privileged.  The  privileged 
communication  between  patient  and  physician  shall 
not  be  a ground  for  excluding  evidence  regarding 
a child’s  injuries,  neglect,  or  sexual  abuse,  or  the 
cause  thereof,  in  any  judicial  proceedings  resulting 
from  a report  pursuant  to  this  act. 

Section  7.  Penalty.  Anyone  knowingly  and  will- 
fully violating  the  provisions  of  this  act  shall  be 
guilty  of  a gross  misdemeanor. 
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W.S.M.A.  Comments 

The  following  communication  recently  was  ad- 
dressed by  the  Washington  State  Medical  Associa- 
tion to  the  Probation  Officer’s  bill-drafting  Com- 
mittee: 

“The  medical  profession  has  an  intense  interest 
in  this  subject.  Many  of  our  doctors  see  cases  of 
children  who  have  been  injured  and  many  times 
these  injuries  seem  to  stem  from  abuse  by  a parent, 
adult,  or  another  child,  usually  an  older  one.  At  the 
same  time,  I am  sure  you  realize  how  difficult  it  is 
in  many  cases  to  come  to  a conclusion  that  actual 
abuse  is  the  cause  of  the  injury. 

“There  is  no  question  about  it;  child  abuse  is 
insidious.  Only  the  most  flagrant  cases  come  to  pub- 
lic attention.  Many  instances  do  not  come  to  the 
attention  of  physicians,  and  in  those  that  do,  it  is 
often  discovered  that  the  child  had  suffered  pre- 
viously from  maltreatment  or  injury  by  his  parents 
or  guardian. 

“It  seems  we  face  a problem  of  a magnitude  be- 
yond the  scope  of  the  proposed  legislation  which 
currently  is  intended  only  to  require  mandatory  re- 
porting by  physicians  when  there  is  objective  medi- 
cal evidence  which  establishes  reasonable  cause  to 
suspect  nonaccidental  physical  injury.  Is  this  enough? 
Or,  should  the  current  and  considerable  public 
interest  in  the  subject  be  properly  utilized  to  a more 
comprehensive  job  of  legislating? 

“Is  reporting  by  one  group  sufficient?  Does  the 
battered  child  always  come  to  the  attention  of  the 
physician?  What  is  to  be  done  to  protect  the  child 
during  medical  treatment?  What  is  to  be  done  to 
prevent  the  child’s  being  returned  to  the  same  un- 
satisfactory environment?  What  is  to  be  done  when 
the  evidence  accumulates  at  school,  - indicating  a 
threat  to  a child’s  safety? 

“This  is  a social  problem  in  which  the  physician 
plays  but  a part.  It  would  be  a shame  to  dissipate  the 
energy  contained  in  the  current  public  interest  in 
the  problem  in  a make-shift  piece  of  legislation.  It 
seems  that  mandatory  reporting  by  physicians  only, 
will  tend  to  give  the  interested  public  the  idea  the 
problem  is  solved,  or  at  least  tend  to  give  them  the 
idea  that  they  had  labored  hard  and  had  really  ac- 
complished something  . . . ‘and  now  we  can  sit  back 
and  rest’.  Why  not  use  the  white-hot  interest  to  really 
legislate  in  several  areas  which  need  attention  if  the 
problem  is  to  be  solved? 

“Wouldn’t  it  be  wise  to  consider  extending  the 
immunity  on  reporting  to  visiting  nurses,  social  work- 
ers, school  teachers,  lawyers,  marriage  and  guidance 
counselors,  and  others  who  frequently  learn  of  cases 
before  medical  care  is  demanded  or  received.  To 
wait  until  the  child  requires  medical  attention  is  too 
late.  Also,  to  compel  reporting  by  the  physician 
alone  may  single  him  out  unwisely.  Knowing  of  this 
requirement,  the  parent  or  guardian  may,  for  his  own 


protection,  put  off  seeking  medical  care. 

“It  is  important  to  consider  that  the  problem  is 
primarily  social  and  secondarily  medical.  It  also 
is  important  to  remember  that  nq  evidence  has  been 
presented,  and  none  is  known  to  exist,  which  estab- 
lishes that  mandatory  reporting  in  and  of  itself  will 
eradicate  undesirable  social  conduct.  Yet  there  is  a 
tendency  to  assume  that  mandatory  reporting  will 
solve  the  problem.  We  are  sure  you  realize  what  an 
arduous  task  it  is  to  arouse  public  support  for  a pro- 
posed legislative  act.  If  the  support  for  the  proposed 
bill  is  permitted  to  dissipate  itself  in  only  a manda- 
tory reporting  by  physicians,  the  interested  public 
may  be  expected  to  sit  back  and  be  disinterested  in 
putting  forth  the  very  considerable  effort  required 
to  meet  this  problem  head-on  in  all  of  its  aspects. 
That  is  why  it  is  hoped  any  legislative  effort  will 
be  comprehensive. 

“Another  most  important  consideration  is  the  pro- 
tection of  the  children  involved.  This  is  a large  sub- 
ject and  includes  social  work  considerations  as  well 
as  specifics  with  regard  to  keeping  the  child  safe  dur- 
ing and  after  medical  treatment  and  until  there  is 
reasonable  assurance  that  the  home  to  which  he  re- 
turns will  be  safe. 

“Again,  we  must  stress  the  importance  of  consider- 
ing the  proposed  legislation  as  a comprehensive  at- 
tack on  a many-faceted  social  problem.  We  do  not 
obtain  public  interest  easily,  and  once  it  has  been 
obtained  it  can  be  continued  only  if  there  is  an  ef- 
fort being  made  for  positive  legislative  action.  In 
view  of  the  piecemeal  approach  of  mandatory  re- 
porting by  physicians  only,  wouldn’t  it  be  wise  to 
start  now  on  a more  comprehensive  and  multi-dis- 
ciplinary approach.  Even  if  this  might  tend  to  delay 
action,  it  would  keep  the  public  interest  keen  and 
would  produce  a better  program,  which  hurried  and 
partial  action  might  unnecessarily  delay  for  a much 
longer  period  of  time  due  to  the  public’s  assuming  a 
hastily-passed  measure  had  solved  the  problem.” 

The  letter  was  signed  by  Robert  B.  Hunter,  M.D., 
President,  WSMA. 

New  England  Comment 

The  New  England  Journal  of  Medicine,  on  April 
30,  1964,  had  this  to  say  on  the  subject: 

ACTION  ON  “ BATTERED  CHILD ” 

The  full  extent  of  the  “battered-child”  syndrome 
has  still  not  been  determined,  but  its  increase  seems 
to  be  in  part  due  to  increased  awareness  and  report- 
ing of  cases.  The  Children’s  Hospital  Medical  Center 
has  announced  that  11  such  cases  were  reported  in 
the  first  three  months  of  this  year  after  considerable 
publicity  and  an  intramural  educational  program. 
This  is  compared  to  only  7 cases  reported  for  all  of 
1963.  The  question  of  how  society  and  the  medical 
profession  had  best  proceed  does  not  have  a clear 

Continued  on  page  406 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


QUINETHAZONE-TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  Hg.,1’2  just  right  for  patients  with  mild  tp 
moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria. 


il 


1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  J.  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28,  1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 

8270-4 
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answer.  The  Children’s  Bureau  has  advocated  that 
mandatory  reporting  bills  be  passed  by  states  ta  en- 
sure referral  of  such  eases  to  official  enforcement 
agencies.  Some  have  worried  about  the  infringement 
upon  the  parents’  rights  in  ease  of  false  reporting  of 
such  children  if  the  laws  were  passed.  Concern  has 
been  expressed  that  legislation  requiring  reporting 
to  a police  agency  would  preclude  therapy  for  the 
families  that  could  be  rehabilitated. 

Now,  the  Massachusetts  state  legislature  has  passed 
and  sent  to  the  Governor  Senate  Bill  644,  which 
seems  to  meet  these  objections.  It  has  two  simple 
provisions:  To  make  reporting  of  children  who  are 
abused  by  adults  mandatory;  and  to  absolve  the 
physician  who  may  report  such  families  from  liability’ 
action.  This  bill  requires  reporting  to  a state  agency, 
the  Department  of  Public  Welfare,  whose  division 
of  child  guardianship  would  be  charged  with  ensur- 
ing that  proper  investigations  be  carried  out  by  it 


or  other  appropriate  agencies,  and  appropriate  actions 
taken.  This  bill  seems  to  be  carefully  written  to  do 
the  most  effective  job,  and  it  deserves  the  support 
of  the  medical  profession  in  Massachusetts;  it  has 
now  been  held  up  because  of  budgetary  considera- 
tions. Therefore,  to  carry  out  this  act  the  Division  of 
Child  Guardianship  will  require  some  additional 
funds.  Not  to  approve  the  bill  for  these  reasons, 
however,  would  seem  to  be  false  economy  to  say 
nothing  of  possible  crippling  or  loss  of  life  that  may 
ensue  when  reporting  is  delayed. 

Expression  to  its  elected  representatives  of  the 
medical  profession’s  opinion  on  this  matter  seems 
to  be  the  proper  method  to  achieve  the  desired 
results  in  a democratic  society. 

Conclusion 

Legislative  proposals  on  the  abused  child  need 
more  study  than  they  are  now  receiving  if  the  best 
interests  of  the  children  are  to  be  served. 


JOHN'  HOGNESS,  M.D. 


Dr.  Hogness  Appointed  Dean 

Appointment  of  John  R.  Hogness  as  Dean  of  the 
University  of  Washington  School  of  Medicine,  ef- 
fective July  1,  has  been  announced  by  President 
Charles  E.  Odegaard  and  the  Board  of  Regents. 

Dr.  Hogness,  42,  is  now  Associate  Dean.  He  has 
been  associated  with  the  school  since  he  was  Chief 
Resident  in'  Medicine  in  1950-51.  .After  six  years 
in  private  practice  in  Seattle,  during  which  he  served 
as  a voluntary  faculty  member,  he  was  named  Medi- 
cal Director  of  University  Hospital  in  1958.  He  be- 
came Assistant  Dean  in  1959,  and  Associate  Dean 
last  year. 

He  will  succeed  George  N.  Aagaard,  who  has 
been  Washington’s  medical  dean  since  1954.  Dr. 
Aagaard  will  remain  at  Washington  as  professor  of 
medicine. 

Dr.  Hogness  is  an  alumnus  of  Haverford  College 
and  the  University  of  Chicago,  where  he  received 
his  M.D.  in  1946.  As  an  Army  medical  officer  in 
1947-48,  he  was  assigned  to  the  Atomic  Energy 


Commission  facility  in  Los  Alamos.  New  Mexico  and 
the  Army  Medical  Department  Research  and  Gradu- 
ate School. 

Dr.  Hogness  received  his  training  in  internal  medi- 
cine at  Presbyterian  Hospital  in  New  York  and  at 
King  County  Hospital.  Seattle.  His  research  interests 
are  in  the  field  of  radioactive  isotopes,  and  in  endoc- 
rinology. 

UWSM  Change 

Henry  N.  Harkins,  chairman  of  the  University  of 
Washington’s  Department  of  Surgery  since  it  was 
established  in  1947,  has  asked  to  be  relieved  of  ad- 
ministrative duties  so  he  may  return  to  fulltime 
teaching  and  research. 

Dr.  Harkins  was  the  first  faculty  member  appoint- 
ed to  a clinical  department  in  the  medical  school, 
arriving  just  one  year  after  the  first  class  had  been 
admitted. 

Dr.  Harkins  received  his  undergraduate  education 
at  the  University  of  Chicago  and  his  M.D.  degree 
from  Rush  Medical  College.  He  received  his  special- 
ty training  at  the  University  of  Chicago,  and  was 
a Guggenheim  Fellow  in  surgery  in  1938-39.  Before 
coming  to  Seattle,  he  was  associate  surgeon  at  the 
Henry  Ford  Hospital  in  Detroit  and  associate  pro- 
fessor of  surgery  at  Johns  Hopkins. 

Dr.  Brown  installed  as  leader  of  CAMA 

J.  Harold  Brown,  of  Seattle,  was  installed  as  presi- 
dent of  Civil  Aviation  Medical  Association  at  their 
Miami  Convention  on  May  11.  The  Association, 
which  is  international,  is  composed  of  physicians 
with  interest  in  aviation  and  aerospace  medicine. 
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anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety  reduced  to  its  proper  perspective  |^|Q|^||M|y|@ 

(chlordiazepoxide  HCI) 


i(rocmF}_) 


?OCHE 


the  successor 
to  the  tranquilizers 


n prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric 
>atients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregularities, 
lausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determined, 
■dvise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  com- 
ining with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for 
iregnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 


Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (%  gr) 

(warning:  May  be  habit  forming)  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (%  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  jjss* 


Ames  Company,  Inc.,  Elkhart,  Indiana.  AMES 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Paul  B.  Heuston,  M.D.,  Twin  Falls 

secretary  A.  Curtis  ]ones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  17-20,  1964,  Sun  Valley 


new  officers 

New  officers  of  the  North  Idaho  Medical  Service 
Bureau,  Inc.,  elected  at  the  organization’s  annual 
meeting  in  April  are:  President:  James  H.  Bauman, 
Lewiston;  Vice-President:  Roland  D.  Brooks,  Mos- 
cow; Secretary-Treasurer:  Rex  G.  Layton,  Lewiston; 
Board  Members:  James  S.  Newton,  Lewiston;  Philip 
Spechko,  Genesee;  Oliver  M.  Mackey,  Lewiston,  and 
J.  E.  Carssow,  Lewiston. 

Burton  R.  Stein,  Lewiston,  served  as  President 
during  the  past  year.  Mr.  John  Goplerud  is  Execu- 
tive Director  of  the  prepaid  medical  care  program. 

Robert  F.  Holdren,  Boise,  has  been  re-elected 
President  of  the  Idaho  Thoracic  Society  of  the  Idaho 
Tuberculosis  Association.  Burton  R.  Stein,  Lewiston, 
is  Vice-President  and  Clarence  A.  McIntyre,  Nampa, 
is  Secretary-Treasurer. 

New  officers  of  the  Idaho  Heart  Association  in- 
clude President:  A.  Lloyd  Barrett,  St.  Anthony; 
President-Elect:  Lynn  H.  Anderson,  Pocatello;  Vice- 
President:  Lester  C.  Crismon,  Lewiston. 

Medical  members  of  the  Board  of  Directors  in- 
clude Glenn  R.  Voyles,  Boise;  Richard  G.  Crandall, 
Pocatello;  Fred  E.  Marienau,  Sandpoint;  William  D. 
Forney,  Boise;  and  Lyle  L.  Stones,  Caldwell. 

Ben  E.  Katz,  Twin  Falls,  is  retiring  President  of 
the  organization. 

AMP  AC  workshop 

Four  Idahoans  attended  the  two-day  workshop 
in  Denver,  April  25-26  sponsored  by  the  American 
Medical  Political  Action  Committee.  Participating 
in  the  session  were  Max  D.  Gudmundsen,  Boise, 
IMPAC  Chairman;  Gus  E.  Rosenheim,  Boise,  and 
Mrs.  Glen  M.  Whitesell,  Kellogg,  members  of  the 
Board  of  Directors;  and  Mrs.  William  R.  Tregoning 
of  Boise,  representing  the  Ada  County  Medical  Au- 
xiliary. 

A full  meeting  of  the  Board  of  Directors  of  the 
Idaho  Medical  Political  Action  Committee  was  held 


in  Boise  on  Saturday,  May  9.  Members  of  the  Board 
of  Directors  who  attended  the  meeting  include: 

George  E.  Weick,  Boise;  John  F.  Stecher,  Cald- 
well; Harwood  L.  Stowe,  Twin  Falls;  Harry  D.  Mc- 
Gee, Pocatello;  Leland  K.  Krantz,  Idaho  Falls,  and 
Dan  E.  Stipe,  Lewiston. 

medical  societies  visited 

The  association  officers  visited  four  medical  so- 
citties  in  Northern  Idaho  in  May.  Making  the  tour 
were  President  Paul  B.  Heuston,  Twin  Falls;  Presi- 
dent-Elect Corwin  E.  Groom,  Pocatello;  Councilor 
John  M.  Ayers,  Moscow;  Secretary-Treasurer  A. 
Curtis  Jones,  Boise;  AMA  Delegate  Alexander  Bar- 
clay, Coeur  d’Alene;  AMA  Alternate  Delegate  Don- 
ald K.  Worden,  Lewiston,  and  Executive  Secretary 
Bird. 

The  schedule  of  meetings  included:  North  Idaho 
District  Medical  Society,  Lewiston,  May  20;  Koot- 
enai-Benewah  Medical  Society,  Coeur  d’Alene,  May 
21;  luncheon  meeting  with  the  Bonner-Boundary 
Medical  Society,  Sandpoint,  May  22;  and  Shoshone 
County  Medical  Society  on  the  evening  of  May  22. 

board  of  medicine  section 

Temporary  Licenses  were  granted  during  April  to 
the  following: 

Lawrence  L.  Knight,  Boise,  graduate  of  the  Uni- 
versity of  Washington  School  of  Medicine,  Seattle, 
June,  1950,  internship  at  Denver  General  Hospital, 
residency  in  Pathology’  at  the  University  of  Colo- 
rado Medical  Center,  Denver,  and  the  Veterans 
Administration  Hospital,  Oklahoma  City,  1959-63. 
Granted  T-321  on  April  17  in  Pathology. 

Lee  G.  Pulley,  Meridian,  graduate  of  the  Uni- 
versity of  Nebraska  College  of  Medicine,  June,  1961. 
Internship  at  Emanuel  Hospital,  Portland,  July,  1962. 
Granted  T-322  on  April  24,  in  General  Practice. 

The  next  regular  meeting  of  the  Idaho  State  Board 
of  Medicine  will  be  held  in  Boise  beginning  July  13, 
1964.  Members  of  the  Board  are:  S.  M.  Poindexter, 
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Boise,  Chairman;  W.  Wray  Wilson,  Coeur  d’Alene, 
Vice-Chairman;  John  E.  Comstock,  Pocatello;  Charles 
E.  Kerrick,  Caldwell;  James  S.  Newton,  Lewiston; 
and  Charles  A.  Terhune,  Burley. 

OBITUARIES 

dr.  thomas  n.  braxtan,  a resident  of  Boise  for  51 
years,  died  April  16,  at  the  age  of  87.  Born  in  Paoli, 
Indiana,  Dr.  Braxtan  graduated  from  the  Medical 
College  of  Ohio,  Cincinnati,  in  1901.  From  1901  to 
1909  he  practiced  medicine  at  Loogootee,  Indiana 
then  entered  postgraduate  studies  in  New  York. 
Later  he  spent  two  years  at  the  University  of  Vienna, 
Austria,  before  moving  to  Boise  in  1913. 

During  his  46  years  of  practice  in  Boise,  Dr.  Brax- 
tan served  in  many  capacities.  He  was  a member  of 
the  staff  of  both  St.  Luke’s  and  St.  Alphonsus  Hospi- 
tals, having  served  as  Chief  of  Staff  at  the  former 
establishment.  In  addition,  he  served  as  County 
Physician,  and  as  a physician  to  the  Idaho  Soldier’s 
Home  and  the  Boise  Children’s  Home. 

Dr.  Braxtan  found  time  in  his  busy  practice  to  be 
active  in  many  fraternal  and  professional  organiza- 
tions. He  was  a past-president  of  the  Southwestern 
Idaho  District  Medical  Society. 

dr.  john  elliot  worlton,  formerly  of  Idaho  Falls, 
died  April  18,  in  the  Salt  Lake  City  Veterans  Hos- 
pital after  a lingering  illness. 

Born  April  24,  1909,  in  Lehi,  Utah,  Dr.  Worlton 


attended  the  University  of  Utah  School  of  Medicine 
from  1934  to  1936  and  received  his  medical  degree 
from  Rush  Medical  College  of  the  University  of  Chi- 
cago in  1938. 

He  interned  in  the  Salt  Lake  General  Hospital,  and 
took  postgraduate  training  at  the  University  of  Wash- 
ington, Seattle,  and  Washington  University  in  St. 
Louis. 

He  served  in  the  United  States  Army  Medical 
Corps  from  1943  to  1946. 

dr.  Calvin  d.  cowles,  jr.,  83,  Boise,  died  March  11, 
1964,  in  San  Francisco,  where  he  had  moved  a year 
ago  to  live  with  a daughter.  He  was  born  June  26, 
1880,  at  Fort  Supply  in  Indian  Territory,  now  the 
state  of  Oklahoma.  He  received  his  B.A.  degree 
from  Guilford  College  in  North  Carolina  and  gradu- 
ated from  Johns  Hopkins  University  School  of  Medi- 
cine, Baltimore,  Maryland,  in  June,  1905.  He  in- 
terned at  the  University’s  Hospital  in  1905  and  1906. 

After  completing  his  internship.  Dr.  Cowles  en- 
tered the  Army  Medical  Corps  where  he  remained 
for  12  years.  He  served  in  various  parts  of  the  coun- 
try and  at  Tripler  General  Hospital  in  Honolulu, 
Hawaii,  attaining  the  rank  of  major. 

Dr.  Cowles  came  to  Boise  in  1916  and  was  sta- 
tioned at  Old  Fort  Boise.  He  was  granted  Icfaho 
License  No.  M-1197  to  practice  medicine  and  surg- 
ery on  October  4,  1921,  and  practiced  in  Boise 
until  1963  when  he  retired  because  of  illness. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL, 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vi  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


JZi  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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PR  0 FE SSIO N A L classified 


Practice  Opportunities 

LOCUM  TENENS  WANTED 

Tune,  1964.  Terms  to  be  arranged  Write  E.  F.  Lei- 
bold,  M.D.,  Box  368,  Forks,  Wash. 

GENERAL  PRACTICE  OPPORTUNITY 

To  practice  in  association  with  another  GP  in  beau- 
tifully situated  Cascade  town  80  miles  east  of  Seattle 
by  four-lane  super-highway.  New  three-unit  office 
adjacent  to  fully-equipped  20-bed  hospital.  Basic 
salar\%  office,  personnel,  provided  by'  local  pre-paid 
medical  plan  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in 
area  serving  4,000.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing 
and  skiing.  Contact  Mrs.  Ann  Lower,  Roslym  Cle 
Elum  Beneficial  Association  Hospital,  Cle  Elum,  or 
F.  J.  Rogalski,  M.D..  Roslyn,  Wash. 

INTERNIST  WANTED 

To  share  office  space  part-time  with  suburban  GP. 
Write  Box  20-A.  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 

PEDIATRICIAN  WANTED-REDMOND 

To  share  office  full  or  part  time  with  ob-gym  man. 
Xo  pediatrician  in  area— Redmond  Shopping  Square, 
Redmond,  Wash.,  TU  5-2828  or  GL  4-6738. 

INTERNIST  WANTED 

To  join  specialty  group  in  North  Seattle.  Write  Box 
30-A,  Northwest  Medicine,  500  Wall  Street,  Seattle, 
Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

GP  OPPORTUNITY-SCIO,  OREGON 

Excellent  general  practice  available  July  1.  Present 
physician  leaving  to  take  a residency.  Fully  equipped 
office,  reasonable.  Dentist  shares  same  bldg.  Contact 
Scio  Memorial  Clinic,  Inc.  c/o  Joyce  Lonbeck,  Sec- 
retary. 


GENERAL  PRACTITIONER  WANTED-WENATCHEE 

To  assume  lease  and  practice  (without  cost)  of  man 
leaving  ideally  situated,  growing  North  Central 
Washington  community'.  Immediate  income.  Superb 
outdoor  recreation  at  doorstep,  300  days  sunshine 
annually.  Available  July  1.  Write  Box  24- A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash. 

GENERAL  PRACTICE  OPPORTUNITY-SEATTLE 

Wanted,  GP  in  central  area  adjacent  to  hospitals, 
to  assist  busy'  solo  GP.  Well  rounded  general  prac- 
tice, fully  equipped  office,  lab,  x-ray.  $1,000 
monthly,  to  start  partnership  in  one  year.  Write 
Box  32-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

LOCATION  FOR  SALE 

Well  established  practice  in  North  End  Seattle. 
Includes  building  and  equipment.  Space  for  2 phy- 
sicians and  1 dentist.  Large  parking  lot.  Write  Box 
33-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

SPACE  IN  WELL-DESIGNED  MEDICAL  OFFICE 

New  office  in  thriving,  expanding  area.  Excellent 
lab  and  x-ray'.  Share  large  reception  room  with  estab- 
lished busy  GP.  Exchange  weekends  and  day's  off 
to  provide  uninterrupted  time  for  relaxation  and 
recreation.  Rapid  growth  of  practice  assured  through 
referral  of  present  overflow.  Will  give  liberal  assist- 
ance in  loan  of  equipment,  supplies,  and  clerical  help 
during  first  months  of  association.  Phone  YE  9-3480 
or  write  D.  G.  Kohler,  M.D.,  1305  So.  312th,  Federal 
W ay.  Wash. 

GENERAL  PRACTITIONER  WANTED 

To  practice  in  association  with  another  GP.  Excellent 
salary  plus  benefits.  Office,  personnel  and  car  furn- 
ished. On  staff  of  101  bed  hospital  within  3 blocks 
of  office.  Progressive  school  system,  diversified  rec- 
reational facilities  winter  and  summer.  Write  Box 
36-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

PRACTICE,  HOME  & OFFICE  COMBINATION  FOR  SALE 

Furnished  and  partly  equipped.  University'  Dist.  Due 
to  urgency,  priced  in  low  20’s.  Also  part-time  salary' 
work  available.  Excellent  opportunity  for  newcomer 
to  Seattle,  LA  3-5551. 
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GP  OPPORTUNITY-BREMERTON,  WASH. 

Rent  20  year  established  office,  fully  equipped,  $200 
monthly  plus  share  of  expenses.  Downtown  street 
level.  100  ma  Fluoro-x-ray,  EKG,  Diathermy,  Medco- 
Sonlator,  Hyfrecator,  NCR  billing  machine,  patient’s 
files.  No  partnership.  Owner  needs  office  3 nights 
weekly  and  alternate  Saturdays.  Write  Box  35-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

Office  Space 

MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 

FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Two  physician  suites  of  800  and  400  sq.  ft.,  or  can 
make  one  suite  of  1,200  sq.  ft.  Adequate  facilities 
and  plumbing.  If  desired  will  remodel  to  needs. 
Ample  parking.  Rent  to  be  negotiated.  Contact  Mr. 
Jack  Brown  of  Ross  Downs,  MU  2-4370. 


OFFICE  SPACE-EUGENE,  OREGON 

GP  desires  another  GP,  internist  or  pediatrician  to 
share  new  3,000  sq.  ft.,  modern  office  bldg.,  with 
lab.,  x-ray,  minor  surgery  facilities.  Ample  parking. 
Located  in  Eugene’s  fastest  growing  residential  area. 
Contact  John  W.  Petty,  M.D.,  3467  Hilyard  St., 
Eugene,  Oregon. 

MEDICAL  SPACE-BEAUTIFUL  WHIDBEY  ISLAND 

Freeland,  Wash.,  new  professional  bldg.,  for  GP  and 
dentist,  includes  lab  and  x-ray,  minor  surgery  and  2 
exam,  rooms.  Will  finish  to  suit.  This  growing  area 
(perm.  pop.  of  6,000)  needs  resident  physician.  Very 
reasonable  rent.  Call  or  write,  Mr.  W.  R.  Yeakel, 
4250-8th  Ave.,  N.W.,  Seattle,  SU  4-8200  weekdays, 
or  Freeland,  EV  2-5554. 

MEDICAL  SUITE— PASCO,  WASH. 

New  modern  suite  of  1,800  sq.  ft.  or  can  make  two 
suites  of  900  sq.  ft.  each.  Ideal  for  ophthalmologist, 
pediatrician  or  2 general  practitioners.  Located  in 
medical  center  close  to  hospital.  Write  Mr.  Howard 
C.  Baker,  P.O.  Box  704,  Pasco,  Wash.,  or  phone 
547-0544. 


NEW  PROFESSIONAL  BUILDING— EVERETT 

Suites  available  in  new  medical  building  located  off 
Broadway  Interchange  at  Eastmont  Shopping  Plaza, 
South  Everett.  Interiors  finished  as  desired.  Indi- 
vidually controlled  heating;  ample  parking,  one 
block  from  new  Eastmont  elementary  school.  Com- 
pletely landscaped.  Phone  Mr.  Martin  Selig,  Seattle, 
MA  2-6816,  evenings  EA  5-8519  or  EA  4-0549 
collect,  or  write  to  2609  First  Ave.,  Seattle,  Wash. 

MEDICAL  SUITE— LYNNWOOD 

Owner  will  provide  liberal  lease  arrangements  until 
practice  established  in  beautiful  clinic  bldg.  Near 
Stevens  Memorial  Hospital.  Available  for  immediate 
occupancy.  Call  PR  8-4611  or  PR  6-1533. 

MEDICAL  OFFICE  FIRST  HILL-SEATTLE 

For  rent  a fully-equipped  office  with  an  adjoining 
examining  room  available.  This  includes  a recep- 
tionist-typist and  a convenient  near-by  parking  area 
for  patients.  Call  EA  2-5966. 


MEDICAL  SPACE-TACOMA 

Pacific  Professional  Center,  8641  Pacific  Ave.  Leas- 
ing now.  Available  about  June  1.  Finish  to  suit. 
LEnnox  7-5434  or  Mr.  Lawrence  Bayer,  12229 
West  Pipeline  Road,  Tacoma,  Wash. 


SPACE  AVAILABLE— EDMONDS,  WASH. 

New  outstanding  Medical-Central  Building,  one 
block  from  Stevens  Hospital.  Excellent  opportunity 
in  expanding  community,  15  miles  north  of  Seattle. 
Lease  terms  reasonable.  PR  8-4333,  PR  8-2205  or 
write  Box  366,  Lynnwood,  Wash. 


Equipment 


PICKER  X-RAY  FOR  SALE 

60  ma— your  price.  W.  C.  Roley,  M.D.  2680  Green- 
way Drive  N.E.,  Salem,  Oregon. 


STANDARD  FLUOROSCOPIC  TILT  TABLE 

With  ma  generator— mobile  control  with  double  focus 
shock-proof  tube— synchronous  motor— driven  timer— 
Patterson  B 12x16  fluoroscopic  screen.  Ideal  equip- 
ment for  an  internist.  Write  Box  34-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash. 


MEDICAL  EQUIPMENT  FOR  SALE 

Equipment  for  small  office,  including  desk,  furniture, 
x-ray,  instruments,  etc.  3706  Kennedy  Dr.,  Bremer- 
ton, Wash.,  or  phone  ES  3-1252. 


Services 


MEDICAL  SUITE  FOR  LEASE-ALBANY,  OREGON 

Physician’s  suite  in  modern  setting.  Adaptable  for 
GP  or  specialty.  W.  C.  Roley,  M.D.,  2680  Green- 
way Drive  N.E.,  Salem,  Oregon. 


PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring 
St.,  Seattle,  Wash.  Call  MA  3-2971. 
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Meetings 


OF  MEDICAL 


SOCIETIES 


AMA  Annual — San  Francisco,  June  21- 
25,  1964,  New  York,  June  20-24, 

1965. 

AMA  Clinical — Miami  Beach,  Nov.  29- 
Dec.  2,  1964. 

Idaho  Academy  of  General  Practice — 
Hayden  Lake,  Sept.  14-16,  1964 
Idaho  State  Medical  Association — June 
17-20,  1964,  Sun  Valley. 

North  Pacific  Society  of  Neur.  & Psy. — 
April  8-10,  1965,  Portland. 

Pres.,  Edward  K.  Kloos.  Portland 
Sec.,  W.  W.  Thompson,  Portland 
Oregon  State  Medical  Association  — 
Oct.  13-17,  1964,  Eugene. 

Pacific  Northwest  Obstetrical  Associa- 
tion Sixteenth  Annual  Meeting — 
Portland,  Oregon,  June  28, -July  11, 
1964. 

Washington  State  Medical  Association — 
Sept.  13-16,  1964,  Seattle. 

West  Coast  Allergy  Society — December 
2-4,  1964,  Los  Angeles. 

Pres.,  B.  C.  Eisenberg,  Huntington 
park  Ceil 

Sec.,  G.  M.  Robins,  Portland 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept. -May. 
Pres.,  Robert  M.  Hansen,  Portland 
Sec.,  Thomas  E.  Talbott,  Portland 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  District  Branch  of  American 
Psychiatric  Association 
Pres.,  Emanuel  I.  Silk,  Pendleton 
Sec.,  Henry  H.  Dixon,  Jr.,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  Fred  C.  Shipps,  Jr.,  Portland 
Sec.,  James  A.  Schneider,  Portland 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  F.  Kefth  Markee,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Congress  Hotel 
Pres.,  Arnold  Rustin,  Portland 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr.,  Portland 
Sec.,  J.  W.  Bussman,  Portland 

Portland  Surgical  Society — Jth  Tuesday 
(Sept.-May),  University  Club,  Port- 
land 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 1th 
Mon.  exc.  June,  July,  Aug.,  Dec. 
Pres..  William  F.  Mead,  Seattle 
Sec.,  Jack  W.  Brown,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle  or  Tacoma. 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 

Pres.,  E.  B.  Parmelee,  Seattle 
Sec.,  W.  S.  Brown,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Robert  M.  Campbell,  Bellevue 
Sec.,  Robert  J.  Lowden,  Seattle 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept. -May),  College  Club 
Pres.,  E.  J.  Wollenweber,  Seattle 
Sec.,  A.  L.  Skinner,  Seattle 

Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June) 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 


Spokane  Society  of  Internal  Medicine — 
Quarterly.  Rockwood  Clinic 

Pres.,  Loren  Gothberg,  Spokane 
Sec.,  Arch  Logan,  Jr.,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept. -May) 

Pres.,  R.  A.  Kallsen,  Tacoma 
Sec.,  R.  A.  O’Connell,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  Dumont  Staatz,  Tacoma 
Sec.,  Robert  R.  Burt,  Tacoma 


Washington  Academy  of  Clinical  Hyp 
nosis — 3rd  Friday  (Sept. -June) 
Pre.,  Ivar  W.  Birkeland,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 


Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green,  Seattle 

W’ash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose,  Seattle 
Sec.,  Samuel  H.  Tarica,  Seattle 

Washington  Thoracic  Society — June  12, 
13,  1964,  Davenport  Hotel,  Spokane. 
Pres.,  George  H.  Hames,  Seattle 
Sec.,  Arthur  B.  Craig,  Spokane 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson,  Yakima 
Sec.,  Donald  K.  Williams,  Yakima 
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“I  had  lunch  today  with  that  lovely  Mrs.  what's  her  name!" 


Nicozol  can  help  your  geriatric  patients  find  their  memories 


Nicozol  therapy  can  help  you  brighten  the  outlook  of 
your  aging  patients  who  tend  towards  (1)  untidiness, 
(2)  irritability,  (3)  incompatibility,  (4)  lack  of  interest, 
and  (5)  loss  of  memory  or  alertness. 

The  Nicozol  formula  helps  improve  mental  acuity,  in- 
crease the  supply  and  use  of  oxygen  in  the  brain,  improve 
peripheral  circulation  — without  excitation,  depression, 
or  other  untoward  effects.  Nicozol  can  help  you  keep 
your  aging  patients  actively  alert  and  at  ease  with 
themselves,  their  families,  and  others. 

Average  Dose:  1 to  2 tablets  (or  capsules)  3 times  a day. 
1 teaspoonful  elixir  3 times  a day. 

References:  Levy,  S.:  J.A.M.A.  153: 1260.  1953  • Thompson, 
L.  J.  and  Proctor,  R.C.:  North  Carolina  M.J.  15: 596,  1954  • 
Thompson,  L.  J.  and  Proctor,  R.C.:  Clin.  Med.  3: 325,  1956 
• Kris,  E.  B.  and  Gerst,  D.:  Clin.  Med.  8:708,  1961  • Proctor, 
R.  C.:  Clin.  Med.  6:2079,  1957  • Proctor,  R.  C.,  et  al.:  J.  Am. 
Geriatrics  Soc.  6:4,  1958. 


HART  LABORATORIES 

Division  of  A.  J.  Parker  Co .,  Bryn  Mawr,  Pa.,  Winston-Salem,  N.C. 


Supplied:  Nicozol  tablets  (and  capsules)  in  bottles  of 
100  and  1000.  Nicozol  elixir  in  pints  and  gallons. 

Precautions:  May  produce  overstimulation  in  high  doses. 
Discontinue  if  muscular  twitchings  or  clonic  convulsions 
occur.  The  flush  produced  in  sensitive  individuals  is 
transient  and  harmless. 

Formula:  Each  tablet  or  capsule  contains: 

Pentylenetetrazol 100  mg. 

Nicotinic  Acid 50  mg. 

Each  teaspoonful  (5  cc. ) elixir  contains: 

Pentylenetetrazol 200  mg. 

Nicotinic  Acid 100  mg. 

(as  the  sodium  salt) 

Alcohol 5% 


NICOZOL 

CEREBRAL  STIMULANT 


uoiiege  of  Phy .of 

19  South  22nd  Stro 
Philadelphia  3, Fa. 


New  policy  of  the  American  College  of  Surgeons 


on  passive  immunization  with  human 
tetanus  antitoxin 


At  its  meeting  on  February  9,  1964,  in  Chicago,  the 
Board  of  Regents  approved  the  following  statement  by 
the  Committee  on  Trauma: 


HUMAN  TETANUS  ANTITOXIN  (immune  globulin) 
is  an  effective  material  for  passive  immunization  against 
tetanus.  Because  it  offers  distinct  advantages,  it  should 
be  tfs^d  in  preference  to  equine  or  bovine  antitoxin  when 
i.Uis  available.  The  availability  of  human  tetanus  anti- 
toxin (immune  globulin)  in  no  way  reduces  the  need  for 
active  immunfzaty>!n.  Active  immunization  against  tetanus 
remains  preferable  to  all  forms  of  passive  immunization.  99 

Bull.  Am.  Coll.  Surgeons  49: 101,  1964. 


Now  available  nationally  to  all  physicians 

Hyper-Tet" 

[TETANUS  IMMUNE  GLOBULIN-HUMAN] 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or  serum  reactions  due  to 
intramuscular  injection  of  gamma  globulin  is  remote.  Very  rare  serious  reactions  have  been 
reported,  however,  and  their  extreme  rarity  makes  it  impossible  to  predict  their  occurrence. 
Slight  soreness  at  and  over  the  injection  site  may  be  noted.  Do  not  give  intravenously.  There 
are  no  known  contraindications. 


CUTTER  Jlali&iatosU&L 


Berkeley  10,  California 
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PAPKE.  DAVIS  A COMPANY.  D*tnrt.  t*?t} 

Complete  information  for  usage  available  to  physicians  on  request. 

39264 


Once  you  have  used  HEMA-COMBISTIX,Mdip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX  \^ames^ 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  s87»  ^ivies 
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Obestat  suppresses  the  appetite 

of  the  overweight  patient  who  must  reduce. 

One  Ty-Med*  taken  before  breakfast 
provides  timed-release  anorectic, 
calorigenic  and  mood  elevating  medication 
for  all  day  appetite  control. 

OBESTAT  Ty-Med* 

Each  green  and  white  tablet  or  capsule  contains: 
Methamphetamine  Hydrochloride  10  mg. 

Amobarbital  (Warning,  may  be  habit  forming)  60  mg. 
Thyroid  150  mg. 

'Lemmon  brand  of  timed-release  medication. 
Nervousness,  excitability  or  insomnia 
are  mild  and  infrequent. 

Any  increase  in  blood  pressure  or  BMR 
should  be  observed  carefully. 

Contraindicated  in  myocardial  and  coronary  disease, 
diabetes,  marked  hypertension,  hyperthyroidism 
or  idiosyncrasy  to  the  ingredients. 

Available  in  bottles  of 

30,  100  and  1000  tablets  or  capsules. 

Caution:  Federal  Law  prohibits 
dispensing  without  prescription. 

Haack  Laboratories,  Inc. 

Division  of  Lemmon  Pharmacal  Company 
Portland,  Oregon  97208 


SUPERSEDING  BARRIER  METHODS 
OF  CONTRACEPTION 


Norinyl  is  a medically  controlled  method  of  fertility  timing  that 
simulates  mechanisms  utilized  by  the  body  to  prevent  further  ovula- 
tion once  pregnancy  has  occurred.  Goldzieher  et  all  have  reported  that 
the  complete  effectiveness  of  norethindrone  with  mestranol  is  due  to 
ovulation  inhibition  reinforced  by  additional  protective  mechanisms. 


provides  maximum  protection  against  unplanned  pregnancy 
with  few  disturbances. ..few  patient  "dropouts" 

economical  2 mg.  dosage  brings  the  advantages  of  fertility 
timing  to  larger  numbers  of  patients 


■ promotes  marital  happiness  and  family  harmony 


NO  UNPLANNED  PREGNANCIES  REPORTED 
IN  114  STUDIES  INVOLVING  OVER  4,000  WOMEN 


Clinical  use  of  norethindrone 
2 mg.  with  mestranol  0.1  mg. 
for  control  of  fertility 

No.  of 
Studies 

No.  of 
Patients 

No.  of 
Cycles 

Prior 

Pregnancies 

Average 

Age 

Unplanned 

Pregnancies 

Private  Practice  (U.S.A.) 

80 

1,268 

5,013 

2.7 

27.0 

0 

Private  Practice  (Canada) 

25 

1,027 

4,575 

2.1 

26.7 

0 

Clinics  (U.S.A.) 

9 

1,899 

14,821 

3.6 

26.0 

0 

TOTAL 

114 

4,194 

24,409 

2.8 

26.6 

0 

FEW  TROUBLESOME  REACTIONS. ..FEW  "DROPOUTS" 


Published  Data  on  Frequency  of  Side  Effects 
Occurring  with  Norethindrone  2 mg.  with  Mestranol  0.1  mg. 
(Percentage  of  Cycles) 


No.  of 

No.  of 

BTB  and 

Compound 

Dose 

Patients 

Cycles 

Spotting 

Amenorrhea 

Nausea 

Norethindrone 
with  mestranol2'5 

2 mg. 
0.1  mg. 

706 

6,061 

2.6% 

0.1  %* 

0.89% 

‘Author  (5)  does  not  present  incidence  of  amenorrhea. 


References:  1.  Goldzieher,  J.  W.,  Moses,  L.  E.,  and  Ellis,  L.  T. : J A M A.  180:359  (May  5)  1962.  2.  Wearing,  M.  P. : Canad.  M.A.J.  89:239 
(Aug.  10)  1963.  3.  Ringrose,  C.  A.  D.:  Canad.  M.A.J.  89:246  (Aug.  10)  1963.  4.  Hutcherson,  W.  P.,  Schwartz,  H.  A.,  and  Smith,  L.:  Southern  M.  J. 
56:1357  (Dec.)  1963.  5.  Tyler,  E.  T.:  J.A.M.A.  187:562  (Feb.  22)  1964. 


Contraindications:  Thrombophlebitis  or  pulmo- 
nary embolism  (current  or  past);  cardiac,  renal  or 
hepatic  dysfunction;  carcinoma  of  the  breast  or 
genital  tract;  severe  depression. 

Precautions:  Existing  uterine  fibroids  may  increase 
in  size.  In  lactating  mothers  delay  Norinyl  until 
nursing  needs  are  established.  Withhold  Norinyl 
before  liver  or  endocrine  function  testing.  In  met- 
abolic or  endocrine  disorders  careful  clinical  pre- 
evaluation of  patients  is  indicated.  Because 
progestational  agents  with  estrogen  in  general 
may  cause  some  degree  of  fluid  retention,  pa- 
tients with  a history  of  epilepsy,  migraine  and 
asthma  require  careful  observation. 

Side  Effects:  According  to  observations  thus  far, 
side  effects  consist  mainly  of  changes  in  the 
menstrual  cycle,  symptoms  resembling  early 
pregnancy,  weight  gain,  nausea,  and  a few  minor, 


generally  transient,  subjective  complaints  (head- 
ache, dizziness,  nervousness  and  irritability). 

Dosage  and  Administration:  One  Norinyl  Tablet 
orally  for  20  days,  commencing  on  day  5 through 
and  including  day  24  of  the  menstrual  cycle.  (Dayl 
of  the  cycle  is  the  first  day  of  menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  bottles  of  100 
tablets. 

norethindrone*- an  original  steroid  from 

SYNTEX 

LABORATORIES  INC.^PALO  ALTO.  CALIF. 

‘First  synthesized  by  Synlex  Laboratories  (D|erassi,  et  al.:  Paper 
presented  before  the  Division  of  Medicinal  Chemistry,  American 
Chemical  Society  meeting,  Milwaukee,  Wisconsin,  April  3,  1952  ) 


ertensive 


a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


QUINETHAZONE-TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  Hg.,1’'’  just  right  for  patients  with  mild  to 
moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria. 


ii 

1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  ].  Amer.  Geriat.  Soc.  11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 

6278-4 


Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NEOSPQRIN’\rand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 

Available:  In  15  Gm.  tubes. 


‘NE0SP0RIN’®b,and 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  ’/j  oz.  and  V»  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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PAIN  RELIEF 
YOU  CAN  RELY  ON 
comes  in  minutes. . . 
lasts  for  hours 

PERCODAN 


in  moderate  to 
moderately 


Throughout  the  wide  middle  range 
of  pain  Percodan  assures  speed, 
duration,  and  depth  of  analgesia 
by  the  oral  route  plus  the 
reliability  that  counts  so  much. 
Percodan  acts  within  5 to  15 
minutes ...  usually  provides 
uninterrupted  relief  for  6 hours  or 
longer  with  just  1 tablet... 
rarely  causes  constipation. 


Each  scored  yellow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming), 

0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


Average  Adult  Dose  — 1 tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be  observed  as 
with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients. 
Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood 
dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half  the  amount  of 
salts  of  oxycodone  and  homatropine.  Literature  on  request.  ENDO  LABORATORIES  INC.  Garden  City,  New  York 

♦U.S.  Pats.  2,628,185  and  2,907,768 


TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 


TAKE5 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 
They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N Y. 

7899-4 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Accreditation  Bulletins 

EDITOR,  NORTHWEST  MEDICINE: 

The  Joint  Commission  on  Accreditation  of  Hos- 
pitals is  pleased  to  announce  that  a complete  set  of 
Bulletins  #1  through  #35  is  now  available  in  a 
three-ring  loose-leaf  binder  with  a stiff-backed  vinyl 
cover. 

The  Bulletins  are  indexed  for  your  convenience 
both  by  Bulletin  number  and  content,  and  by  subject. 

This  book  should  be  a permanent  fixture  in  every 
hospital  library  and  as  a handy  reference  for  any  in- 
terested physician,  hospital  administrator,  medical 
record  librarian,  medical  secretary,  or  hospital  asso- 
ciation. There  is  room  for  adding  subsequent  Bulle- 
tins. 

The  price  per  volume  is  $5.00,  postage  paid.  We 
request  a prepaid  order  if  possible,  to  save  book- 
keeping expense. 

Sincerely  yours, 

KENNETH  B.  BABCOCK,  M.D. 

Director,  Joint  Commission  on 
Accreditation  of  Hospitals 
200  East  Ohio  Street 
Chicago,  Illinois  60611 

Industrial  Prescription  Forms 
in  Washington 

Editor,  NORTHWEST  MEDICINE: 

Pharmacists  are  accepting  the  Department  of 
Labor  & Industries’  prescription  forms  from  physi- 
cians without  the  physician  having  completed  the 
information  requested  on  the  heading  of  the  pre- 
scription form.  Hundreds  of  prescriptions  are  now 
coming  in  with  the  workman’s  name  only  and  we  are 
unable  to  identify  the  cases  to  which  they  refer. 
We  have  requested  the  pharmacists  not  to  accept 
the  incomplete  prescriptions  because  in  the  near 
future  we  intend  to  return  the  prescription  and  bills 
to  the  pharmacy,  with  the  request  that  they  give  us 
the  additional  information.  This  then  will  mean  they 


will  have  to  contact  the  physician’s  office,  placing 
an  added  burden  on  the  pharmacists. 

We  very  much  dislike  having  to  take  this  action 
but  the  lack  of  identifying ' information  and  the 
tremendous  effort  exerted  by  the  Department  to 
locate  the  proper  claim  in  which  to  incorporate  the 
bill  and  prescription  has  become  an  unbearable 
burden  to  the  Department. 

Very  truly  yours, 

(MRS.)  DOROTHY  HEALEY 

Medical  Treatment  Adjudicator 
Department  of  Labor  and  Industries 
Olympia,  Washington 


The  Greatest  Therapeutic  Weapon 

EDITOR,  NORTHWEST  MEDICINE: 

The  editorial  by  Dr.  Edward  Rosenbaum  in  the 
June,  1964  issue  of  northwest  medicine  was  cer- 
tainly timely,  and  again  emphasizes  the  greatest 
therapeutic  weapon  we  have,  which  is  the  patient- 
doctor  relationship. 

I would  like  to  comment  on  one  sentence  in  his 
editorial.  Dr.  Rosenbaum  stated  “The  mechanism 
of  this  relief  is  based  on  physician  patient  relation- 
ship, but  the  psychological  factors  involved  have 
never  been  thoroughly  understood  or  explained.” 
Actually,  these  factors  are  quite  well  explained,  and 
quite  well  understood  by  most  dynamic  psychiatrists. 
The  psychiatric  literature  is  full  of  discussion  of 
psychotherapy,  the  transference  relationships,  and 
also  counter-transference.  It  is  true  that  these  are 
not  “thoroughly”  understood,  but  what  in  medicine 
is  thoroughly  understood?  The  mechanics  of  how 
digitalis  works  upon  the  heart  muscle  is  not  under- 
stood; and  the  exact  mechanics  and  chemical  reac- 
tions of  penicillin  on  the  cells  is  not  understood. 
We  do  know  though,  a great  deal  about  digitalis 
and  penicillin,  and  we  understand  them  well  enough 
that  we  can  use  them  in  a scientific  manner.  We  can 
also  use  the  patient-doctor  relationship  in  a scien- 
tific manner,  and  of  course  this  is  what  the  science 
of  psychotherapy  is  all  about. 

I would  like  to  refer  the  readers  to  two  excellent 
texts  which  deal  with  this  particular  problem. 
Psychotherapy  of  Medical  Practice,  by  Maurice 
Levine,  McMillan  & Company,  1948;  and  Dynamic 
Psychiatry,  edited  by  Franz  Alexander  and  Helen 
Ross,  University  of  Chicago  Press,  1952.  These  are 
just  two  of  the  hundreds  of  excellent  texts,  and 
thousands  of  articles  which  attempt  to  understand 
and  explain  the  doctor-patient  relationship. 

Sincerely, 

ROBERT  MIGHELL,  M.D. 

Portland,  Oregon 
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MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.f  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 


Drug  Evaluation  by  the  Practitioner 

The  practicing  physician  is  an  important  component  in  drug  evaluation.  He  should 
not  be  excluded.  Many  excellent  controlled  studies  have  been  performed  by  well- 
qualified  physicians,  who  are  not  members  of  a medical  school  or  a research  facility 
with  a hospital  environment.  Since  the  majority  of  patients  treated  by  a physician  are 
seen  in  private  offices  and  the  majority  of  drugs  introduced  into  medicine  are  intended 
for  these  patients,  it  is  essential  that  the  evaluation  include  the  practicing  physician. 
Too  often  the  results  obtained  in  a limited  group  of  patients,  by  competent  investigators 
in  scientific  institutions,  cannot  be  carried  over  to  the  treatment  of  patients  in  actual 
field  trials.  The  so-called  controlled  studies  are  occasionally  so  limited  in  scope,  with 
removal  of  random  variables,  that  the  final  conclusions  do  not  reflect  what  can  be 
expected  when  the  drug  is  used  in  actual  practice. 

Robert  C.  Batterman  to  Western  Pharmacology  Society,  San  Francisco,  January  28,  1963 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  “...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (1/2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 

1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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RECOGNIZE 
THIS  PATIENT? 
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When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

-add  ‘ Deprol [ to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 


WALLACE  LABORATORIES,/  Cranbury,  N.  J. 
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test 

yourself 


How  much  does  the  average  American 
spend  each  year  on  these? 


Score  yourself  100%  if  you  checked  the  bottom  per  week  per  person  for  drugs  that  helped  them 
figure  in  each  column.  Tes,  the  U.S.  Department  of  stay  well,  get  well,  or  possibly  helped  save  their 
Commerce  reports  that  1962  per  capita  expendi-  lives.  Can  you  think  of  a bigger  bargain? 
ture  was  $42  for  tobacco,  $57  for  alcohol,  only  Your  patients  might  like  to  take  this  test,  too.  May 
$13  for  prescription  drugs.  That's  about  25  cents  we  send  you  25  copies  for  your  waiting  room? 

Pharmaceutical  Manufacturers  Association  — 1411  K Street,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 


Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


'ermm 

DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 


435 

Northwest  Medicine,  July  1964 


In  systole  and  diastole,  the  human  heart  produces 
a maximum  signal  of  only  a few  millivolts  between 
two  ECG  limb  electrodes.  Mixed  in  with  this  tiny 
signal  may  be  some  unwanted  electrical  “noise”, 
caused  by  power  lines,  nearby  X-ray  or  diathermy 
machines,  or  even  ordinary  office  equipment.  Until 
now,  eliminating  this  noise  from  the  record  usually 
meant  time-consuming  adjustments  and  rerunning 
records  until  the  complexes  were  clear. 

The  new  Sanborn  500  Viso-Cardiette  now  iso- 
lates such  noise  from  the  cardi- 
ac signal  to  an  extent  never 
before  achieved  — and  simulta- 
neously maintains  even  greater 
protection  for  the  patient  with- 
out the  use  of  fragile  patient 
fuses.  The  “500”,  in  effect,  sees 
all  of  the  wanted  ECG  signal 
and  little  or  no  noise,  to  give 
you  a diagnostically  useful  trac- 
ing with  greater  ease  and  speed. 


This  highly  refined  new  instrument  also  uses 
the  new  Redux®  Creme  — an  improved  non- 
abrasive electrolyte  easily  applied  and  removed 
without  rubbing  . . . and  has  operating  features 
including  two  chart  speeds  and  three  recording 
sensitivities,  simplified  control  arrangement,  color- 
coded  patient  cable  and  pictorial  connection  dia- 
gram on  the  instrument  panel.  Housed  in  a com- 
pact, vinyl-clad  aluminum  case  that’s  easy  to  carry, 
or  effortlessly  rolled  on  a matching  mobile  cart, 
this  newest  Sanborn  contribu- 
tion to  cardiography  costs  only 
$695  complete  (delivered,  con- 
tinental U.S.)  or  $820  with 
mobile  cart.  Call  your  local 
Sanborn  office  now  for  details 
and  a demonstration.  Sanborn 
Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a 
division  of  Hewlett-Packard. 


NEW 

SANBORN 

500 

ViSO 


Isolates  the  noise  so  only  the  cardiac  signal  goes  on  paper 


Seatti.f.  Branch  Office  1 1 1 Second  Ave.  North.  Mutual  2-1  144 
Portland  Sales  & Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  W.  16th  Ave.,  Capitol  7-7559 
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. . their  feelings  of  anxiety  seemed  to  contribute  to  the  urge 
to  overindulge  in  cake,  candy,  and  other  rich  food.”1 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 

Brief  Summary  of  Principal  Side  Effects  and  Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hypertension, 
advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though  little  likelihood, 
of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms)  from  the  phenothiazine 
component  in  ‘Eskatrol’  Spansule  capsules. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Viglione,  J.P.:  Clin.  Med.  69:1157  (May)  1962. 

Smith  Kline  & French  Laboratories 


ESKATROL  Trademark 
Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 

7.5  mg.,  as  the  maleate. 

SPANSULE * 

brand  of  sustained  release  capsules 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 


by  Conditioned  Reflex 
and  Adjuvant  Methods 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 


Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


MEDICAL  STAFF 
John  R.  Montague,  M.D. 

Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D., 

Consulting  Psychiatrist 


MOKNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

ALLAN  G.  ROBERTS.  M.D. , HENRY  COE. 

Medical  Director  Administrator 

10008  S.  E.  Stark  Street  Portland  16.  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses 
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GOING  COMING 


NIGHT  DAY 

West  Coast  Airlines  ’64  Style 
offers  you  the  best  schedules  ever. 


Thanks  to  our  new  expanded  fleet  of  F-27  prop-jets  the  new  West 
Coast  Airlines  now  serves  the  Northern  West  with  more  flights,  with 
more  convenient  schedules.  West  Coast  Airlines,  '64  style.  New  from 

the  ground  up,  way  up  west  Coast  Airlines 


in  acute  nausea  and  vomiting 

Nausea  and  vomiting,  whether  induced  by  vertigo,  dizzi- 
ness or  motion  sickness,  are  effectively  controlled  by 
Dramamine  (dimenhydrinate).  Available  in  easy-to-take 
liquid  form  and  the  tablet  form  which  is  ideal  for  the 
traveler. 

Precautions:  Patients  should  be  cautioned  against  oper- 
ating automobiles  or  dangerous  machinery  because  of  pos- 
sible drowsiness.  Dimenhydrinate,  notably  nontoxic  itself, 
may  mask  the  symptoms  of  streptomycin  toxicity. 


-^dramatic  results  with 

Dramamine 

dimenhydrinate 


classic  antinauseant 


LIQUID/TABLETS/ AMPULS  (FOR  I M OR  I V USEI/SUPPOSICONES* 


Research  in  the  Service  of  Medicine 


SEARLE 


EDITORIAL 


Food  and  Civilization 

Hunger  and  malnutrition  are  more  widespread  and  more  serious  today 
than  they  were  ten  years  ago.  One  and  one-half  billion  persons,  more  than  the 
total  world  population  of  1900,  are  suffering  today  from  under-nourishment. 
In  many  areas,  population  has  increased  but  agricultural  production  has  not. 
Canada  and  the  United  States  are  the  only  countries  producing  food  surplus 
and  they  will  be  the  only  countries  producing  surplus  ten  years  from  now. 
The  Russian  and  Chinese  governments  have  provided  a laboratory  experiment 
in  food  production  and  their  failure  to  do  more  than  provide  for  their  own 
minimum  needs  has  been  one  of  the  most  interesting  events  in  modern  history. 


These  and  many  other  statements  were  made 
at  San  Francisco  in  May,  in  the  course  of  a 
symposium  on  food  and  civilization  at  the  Uni- 
versity of  California  Medical  Center,  sponsored 
by  the  Campbell  Soup  Company.  The  three  day 
program  covered  subjects  as  diverse  as  physiol- 
ogy of  the  mitochondrial  membrane  and  a recipe 
for  steak  and  kidney  pie  but  packed  between 
these  extremes  a new  understanding  of  the 
significance  of  food  to  all  other  human  activity. 

Napoleon’s  observation  that  an  army  travels 
on  its  stomach  might  be  extended  by  stating  that 
history  follows  the  furrow. 

Direction  of  the  furrow,  in  a well  organized 
society,  is  determined  by  the  sovereign  will  of 
the  consumer,  not  by  government.  The  power  of 
54  million  housewives  in  the  United  States  is 
infinitely  greater  than  that  of  government.  They 
buy  what  they  want,  as  they  can  afford  it.  Qual- 
ity of  diet  depends  on  level  of  income,  although 
the  proportion  of  income  spent  for  food  decreases 
as  the  income  level  rises.  In  1864,  average  food 
expenditures  represented  50  per  cent  of  personal 
income  but  today,  only  20  per  cent.  In  any  coun- 
try the  improvement  in  diet  has  increased  in- 
dustrial production  by  enabling  the  workman 
to  accelerate  more  rapidly  as  he  starts  and  to 
continue  at  high  level  until  quitting  time. 

Intellectual  development  of  the  individual  is 
affected  by  dietary  protein.  The  influence  is 
most  pronounced  during  the  first  few  months 
and  years  after  weaning  and  quality  of  the 
protein  is  as  important  as  the  quantity. 

Although  the  place  of  food  in  history,  eco- 
nomics, and  politics  was  emphasized,  and  exist- 
ing conditions  in  many  areas  of  the  world  were 
discussed,  the  symposium  program  also  had 
places  for  physiology  and  psychology.  There 
was  a report  on  what  might  be  called  psycho- 
dietetics since  observations  were  made  on  the 
effects  of  deprivation  on  sensory,  motor,  and 
intellectual  function  as  well  as  on  personality 


changes.  Night  blindness  is  the  only  specific 
indicator  of  deficiency;  all  other  phenomena  are 
non-specific.  Strength  is  impaired  after  pro- 
longed deprivation  but  speed  is  affected  acutely. 
Sensory  and  intellectual  functions  are  resistant 
to  change.  Personality  is  influenced  in  the  direc- 
tion of  depression.  Rate  of  accumulated  deficit 
appears  to  be  important  in  effect  on  function. 

Possible  harm  from  over-use  of  unsaturated 
fats  was  the  subject  of  one  paper,  based  on 
studies  of  intracellular  physiology.  Catabplism 
of  unsaturated  fats  releases  “free  radicals.”  Being 
highly  reactive,  they  have  a half  life  measured 
in  microseconds  but  they  are  powerful  poly- 
merizers.  Long  chain  compounds  produced  by 
their  action  are  highly  insoluble,  sometimes  in- 
soluble even  in  hydrogen  fluoride.  These  poly- 
mers tend  to  remain  within  the  cell  envelope 
and  their  accumulation  gradually  diminishes  cell 
function.  This  process  is  irreversible  and  is  cumu- 
lative. It  is  an  aging  mechanism. 

The  program  on  food  and  civilization  was  a 
remarkably  varied  mixture  of  many  interests. 
It  attracted  not  only  physicians  but  many  others 
including  educators,  nutritionists  and  food  edi- 
tors of  newspapers  and  national  magazines.  It 
concluded  with  a surprisingly  well  attended 
session  on  ethnic  and  cultural  food  patterns 
conducted  in  small  groups  by  more  than  twenty 
representatives  of  San  Francisco  restaurants. 

The  symposium  on  food  and  civilization, 
somewhat  off  the  beaten  path  of  postgraduate 
medical  education,  was  conceived  as  an  experi- 
ment in  cooperation  between  a major  food 
producing  company  and  the  Department  of  Con- 
tinuing Education  in  Medicine  and  the  Health 
Sciences  of  the  University  of  California  Medical 
Center.  Registration  and  attendance  were  ap- 
proximately double  the  anticipated  figures.  The 
Campbell  Soup  Company  and  the  University 
are  to  be  congratulated  on  the  success  of  the 
experiment.  ■ H.L.H. 
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Some  allergic  patients  need  more  relief 
than  a single  antihistamine  can  give 


For  more  complete  relief,  consider  the  antiallergic  formula 
that  includes  a vasoconstrictor  in  addition  to  two  antihis- 
tamines. The  vasoconstrictor  ingredient  in  Co-Pyronil  acts 
to  relieve  swelling  and  to  control  edema,  which  are  common 
symptoms  of  nasal  allergies,  urticaria,  and  minor  drug  reac- 
tions. Cc-Pyronil  also  quickly  provides  more  complete  relief 
when  nasopharyngeal  swelling  is  responsible  for  secondary 
symptoms  of  earache  or  sinus  headache. 

Co-PyroniV 

Pyrrobut amine  Compound 


Side-Effects:  Drowsiness  is  sometimes  reported  at  the  beginning  of 
treatment  but  is  usually  transient.  In  rare  instances,  symptoms  of 
sympathetic  overstimulation  may  be  noted  from  the  vasoconstrictor 
ingredient  in  Co-Pyronil. 

Precautions  and  Contraindications:  Sensitivity  to  antihistamines  has 
occurred  but  is  rare.  Co-Pyronil  should  be  used  with  caution  in  the 
presence  of  hypertension,  cardiovascular-renal  disease,  and  hyper- 
thyroidism. As  with  any  preparation  containing  antihistamines  and 
sympathomimetics,  overdosage  may  produce  excessive  central-nervous- 
system  depression  or  stimulation. 


Each  Pulvule®  contains  Pyronil®(pyrrobutamine.  Lilly),  15  mg./Histadyl® 
(methapyrilene  hydrochloride,  Lilly),  25  mg./Clopane®  Hydrochloride 
(cyclopentamine  hydrochloride,  Lilly),  12.5  mg. 


Additional  information  available  upon  request. 
Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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Current  Trends  in  the  Treatment  of  Peptic  Ulcer 

CARL  P.  SCHLICKE,  M.D.  Spokane,  Washington 


Speaking  at  an  AM  A symposium  on  peptic 
ulcer  last  year,  Joseph  Kirsner1  of  Chicago, 
ruefully  commented,  “The  remarkable  advances 
made  in  medicine  do  not  include  the  cause  and 
cure  of  peptic  ulcer.”  It  is  well  to  bear  this  in 
mind  in  dealing  with  the  individual  ulcer  patient 
and  in  planning  his  treatment.  To  be  sure,  a 
nihilistic  attitude  is  no  solution  to  his  problem, 
but  neither  is  enthusiastic  espousal  of  each  new 
therapeutic  fad  which  appears  on  the  scene  or 
dogmatic  adherence  to  a favorite  operative  pro- 
cedure. 

medical  measures 

The  mainstay  of  treatment  remains  a well 
ordered,  medical  program.  When  after  a fair 
trial,  it  fails  to  relieve  the  patient  or  when 
complications  develop,  operative  intervention 
usually  is  considered.  Since  surgical  treatment 
is  painful,  risky,  expensive  and  not  uniformly 
productive  of  satisfying  results,  strenuous  efforts 
ordinarily  are  employed  to  avoid  it.  The  ob- 
structed patient  is  aspirated,  the  bleeding  patient 
is  transfused,  and  even  the  patient  with  acute 


abstract 

schlicke,  c.  p.  (Rockwood  Clinic,  Spokane,  Wash- 
ington, USA.)  Current  trends  in  the  treatment  of 
peptic  ulcer.  Northwest  Med  63:443-446  (July) 
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The  mainstay  of  treatment  for  peptic  ulcer  is 
a well-ordered  medical  program.  Adjunctive 
measures  such  as  roentgen  irradiation  and  freez- 
ing have  not  attained  wide  popularity.  The 
complicated  or  intractable  ulcer  may  require 
surgical  treatment.  Subtotal  gastrectomy  gradu- 
ally is  being  replaced  by  vagotomy  and  a more 
conservative  resection  or  a drainage  procedure. 
The  availability  of  a safe,  definitive  operation  is 
changing  the  approach  to  acute  perforation  and 
massive  hemorrhage.  Gastric  ulcer  presents  a 
different  problem  from  duodenal  ulcer.  If  malig- 
nancy can  be  excluded,  antrectomy  and  removal 
of  the  ulcer  with  or  without  vagotomy  usually 
will  suffice.  Long-range  results  of  the  new  con- 
servative operations  for  peptic  ulcer  are  un- 
known, but  their  increased  safety  is  indisputable. 

Presented  at  the  Annual  Meeting  of  the  Spokane  Surgical 
Society,  April  18,  1964. 


perforation  sometimes  is  maintained  on  continu- 
ous nasogastric  suction. 

Adjunctive  measures,  which  may  be  offered 
the  patient  with  intractable  ulcer  include  roent- 
gen irradiation  and,  more  recently,  gastric  freez- 
ing. Irradiation  has  never  achieved  wide 
popularity.  Its  aim  according  to  Levin,  et  ah 
is  to  destroy  parietal  and  chief  cells,  but  its 
effects  upon  gastric  secretion  are  unpredictable, 
short-lived  at  best  and  the  specter  of  carcino- 
genesis is  ever  present. 

Gastric  freezing  as  proposed  by  Wangensteen 
and  his  associates3  still  is  strictly  experimental. 
It  temporarily  diminishes  acid  and  peptic  secre- 
tion by  destroying  secretory  cells,  thrombosing 
blood  vessels  and  injuring  nerve  supply,  some- 
times to  such  an  extent  that  gastric  ulceration, 
hemorrhage,  perforation  and  death  ensue.4  The 
unfortunate  and  premature  publicity  whic+i  this 
dramatic  procedure  has  received  has  resulted  in 
tremendous  patient  pressure  on  physicians  to  use 
it.  The  obvious  implication  is  that  one  is  sadly 
behind  the  times  if  he  hasn’t  invested  in  a 
souped-up  water  cooler. 
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schlicke,  c.  p.  (Rockwood  Clinic,  Spokane,  Wash- 
ington, USA.)  Current  trends  in  the  treatment  of 
peptic  ulcer.  Northwest  Med  63:443-446  (July) 
1964. 

La  base  del  tratamiento  de  la  ulcera  peptica  es 
un  bien  planeado  regimen  medico.  Aledidas  tales 
como  irradiacion  y congelamiento  no  ban  recib- 
ido  gran  aceptacion  todavia.  La  ulcera  “intrat- 
able”  o con  complicaciones  requiere  tratamiento 
quirurgico.  La  gastrectomia  subtotal  esta  siendo 
gradualmente  reemplazada  con  vagotomia  y una 
reseccion  mas  conservadora  o un  procedimiento 
de  drenaje  gastrico.  Estos  procedimientos  quir- 
lirgicos  siendo  relativamente  seguros  y definitivos 
han  modificado  la  conducta  terapeutica  en  los 
que  se  refiere  a perforacion  aguda  y hemorragia 
masiva.  La  ulcera  gastrica  presenta  un  problema 
distinto  que  la  ulcera  duodenal.  Si  la  posibilidad 
de  cancer  se  excluye,  antrectomia  y excision  de 
la  ulcera,  con  vagotomia  o sin  ella  es  tratamiento 
adecuado.  Es  muy  temrano  para  sacar  conclusi- 
ones  definitivas  de  estas  operaciones  conserva- 
doras  pero  su  menor  riesgo  es  indisputable. 
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selection  for  surgery 

When  medical  management  fails,  or  if  the 
patient  cannot  follow  the  prescribed  regimen, 
there  is  first  the  decision  on  his  suitability  for 
surgery,  then  decision  as  to  what  kind  of  surgery. 
In  recommending  a given  operative  procedure 
the  surgeon  should  always  bear  in  mind  two 
things.  One,  the  operative  mortality  in  his  hands, 
under  his  working  conditions.  Two,  the  percent- 
age of  survivors  who  can  be  expected  to  obtain 
an  unsatisfactory  result.  Statistics  from  the  Mas- 
sachusetts General  Hospital,  Presbyterian  Hos- 
pital and  Johns  Hopkins  Hospital  have  no 
significance  for  the  patient  under  treatment  in 
his  home  town. 

For  the  last  30  years,  gastric  resection  has 
been  widely  accepted  as  the  standard  procedure 
when  surgery  was  indicated  for  peptic  ulcer. 
The  only  argument  was  whether  one  should 
earn’  out  a Billroth  I or  a Billroth  II  anasto- 
mosis. 

The  most  recent  mortality7  figure  from  Sacred 
Heart  Hospital  for  gastric  resection  was  5.7  per 
cent.'1  To  be  sure,  this  figure  included  all  cases 
of  gastric,  duodenal  and  marginal  ulcer  whether 
complicated  or  not,  but  it  cannot  but  give  one 
pause  for  thought.  A previous  breakdown  on  971 
patients  with  duodenal  ulcer  alone  had  shown  a 
mortality  of  only  1.7  per  cent  when  the  operation 
was  carried  out  for  intractability7.8  When  hemor- 
rhage was  the  indication  for  operation,  the  mor- 
tality7 was  6.3  per  cent,  acute  perforation  8.4  per 
cent,  and  obstruction  5.4  per  cent.  These  results 
compare  favorably  with  those  from  large  medi- 
cal centers.  Most  published  series  report  10  to 
15  per  cent  dissatisfaction  among  survivors.  The 
principal  problems  are  dumping,  weight  loss 
and  recurrent  ulcer. 

Twenty  years  ago  Dragstedt  introduced  the 
concept  of  reducing  gastric  acidity7  by  sectioning 
the  vagus  nerves.7  Gradually  it  has  become  ap- 
preciated that  by  adding  vagotomy  to  conven- 
tional procedures  it  is  possible  to  get  by  with  a 
less  extensive  resection.  As  a result  many  sur- 
geons now  only  remove  the  antrum.  This  has 
resulted  in  less  weight  loss,  better  eating 
satisfaction  and,  above  all,  lower  operative 
mortality.  There  were  only  two  deaths  among 
228  patients  with  all  types  of  peptic  ulcer 
operated  on  in  this  fashion  at  Sacred  Heart 
Hospital.5  So  far,  the  incidence  of  recurrent  ulcer 
seems  less  than  after  conventional  resection,  but 
follow-up  has  not  been  as  long. 


vagotomy  plus  drainage 

More  recently  vagotomy  with  only  a drainage 
procedure  has  been  urged  for  the  truly  compli- 
cated ulcer.  Since  as  Schnug  and  Cavanagh 
found  in  their  study  of  the  Sacred  Heart  material 
a large  proportion  of  the  deaths  following  re- 
section are  due  to  technical  factors,  this  approach 
offers  a happy  alternative  in  the  poor  risk  patient, 
or  in  the  presence  of  a penetrating  duodenal 
ulcer  with  marked  thickening  and  distortion  of 
the  duodenum  and  surrounding  structures.8 
Moreover,  as  Weinberg  has  demonstrated,  it  has 
permitted  a far  more  aggressive  approach  to 
the  patient  with  bleeding."  There  were  37  deaths 
(6.9  per  cent),  among  538  patients  treated  con- 
servatively for  hemorrhage  at  Sacred  Heart  Hos- 
pital.0 Twenty-five  of  these  deaths  were  due  to 
exsanguination  and  seven  due  to  coronary  insuf- 
ficiency probably  precipitated  by  hemorrhage. 
The  fear  that  these  patients  would  not  tolerate 
resection  and  an  awareness  of  the  futility7  of  liga- 
tion of  the  bleeding  vessels  alone  were  the 
reasons  many  of  these  patients  were  not  oper- 
ated on.  Now  it  is  possible  to  control  the  bleeding 
by  direct  suture  ligature,  to  utilize  the  opening 
required  to  accomplish  this  for  pyloroplasty,  and 
with  a few  minutes  of  extra  effort,  to  resect  the 
vagi.  This  offers  the  patient  a far  less  formidable, 
yet  definitive  procedure.  Similarly,  Stafford  and 
his  associates  have  shown  that  it  is  often  feasible 
to  incise  proximally  and  distally  from  an  acutely 
perforated  ulcer,  close  the  wound  transversely 
as  a pyloroplasty7,  and  then  convert  a simple 
closure  into  a definitive  operation  by  adding 
vagotomy.10  The  fears  of  producing  mediastinitis 
have  proved  groundless. 

Vagotomy  alone  often  is  adequate  treatment 
for  recurrent  duodenal  ulcer  after  a Billroth  I 
resection,  or  for  marginal  ulcer  after  a gastro- 
enterostomy or  a Billroth  II  resection.  Deformity 
and  possibly  obstruction  produced  by  healing 
may  require  a later  revision  but  usually  under 
more  auspicious  circumstances.11 

There  is  even  a trend  in  some  quarters  towards 
utilization  of  vagotomy  and  a drainage  proced- 
ure as  the  preferred  treatment  for  all  duodenal 
ulcers  requiring  operation.  The  proponents  of 
this  form  of  treatment  (Weinberg,12  Farris  and 
Smith11)  freely  concede  an  increased  incidence 
of  recurrent  ulceration,  but  they  rejoice  in  the 
fact  that  they  have  more  survivors  to  develop 
ulceration.  Francis  Moore  exults  that  at  last  a 
rational  operation  is  available.14 
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disadvantages 

Although  the  ease  of  performance  and  the 
increased  safety  of  the  simpler  procedures  render 
them  most  attractive,  they  are  not  the  panacea 
some  would  make  them  out  to  be.  The  chief 
disadvantage  is  the  increased  incidence  of  re- 
current ulcer  unless  at  least  the  antrum  is 
removed.  Dumping  has  not  been  eliminated 
as  this  is  a product  of  loss  of  a competent 
pyloric  sphincter,  whether  by  division  or  diver- 
sion. There  are  technical  misadventures  which 
may  occur  in  the  performance  of  vagotomy, 
such  as  laceration  of  the  pleura,  puncture  or 
avulsion  of  the  esophagus,  bleeding  from  peri- 
esophageal vessels  and  injury  to  adjacent  organs 
such  as  liver  and  spleen.  Since  vagotomy  impairs 
motility,  as  well  as  secretion,  postoperative 
retention  may  be  a serious  problem.  It  is  most 
apt  to  occur  with  a stomach  already  decompen- 
sated by  dilatation  due  to  pyloric  obstruction. 
Excessive  denervation  of  the  esophagus  may 
result  in  dysphagia.  Not  infrequently  the  post- 
vagotomy patient  complains  of  diarrhea.  It  is 
usually  mild  and  transient  but  may  be  pro- 
tracted and  crippling.5 

In  the  hope  of  avoiding  unpleasant  sequelae 
attributable  to  denervation  of  viscera  other  than 
the  stomach,  selective  vagotomy  has  been  advo- 
cated by  Burge  et  al15  and  by  Griffith.1"  Tedious 
to  perform  and  as  yet  unproven  in  the  terms  of 
long-term  results,  it  has  not  received  wide 
acceptance. 

gastric  ulcer 

Gastic  ulcer  presents  a different  problem. 
With  duodenal  ulcer  the  primary  problem  is  one 
of  hyperacidity  of  vagal  origin.  There  is  a high 
nocturnal  secretion  of  acid  and  a high  incidence 
of  recurrence.  Gastic  ulcers  occur  in  an  older 
age  group,  often  in  association  with  atrophic 
gastritis.  Night  acid  secretion  may  be  lower 
than  normal  and  recurrence  after  operation  is 
rare.  Dragstedt  attributes  their  development  to 
an  overproduction  of  gastrin  by  the  antrum, 
possibly  due  to  stasis.17 

The  argument  whether  a gastric  ulcer  may 
undergo  malignant  degeneration  is  of  little 
importance  compared  to  the  possibility  that  a 
given  ulcerated  lesion  in  the  stomach  may  in 
fact  be  a carcinoma.  The  incidence  of  unsus- 
pected malignancy  is  usually  given  as  10  per- 
cent. Therefore,  in  contrast  with  duodenal  ulcer, 
which  seldom  needs  to  be  removed,  all  gastric 


ulcers  failing  to  heal  after  a few  weeks  of  con- 
servative therapy  should  be  removed.  Disap- 
pointment with  the  results  of  surgical  treatment 
of  gastric  cancer  has  led  to  the  suggestion  that 
radical  subtotal  gastrectomy  should  be  carried 
out  for  gastric  ulcer.  Since  most  of  these  lesions 
are  benign,  since  their  tendency  to  recur  is  very 
slight,  and  since  radical  gastrectomy  may  pro- 
duce great  disability,  a more  conservative  opera- 
tion seems  advisable  according  to  Zollinger  and 
Stewart.18  The  ulcer  usually  can  be  removed  with 
the  resection  which  seldom  needs  to  be  more 
than  an  antrectomy.  If  in  an  inaccessible  area 
such  as  high  on  the  lesser  curvature,  the  ulcer 
may  be  separately  excised  or  in  some  instances  if 
proven  benign  by  multiple  biopsies,  left  in  place 
at  the  time  of  antrectomy.  If  acids  are  high  or 
if  associated  duodenal  ulcer  is  present,  vagotomy 
also  should  be  performed. 

conclusions 

1.  Since  the  cause  and  means  of  cure  of  peptic- 
ulcer  remain  unknown,  the  ulcer  patient  must 
be  approached  with  some  diffidence. 

2.  The  development  of  vagotomy  and  pyloro- 
plasty has  made  it  possible  to  offer  definitive 
surgery  to  most  patients  with  massive  hemor- 
rhage and  acute  perforation. 

3.  The  patient  with  obstruction  may  be  pre- 
disposed to  stasis  after  vagotomy  and  a drain- 
age procedure. 

4.  Vagotomy  alone  often  suffices  for  recurrent 
ulcer  or  marginal  ulcer. 

5.  The  young  male  with  high  acids  and  an  in- 
tractable ulcer  probably  should  have  his  antrum 
removed  in  addition  to  vagotomy,  in  spite  of 
experimental  evidence  that  the  denervated  an- 
trum may  exert  an  inhibitory  effect  on  gastric  se- 
cretion. However,  there  is  little  justification  for 
putting  his  life  in  jeopardy  by  adding  more  than 
a drainage  procedure  to  the  vagotomy,  if  the 
duodenum  presents  undue  difficulties. 

6.  Antrectomy  with  resection  of  the  ulcer  is 
probably  the  treatment  of  choice  for  benign 
gastric  ulcer. 

7.  It  took  many  years  to  determine  the  high 
incidence  of  marginal  ulcer  after  gastroenteros- 
tomy alone.  It  may  take  equally  as  long  to  deter- 
mine the  recurrence  rate  after  vagotomy  with 
either  antrectomy  or  a drainage  procedure.  At 
present,  however,  the  increased  safety  of  these 
procedures  as  compared  to  subtotal  gastrectomy 
cannot  but  recommend  them.  ■ 

312  W.  Eighth  Ave.  (99204) 


445 

Northwest  Medicine , July  1964 


REFEREXCES 


1 Kirsner,  J.  B.,  Facts  and  fallacies  of  current  medical 
therapy  for  uncomplicated  duodenal  ulcer,  JAMA  187:423- 
428  (February  8)  1964. 

2 Levin,  E..  et  al„  Observations  on  value  of  gastric 
irradiation  in  treatment  of  duodenal  ulcer,  Gastroenter- 
ology 32:42-49  (January)  1957. 

3 Bernstein,  E.  F.,  Goodale,  R.  L.,  Jr.,  McFee,  A.  S., 
Madsen,  A.  J.,  Allcock,  E.  A.,  Wangensteen,  O.  H..  Rationale 
and  results  of  gastric  freezing  for  peptic  ulcer,  Amer  J 
Surg  107:268-276  (February)  1964. 

4 Scott,  H.  W.,  Discussion  of  paper  by  Bernstein,  et  al. 

5 Schlicke.  C.  P.,  Complications  of  vagotomy,  Amer  J 
Surg  106:206-216  (August)  1963. 

6 Schlicke,  C.  P..  Logan,  A.  H.,  Complications  of  duo- 
denal ulcer.  Postgrad  Med  32:578-584  (December)  1962. 

7 Dragstedt,  L.  R.,  Section  of  the  vagus  nerves  to  the 
stomach  in  the  treatment  of  duodenal  ulcer,  p.  461,  Har- 
kins, H.  N.,  and  Nyhus,  L.  M.,  Surgery  of  the  stomach  and 
duodenum.  Little,  Brown  & Co.,  Pub.,  Boston,  1962. 

8 Schnug,  G.  E.,  Cavanagh,  C.  R.,  Analysis  of  morbidity 
and  mortality  following  gastric  surgery  for  ulcer,  Amer  J 
Surg  104:224-230  (August)  1962. 

9 Weinberg,  J.  A.,  Treatment  of  the  massively  bleed- 
ing duodenal  ulcer  by  ligation,  pyloroplasty  and  vagotomy, 
Amer  J Surg  102:158-167  (August)  1961. 


10  Pierandozzi,  J.  S.,  Hinshaw,  D.  B.,  Stafford,  C.  E., 
Vagotomy  and  pyloroplasty  for  acute  perforated  duodenal 
ulcer:  Report  of  seventy-five  cases,  Amer  J Surg  100:245- 
250  (August)  1960. 

11  Young,  G.  A.,  Movius,  H.  J.,  2nd.  Surgical  treatment 
of  gastrojejunal  stomal  ulcer,  Amer  J Surg  104:231-237 
(August)  1962. 

12  Weinberg,  J.  A.,  Vagotomy  and  pyloroplasty  in  treat- 
ment of  duodenal  ulcer,  Amer  J Surg  105:342-351  (March) 
1963. 

13  Smith,  G.  K.,  Farris,  J.  M.,  Vagotomy  and  pyloro- 
plasty in  chronic  duodenal  ulcer  with  special  reference  to 
technique,  Arch  Surg  78:652,  1959. 

14  Moore,  F.  D.,  Surgery  in  search  of  a rationale.  Eighty 
years  of  ulcerogenic  surgery,  Amer  J Surg  105:304-312 
(March)  1963. 

15  Burge.  H.  W.,  et  al..  Selective  vagotomy  in  preven- 
tion of  postvagotomy  diarrhoea.  Lancet  2:897-899  (October 
21)  1961. 

16  Griffiths,  C.  A.,  Gastric  vagotomy  vs  total  abdominal 
vagotomy.  Arch  Surg  81:781,  1960. 

17  Dragstedt,  L.  R.,  A concept  of  the  etiology  of  gastric 
and  duodenal  ulcers,  Gastroenterology  30:208-220  (Febru- 
ary) 1956. 

18  Zollinger,  R.  M.,  Stewart,  W.  R.  C..  Surgical  manage- 
ment of  gastric  ulcer,  JAMA  171:2056-2059  (December  12) 
1959. 


Acute  Pneumococcal  Tracheobronchitis 

A Variant  Infection 

JOSEPH  M.  MURPHY, M.D./JOHN  H.  STON  E,M.D.  / R.  MARK  VETTO.M.D. 

Portland,  Oregon 


Recently,  at  the  University  of  Oregon  Hospitals, 
there  has  occurred  a series  of  pneumococcal 
infections  which  have  presented  certain  unusual 
features.  These  infections  were  largely  limited 
to  the  tracheobronchial  tree  and  seldom  involved 
the  lung  itself,  — at  least  clinically.  They  arose 
among  in-hospital  patients,  surgical  or  medical, 
and  all  the  17  cases  in  this  report  were  observed 
wtihin  a three-month  period.  Since  becoming 
aware  of  this  entity,  we  have  found  that  isolated 
cases  have  occurred  before  this  reported  period 
and  are  still  occurring. 

Clinical  features  among  these  cases  were  suffi- 
ciently similar  and  striking  to  suggest  a rela- 
tionship. The  patient  usually  experienced  sud- 
den onset  of  fever  and  subsequent  chill.  This 
was  followed  by  a productive  cough  associated 
with  tachycardia  and  tachypnea.  Although  aus- 
cultation of  the  chest  revealed  diffuse  coarse 
rhonchi  and  fine  basal  rales,  roentgenograms 
were  usually  normal.  No  evidence  of  atelectasis 
or  pneumonia  was  present.  Direct  smear  re- 
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vealed  that  the  sputum  contained  pneumococci. 
The  patient  usually  responded  to  penicillin  treat- 
ment within  24  hours.  The  following  case  report 
is  representative  of  the  course  encountered  in 
this  group  of  patients. 

CASE  REPORT 

A 65  year  old  white  male  was  admitted  to  the 
General  Surgical  Service  with  bilateral  Dupuytrens 
contractures.  He  required  an  extensive  work  up 
because  of  associated  disease.  Nineteen  days  after 
admission  the  patient  experienced  a violent  chill 
and  was  found  to  have  a fever  of  104.2  F (oral). 
Physical  findings  were  those  of  bilateral  coarse 
rhonchi  and  fine  basilar  rales.  There  was  produc- 
tive cough.  Pulse  rate  was  140  and  respiratory  rate, 
40.  Sputum  was  copious  in  amount  and  grayish- 
yellow  in  color.  Chest  x-ray  was  essentially  negative. 
Gram  stain  performed  on  a smear  of  the  sputum 
revealed  a large  number  of  gram  positive  dipfococci 
and  polymorphonuclear  leucocytes.  The  white  count 
was  normal  but  differential  count  revealed  a left 
shift. 

Treatment  consisted  of  intramuscular,  aqueous 
penicillin.  The  patient  improved,  and  vital  signs  had 
returned  to  normal  limits  within  24  hours. 

case  material 

Of  17  patients  in  this  study,  16  were  males. 
They  ranged  in  age  from  37  to  71  years,  with  an 
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average  of  57  years.  Five  were  medical  patients, 
and  12  were  surgical  patients.  Of  the  latter, 
11  had  been  operated  upon  at  the  time  of  onset. 
In  nine  of  these  patients  the  postoperative  period 
was  less  than  three  days,  and  in  four  patients 
only  spinal  or  local  anesthesia  was  used.  In  this 
entire  group  of  patients,  there  was  no  evidence 
to  suggest  pre-existing  atelectasis  as  a causative 
factor.1 

Proximity  or  social  contact  appeared  to  play 
a role  in  transmission  of  the  disease.  Although 
the  cases  were  distributed  over  several  wards, 
three  of  the  patients  were  in  the  same  room,  and 
two  others  had  contact  with  a patient  who  subse- 
quently developed  the  disease. 

Most  of  the  17  patients  had  an  abrupt  onset 
of  symptoms  with  moderate  to  severe  chills. 
Temperatures  ranged  from  99.2  to  104.6  F,  with 
a mean  of  102.6  F,  and  were  accompanied  by 
tachycardia  and  hyperpnea.  Productive  cough 
was  present  in  all  cases.  The  sputum  was  cop- 
ious, thick,  and  grayish-yellow.  The  physical 
findings  were  usually  those  of  fine,  sticky  rales 
at  the  bases  with  expiratory  wheezes  and  coarse 
rhonchi.  In  no  instances  were  signs  of  atelectasis 
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At  the  University  of  Oregon  Hospitals  there 
has  occurred  a series  of  pneumococcal  infec- 
tions which  have  appeared  in  a sudden,  dramatic 
manner,  and  which  are  either  limited  to,  or  have 
primarily  involved,  the  tracheobronch’.al  tree. 
The  features  of  these  cases  are  so  similar  to  one 
another  that  they  appear  to  be  a clinical  entity. 
It  is  thought  that  these  infections  are  the  result 
of  a modified  hospital  pneumococcal  organism 
and  thus  represent  a variant  infection,  possibly 
as  a result  of  antibiotic  use.  Although  this  par- 
ticular entity  was  easily  controlled,  the  future 
significance  of  such  variant  infections  should  be 
considered.  Since  bacteria  are  able  to  develop 
resistance  or  otherwise  alter  themselves  in  re- 
sponse to  antibiotics,  an  increase  in  variant 
infections  should  be  expected.  Experience  up 
to  this  time,  however,  has  indicated  that  altered 
or  resistant  bacterial  forms  can  be  controlled  by 
extending  the  use  of  present  antibiotics  or  by 
the  development  of  new  antibiotics. 


or  consolidation  present.  None  of  the  patients 
complained  of  chest  or  abdominal  pains. 

Chest  roentgenograms  were  obtained  in  13  of 
the  patients.  These  films  failed  to  reveal  any 
evidence  of  consolidation  or  atelectasis  in  11 
patients.  Two,  however,  did  show  evidence  of 
lower  lobe  consolidation.  In  addition,  two  other 
patients  exhibited  an  increase  in  hilar  bronchial 
markings.  Eight  of  the  group  had  white  blood 
cell  and  differential  counts  before  treatment  and 
during  the  height  of  their  illness.  Only  two  of 
these  exhibited  a leucocytosis— one,  14,200  and 
the  other,  22,000. 

In  all  cases,  the  initial  diagnosis  of  a pneumo- 
coccal infection  was  made  by  a direct  Gram 
stained  smear  of  sputum.  All  revealed  florid 
numbers  of  gram-positive  diplococci  and  poly- 
morphonuclear leucocytes.  In  some  instances 
capsules  were  identified.  Of  these  17  sputums, 
11  were  cultured;  and  of  these,  all  but  two  con- 
firmed the  direct  smear.  One  of  the  specimens 
which  did  not  grow  out  pneumococci  was  later 
found  to  have  been  mishandled. 

Because  of  our  delay  in  recognizing  this  group 
of  cases  as  an  entity,  cultures  wepe  discarded 
after  identification  of  the  organism.  Only  two 
of  these  cultures  therefore,  were  subjected  to  the 
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Recientemente,  en  los  hospitales  afiliados  con 
la  Universidad  de  Oregon,  se  ha  visto  una  serie 
de  infecciones  neumococcicas  que  aparecieron 
repentina  y dramaticamente  y que  se  limitan  o 
localizan  primordialmente  en  el  arbol  tracheo- 
bronchial. Las  caracteristicas  de  estas  infec- 
ciones son  tan  similares  que  parecen  formar  una 
entidad  clinica  definida.  Se  piensa  que  son 
debida.s  a una  cepa  de  neumococo  prevalente 
dentro  del  hospital  y posiblemente  moclificada 
por  el  uso  de  antibioticos.  Aunque  esta  entidad 
ha  sido  facilmente  controlada,  significado  y posi- 
bilidades  futuras  de  este  tipo  de  infeccion  debe 
apreciarse..  Puesto  que  los  microorganismos  de- 
sarrollan  resistencia  a los  antibioticos,  tin 
aumento  de  este  tipo  de  variantes  debe  esperarse. 
La  experiencia  al  momento,  indica  que  cepas 
alteradas  o resistentes  pueden  controlarse  ex- 
tendiendo  el  uso  de  los  antibioticos  actuales  o 
por  el  descubrimiento  de  nuevos. 
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Neufeld’s  capsular  swelling  techniques.  Both 
of  these  were  found  to  be  in  monovalent  group 
B ( types  3,  4,  5,  6,  and  8 ) which  is  in  agreement 
with  a previous  observation. - 

Because  penicillin  is  the  drug  of  choice  in  all 
pneumococcal  infection,  these  patients  were  ini- 
tially treated  with  either  intramuscular  aqueous 
or  procaine  penicillin.  A history  of  allergy  to 
penicillin  was  obtained  in  three  of  the  cases, 
and  these  were  treated  with  oral  erythromycin. 
Fifteen  patients  responded  dramatically  to  their 
initial  therapy  within  a 12-hour  period  and, 
except  for  one,  vital  signs  had  returned  to  nor- 
mal within  36  hours  and  remained  so.  One  case 
did  not  respond  to  48  hours  of  penicillin  treat- 
ment, but  showed  improvement  within  12  hours 
after  being  given  erythromycin.  Another  patient, 
who  responded  to  initial  treatment  of  penicillin 
within  12  hours  only  to  have  a return  of  chills 
and  fever,  was  treated  with  erythromycin  and 
made  rapid  recovery. 

Of  the  total  group,  one  patient  was  not  treated 
with  antibiotics,  despite  the  clinical  and  labora- 
tory signs  of  pneumococcal  disease.  The  pa- 
tient’s vital  signs  returned  to  normal  within  96 
hours,  and  there  were  no  sequelae. 

discussion 

Since  the  introduction  of  antibiotics  and  chem- 
otherapeutic agents,  there  has  been  concern  re- 
garding their  effect  on  the  natural  balance  ex- 
isting among  bacteria.  Attenuation  of  a specific 
organism  may  allow  the  emergence  of  other 
virulent  bacteria,  or  could  so  alter  the  original 
organism  that  it  might  produce  a new  or  atypical 
form  of  its  old  disease.  Furthermore,  these 
altered  bacteria  may  become  disseminated 
among  a hospital  population. 

The  evidence  from  this  group  of  cases  sug- 
gests that  perhaps  we  were  dealing  with  a bio- 
logically altered  pneumococcus  organism  which 
produced  tracheobronchitis  rather  than  pneumo- 
nia. The  chill  associated  with  this  disease  oc- 
curred after  the  onset  of  fever,  in  contradistinc- 
tion to  pneumococcal  pneumonia,  where  it  often 
precedes  the  fever.  The  sensitivity  of  this  organ- 
ism to  penicillin,  as  in  pneumonia,  remains  un- 
changed. While  this  particular,  small,  epidemic- 
like outbreak  was  not  difficult  to  control,  it  does 


raise  some  intriguing  questions  regarding  its 
development  and  what  may  be  expected  in  the 
future. 

Since  this  was  a localized  in-hospital  disease, 
it  is  altogether  possible  that  is  represents  an 
effect  from  the  use  of  antibiotics.  This  is  not 
to  say  that  antibiotics  have  been  used  indiscrim- 
inately or  poorly,  since  the  benefits  from  these 
agents  have  far  exceeded  their  disadvantages. 
Rather,  we  should  come  to  recognize  and  expect 
this  sort  of  thing  as  a natural  consequence  of 
antibiotic  treatment. 

Acquired  bacterial  resistance  is  an  established 
sequela  to  antibiosis.  It  has  been  recognized 
as  a problem  requiring  solution  and  has  been 
effectively  met  by  development  of  new  agents 
and  by  extending  the  use  of  old  agents.  While 
the  ogre  of  developing  a super  bacteria  will 
always  exist,  the  experience  of  more  than  twenty 
years  in  the  use  of  antibiotics  would  indicate 
that  such  a possibility  is  remote.  Rather,  indi- 
cations are  that  bacterial  resistance  to  present 
antibiotics  will  continue  to  develop  and  that 
altered  forms  of  bacterial  disease  will  continue 
to  appear.  Rational  treatment  of  infection,  there- 
fore, must  take  into  account  the  recognition  of 
these  factors  and  the  institution  of  proper  mea- 
sures against  them. 

summary  and  conclusions 

In  17  cases  of  an  atypical  pneumococcus  in- 
fection most  of  the  patients  developed  tracheo- 
bronchitis rather  than  pneumonia.  All  of  these 
cases  were  observed  within  a three-month 
period. 

Mutations  should  be  expected  as  a result  of 
antibiotic  therapy.  New  forms  of  disease  will 
continue  to  appear  as  mutant  forms  develop. 
We  believe  this  series  represents  a disease  entity 
resulting  from  biologically  altered  pneumococci.  ■ 

Veterans  Administration  Hospital, 
Sam  Jackson  Park  (97207)  (Dr.  Vetto) 
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Definitive  Treatment  of  the  Pilonidal  Abscess 

CHARLES  R.  CAVANAGH,M.D./G.  EDWARD  SCHNUG,M.D.  Spokane,  Washington 


The  infected  pilonidal  sinus  is  still  a frequent 
cause  of  morbidity  in  the  otherwise  young, 
healthy  patient.  It  is  not  infrequently  the  cause 
of  considerable  headache  to  the  practicing  sur- 
geon. One  problem  especially  bothersome  to  us 
is  presented  by  the  patient  with  recurrent  ab- 
scesses. I suspect  that  most  of  us  have  been 
trained  to  recommend  the  immediate  expedient 
of  incision  and  drainage  to  get  the  patient  over 
his  acute  problem.  He  is  then  advised  to  return 
in  a few  weeks  for  definitive  surgery.  This 
means,  at  best,  initial  incapacitation  due  to  the 
abscess  itself  and  later,  time  loss  with  the  defini- 
tive surgery.  At  worst,  either  because  of  fear  or 
economic  hardship,  the  patient  fails  to  return 
until  he  suffers  another  abscess  and  presents 
himself  with  even  more  advanced  pilonidal 
disease. 

Having  been  frustrated  by  several  of  these 
instances,  we  decided  four  years  ago  to  attempt 
a definitive  procedure  on  a patient  with  a large, 
acute  pilonidal  abscess.  This  patient  was  hospital- 
ized, taken  to  surgery,  the  abscess  was  incised 
and  drained,  and  an  immediate  marsupialization 
done.  The  procedure  was  simple  technically, 
amazingly  well  tolerated,  healing  was  rapid,  and 
he  has  had  no  difficulty  since  that  time.  Encour- 
aged by  this  gratifying  experience,  we  have 
continued  its  use,  and  now  have  a modest  series 
of  sixteen  acute  pilondial  abscesses  so  treated. 
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Sixteen  cases  of  acute  pilonidal  abscess  were 
terated  by  immediate  marsupialization.  The 
operation  is  frequently  easier  than  when  the 
cyst  is  not  infected.  No  difficulty  was  experi- 
enced following  incision  of  healthy  tissue  adja- 
cent to  the  infected  area.  Exploration  and  un- 
roofing of  lateral  extensions  is  part  of  the  pro- 
cedure and  careful  follow-up  is  mandatory.  Pa- 
tients do  not  complain  of  discomfort  and  most 
are  able  to  return  to  work  promptly. 


technique 

Actual  technique  of  the  procedure  in  no  way 
differs  from  marsupialization  of  a quiescent 
pilonidal  sinus  and  in  some  respects  is  actually 
much  simpler.  The  sinus  opening  is  probed  with 
a grooved  director,  and  the  abscess  is  opened 
in  the  midline  for  its  full  length.  Usually  electro- 
cautery  is  used  for  this  incision  to  prevent 
bleeding. 

After  the  pus  and  hair  have  been  evacuated, 
one  gets  an  excellent  view  of  the  entire  cavity. 
Granulations  are  swept  away  with  a sponge. 
The  sinus  is  carefully  inspected  visually  and 
by  probing  for  lateral  extensions.  These  are 
generally  quite  markedly  dilated  and  easily 
identifiable. 

The  margins  of  the  skin  and  tract  arq  then 
grasped  with  several  Allis  forceps,  and  a narrow 
rim  of  skin,  sinus  wall  and  adjacent  soft  tissue 
fat  is  excised  down  to  the  posterior  wall  of  the 
sinus.  A narrow,  midline  strip  of  the  posterior 
sinus  wall,  usually  three  to  four  millimeters  in 
width,  is  left  in  place  for  marsupialization.  All 
lateral  extensions  are  carefully  probed  and  simi- 
larly unroofed.  Bleeding  is  usually  controlled 
quite  easily  with  pressure  and  fulgeration.  The 
skin  margins  are  then  sutured  to  the  edges  of  the 
unroofed  sinus  wall  with  interrupted  sutures  of 
O chromic  catgut.  A pressure  dressing  is  applied 
over  fine  mesh  silk.  Surprisingly,  postoperative 
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Se  trataron  16  casos  de  abscesos  pilonidal 
agudo  con  marsupializacion  primaria.  En  al- 
gunos  aspectos,  la  presencia  de  inflamacion 
aguda  hace  la  operacion  tecnicamente  mas  sim- 
ple. La  morbilidad  y grado  de  recurrencia 
fueron  minimas.  La  exploracion  e incision  de 
extensiones  laterales,  asi  como  un  buen  ciddado 
post-operatorio  son  esenciales.  La  mayor  parte 
de  los  pacientes  regresan  a sus  labores  en  un 
periodo  de  tiempo  relativamente  corto. 
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Fig.  1.  The  sinus  opening  has  been  probed  and  the  entire 
abscess  cavity  incised  in  the  midline.  Pus  and  hair  are 
swept  away  with  gauze  and  suction. 


morbidity  has  been  minimal.  Most  of  the  patients 
have  no  discomfort  whatsoever,  and  are  routinely 
discharged  on  the  day  following  surgery. 

Careful  follow-up  in  the  office  is  mandatory. 
In  our  opinion  it  is  the  most  important  factor 
in  the  prevention  of  future  recurrent  disease. 
As  a general  rule,  the  patient  is  seen  initially  at 
five  day  intervals.  The  dressing  is  changed  and 
the  wound  cleaned  at  the  time  of  the  first  visit. 
Sutures  are  removed,  the  wound  is  again  cleaned, 
and  daily  sitz  baths  are  instituted  on  the  second 
visit.  On  subsequent  weekly  visits,  the  posterior 
sinus  wall  is  cleaned  fairly  vigorously  with  a 
cotton  applicator.  Any  granulations  tending  to 
bridge  across  it  are  broken  down  and  cauterized 
with  silver  nitrate.  The  skin  about  the  wound 
is  meticulously  shaved  to  prevent  the  ingrowth 
of  hair.  We  feel  this  maneuver  is  particularly 
important.  Failure  to  carefully  shave  all  hairs 
from  the  edges  of  the  wound  may  very  well 
contribute  to  future,  recurrent  disease. 

As  a matter  of  fact,  our  only  recurrence  was 
in  a patient  who  secured  a job  and  left  for  an- 
other city  five  days  after  surgery.  We  prefer  to 
think  that  his  subsequent  troubles  were  due  to 
inadequate  postoperative  care.  Of  course,  one 
must  realistically  admit  that  we  are  dealing 
with  a disease  having  notorious  potential  to 
recur,  and  occasional  recurrence  under  any  cir- 
cumstances must  be  anticipated. 

Another  cause  for  recurrent  disease  in  previ- 
ously marsupialized  pilonidal  sinuses  is  in  all 
probability  failure  to  unroof  all  of  the  lateral 
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Fig.  2.  Saggital  view  of  pre-sacral  area  demonstrating 
extent  of  tissue  to  be  excised,  A to  A’  and  B to  B'. 


extensions  of  the  main  sinus.  In  the  acute  abscess 
these  lateral  extensions  are  generally  widely 
dilated  and  quite  easily  recognizable.  One  of 
our  patients  had  at  least  eight  of  them  coursing 
laterally  into  the  buttocks.  He  had  had  three 
previous  procedures,  including  incision  and 
drainage,  and  attempts  at  radical  cure.  Follow- 
ing these  procedures,  he  developed  almost  im- 
mediate recurrences,  with  many  subsequent 
abscesses  during  the  course  of  the  next  eleven 
years.  He  has  remained  completely  well  follow- 
ing marsupialization  over  a year  ago. 

discussion 

Complete  healing  of  the  operative  area  re- 
quires an  average  of  three  to  four  weeks,  varying 
in  our  patients  from  eighteen  days  to  two  months. 
The  maximum  was  required  by  only  two  patients. 
Once  the  skin  sutures  have  been  removed,  there 
is  left  a minimal  wound;  drainage  is  minimal, 
and  most  patients  return  to  work  immediately. 
Following  complete  healing,  the  anatomical 
contours  of  the  sacral  area  are  preserved.  The 
cushion  of  fatty  tissue  remains  between  the  skin 
and  the  sacrum.  There  have  been  no  complaints 
of  discomfort.  Our  patients  ranged  in  age  from 
19  to  50,  the  average  being  29.  All  but  two  were 
males.  Duration  of  the  disease  varied  from  a 
few  days  up  to  thirty'  years,  averaging  six  and 
one-half  years  per  patient.  Six  patients  had  had 
one  or  more  previous  drainage  procedures,  and 
in  three,  two  or  more  attempts  at  radical  excision 
had  been  carried  out.  Unfortunately,  ours  is  a 
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Fig.  3.  Demonstrates  primary  closure  of  skin  to  posterior 
sinus  wall  (wider  illustrations  for  clarity — usually  only 
4-5  mm  of  wall  remains). 


small  series  to  present,  and  the  follow-up  period 
is  rather  short,  being  four  years  in  one  patient, 
three  years  in  eight,  one  year  in  five,  and  less 
than  a year  in  two. 

The  incision  of  healthy  tissue  surrounding 
the  abscess  cavity  is  admittedly  contrary  to  basic 
surgical  principles.  However,  we  have  had  no 
problems  with  infection.  It  is  possible  there  may 
be  an  element  of  local  tissue  resistance  follow- 
ing a long-standing  chronic  inflammatory  re- 
sponse prior  to  the  development  of  the  actual 
abscess.  We  have  placed  some  of  these  patients 
on  systemic  antibiotics  for  two  or  three  days, 
usually  oral  penicillin.  Others  have  received  no 
antibiotics  but  have  had  no  apparent  ill  effects. 

A brief  perusal  of  the  literature  lends  little 
support  for  this  aggressive  therapeutic  approach. 
Most  writers  recommend  simple  incision  and 
drainage  of  an  acute  abscess,  and  later  definitive 
surgery  when  the  inflammation  has  subsided. 
Ewing,1  of  Canada,  describes  a wide  cruciate 
incision  with  excision  of  the  comers  to  promote 
wide  drainage.  He  states  that  this  maneuver 
frequently  leads  to  cure  of  the  condition,  but  he 
does  not  say  how  frequently.  Abramson,2  in 
reporting  a study  of  225  pilonidal  sinuses  from 
the  Walter  Reed  Hospital,  makes  the  simple 
statement  that  thirty-one  acute  abscesses  were 


Fig.  4.  Appearance  of  the  wound  at  conclusion  of  pro' 
cedure. 


present  at  the  time  of  initial  examination.  Seven 
of  these  were  treated  by  marsupialization  as  a 
primary  procedure.  He  makes  no  further  "com- 
ment about  the  procedure  for  acute  abscesses. 

summary 

In  summary,  we  have  presented  a series  of 
sixteen  cases  of  acute  pilonidal  abscess  treated 
by  primary  marsupialization.  There  has  been 
only  one  known  recurrence.  We  have  been  ex- 
tremely gratified  with  the  technical  ease  of  the 
procedure,  the  minimal  morbidity  associated 
with  it,  and  the  rapid  rate  of  healing.  The  rate 
of  recurrence  appears  to  be  very  acceptable, 
although  this  report  must  be  considered  in  the 
nature  of  a preliminary  one  because  of  the  small 
size  of  our  series  and  the  relatively  short  follow- 
up. We  feel  the  method  shows  promise,  however, 
and  its  continued  use  would  appear  to  be  defi- 
nitely in  order  for  further  evaluation.  ■ 

Suite  426,  Medical  Center  Bldg. 

South  820  McClellan  Street 
(Dr.  Cavanagh) 
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Research  at  the  Oregon  Regional  Primate 

Research  Center 


Scientists  have  realized  since  the  time  of  Aris- 
totle that  basic  research  is  vital  to  cultural  and 
technological  progress,  but  studies  of  the  essen- 
tial nature  of  things,  in  order  better  to  under- 
stand and  utilize  the  physical  world  of  man 
and  his  environment,  have  gained  popular  accept- 
ance only  during  the  last  thirty  years.  The  exig- 
encies of  World  War  II  stimulated  many 
significant  advances  in  science.  Success  of  these 
efforts  soon  made  apparent  that  the  search  for 
new  knowledge  is  significant  to  our  national 
welfare  and  that  encouragement  or  support  or 
both  should  be  dynamically  augmented  from  the 
national  level. 

In  the  field  of  medical  research  there  is  a 
growing  awareness  that  extensive  basic  research, 
using  animals  which  are  as  closely  related  to 
man  as  possible— the  subhuman  primates,  may 
contribute  to  alleviation  of  human  suffering  and 


to  making  human  life  productive  and  enjoyable 
to  its  end.  Few  medical  schools,  universities,  or 
private  foundations  have  been  able  to  imple- 
ment large-scale  programs  in  primate  research, 
because  of  the  great  cost  of  acquiring  and  main- 
taining large  colonies  of  these  animals,  or  to 
provide  the  specialized  facilities  necessary  for 
this  kind  of  research. 

In  May,  1960,  the  first  Federal  grant  for  the 
construction  and  operation  of  an  institution  dedi- 
cated to  primate  research  was  awarded  by  the 
National  Institutes  of  Health  to  the  Medical 
Research  Foundation  of  Oregon.  This  grant,  of 
approximately  two  million  dollars  for  construc- 
tion and  ten  million  dollars  for  operation  over  a 
period  of  ten  years,  established  the  Oregon 
Regional  Primate  Research  Center.  Subsequent- 
ly, six  other  centers  were  awarded  Federal 
funds  for  construction  and  operation. 
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The  Oregon  Center  has  attracted  world-wide 
recognition,  not  because  the  idea  of  research  on 
primates  is  revolutionary  (for  instance,  Russia 
has  had  primate  centers  since  1927 ) but  because 
its  academic  relationships  represent  a pioneering 
effort  in  the  field  of  research  organizations;  i.e., 
the  Foundation  administered  Oregon  Regional 
Primate  Research  Center  is  an  autonomous  insti- 
tution closely  allied  with  a medical  school  and 
mutually  supportive  in  relation  to  other  scientific 
institutions,  allowing  a symbiosis  of  fundamental 
and  clinical  research,  with  a free  interchange 
among  the  various  disciplines  of  science. 

Under  the  supervision  of  William  Montagna, 
Director  of  the  Center,  and  D.  W.  E.  Baird, 
Administrator  of  the  Center  and  Dean  of  the 
University  of  Oregon  Medical  School,  there  are 
forty  full-time  scientists  working  in  the  labora- 
tories and  more  than  fifty  investigations  are 
under  way.  The  medical  school  is  designated  as 
the  host  institution  for  the  Center  and  the  major- 
ity of  the  Center’s  scientific  personnel  have 
additional  staff  appointments  at  the  school. 
Physical  facilities  of  the  Center  are  open  to 
scientists,  both  predoctoral  and  postdoctoral, 
regardless  of  geographic  origin,  for  study  and 
specific  research  projects.  In  the  past  year  seven- 


teen visiting  scientists  have  taken  advantage 
of  this  opportunity. 

During  the  present  year,  85  per  cent  of  the 
operating  and  construction  funds  have  come 
from  the  Federal  Government,  with  15  per  cent 
being  provided  through  private  gifts  and  grants 
to  the  Medical  Research  Foundation  of  Oregon. 
As  the  general  public  has  become  more  and 
more  aware  of  the  significant  advances  in  science 
made  through  basic  research,  there  has  been  a 
corresponding  increase  in  the  amount  of  non- 
Federal  support  for  the  Center,  from  unrestricted 
gifts,  grants,  and  bequests  to  the  Medical  Re- 
search Foundation  of  Oregon. 

The  Oregon  Regional  Primate  Research  Cen- 
ter has  grown  to  three  major  buildings.  These 
are  the  uniquely  designed  animal  colony  build- 
ing, a research  laboratory  building  with  30,000 
square  feet  of  working  space,  and  the  adminis- 
tration building.  There  are  four  minor  structures. 
There  are  950  subhuman  primates  in  the  animal 
colony,  representing  23  species.  Seven  of  the  ten 
recognized  families  of  subhuman  primate  classi- 
fications are  represented  by  these  species. 

Brief  summaries  of  some  of  the  research  pro- 
jects at  the  Center  are  given  below.  This  is  a 
representative  selection  which  the  Director  be- 
lieves may  be  of  general  interest  to  physicians. 


DEPARTMENT  OF  CUTANEOUS  BIOLOGY 

WILLIAM  MONTAGNA,  Ph.D. 

Morphology  of  the  skin  of  subhuman  primates. 
Support:  NIH 

There  being  enormous  species  differences,  the 
first  major  problem  is  to  investigate  the  structure, 
composition,  and  function  of  the  skin  of  every 
major  subhuman  primate  group.  To  obtain  such 
information,  investigation  is  being  conducted  into 
comparative  physiology,  pharmacology,  and  chem- 
istry of  the  skin  of  these  animals.  Studies  are  under- 
way on  hair  growth,  sweat  glands  and  sweating, 
and  experimental  carcinogenesis.  Since  two  different 
species  of  monkeys,  like  man,  become  bald  ( Cacajao 
from  South  America  and  Macaca  speciosa  from 
India),  the  phenomenon  of  baldness  will  be  studied 
experimentally,  using  these  as  model  animals. 

DEPARTMENT  OF  REPRODUCTIVE 
PHYSIOLOGY 

WILLIAM  C.  YOUNG,  Ph.D.,  ROBERT  W.  GOY, 
Ph.D.,  and  CHARLES  H.  PHOENIX,  Ph.D. 


Analysis  of  the  relationship  between  the  gonadal 
hormones  and  sexual  behavior. 

Support:  NIH 

As  it  is  in  the  study  of  any  other  system  of  the 
body,  understanding  of  normal  reproductive  function 
is  necessary  before  one  can  treat  the  pathologic 
state.  Despite  the  circumstance  that  no  branch  of 
physiology  is  more  important  sociologically,  stigma 
has  always  been  attached  to  intensive  study  of  the 
reproductive  processes.  Consequently,  relatively 
few  investigators  have  attempted  to  collect  the 
information  necessary  for  better  handling  and  treat- 
ment of  the  many  serious  problems  of  sexual 
deviation  and  perversion. 

For  many  years  these  investigators,  now  at  the 
Oregon  Regional  Primate  Research  Center,  have 
devoted  themselves  to  this  problem.  Originally  they 
studied  the  causal  relationships  in  adults;  i.e.,  the 
extent  to  which  sexual  behavior  is  influenced  by 
gonadal  hormones  and  the  way  in  which  they  act  to 
bring  about  sexual  activity.  More  recently  it  has 
become  apparent  patterns  of  sexual  behavior,  includ- 
ing the  extremes  which  are  of  so  much  concern 
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Subhuman  Primate  Species 
at  Oregon  Regional  Primate  Research  Center 


Common  Name 

Species 

Tree  Shrew 

Tupia  glis 

Lesser  Bushbabv 

Galago  senegalensis 

Greater  Bushbabv 

Galago  crassicaudatus 

Potto 

Periodicticus  potto 

Slender  Loris 

Loris  tardigradus 

Slow  Loris 

Nycticebus  coucang 

Mouse  Lemur 

Microcebus  murinus 

Mongoose  Lemur 

Lemur  mongoz 

Fulvus  Lemur 

Lemur  fulvus 

Ringtail  Lemur 

Lemur  catta 

Squirrel  Monkey 

Saimiri  sciurea 

Sykes  Monkey 

Cercopithecus  mitis 

Vervet  Monkey 

Cercopithecus  sabaeus 

Rhesus  Macaque 

Macaca  mulatta 

Japanese  Macaque 

Macaca  fuscata 

Pigtail  Macaque 

Macaca  nemestrina 

Stump-tail  Macaque 

Macaca  speciosa 

Moor  Macaque 

Macaca  maurus  ochreatus 

Celebes  Ape 

Cynopithecus  niger 

Langur 

Presbytis  entellus 

Origin 

Indo-Malaya 

From  East  to  West  Coast  of  Africa 
West  Coast  of  Africa,  Angola,  Southern  Congo 
West  and  Central  Africa 
Southern  India  and  Ceylon 
Extreme  East-India  to  Burma,  Indo-China, 
Siam,  and  Malaya 
Madagascar 
Madagascar 
Madagascar 
Madagascar 

Northern  South  America 
Congo,  Kenya  Africa 
Congo,  Kenya  Africa 
India 

Japanese  Islands 
Indo-Malaya 
Indo-China 
Celebes  Island 
Celebes  Island 
India 


medically  and  sociologically,  are  determined  by  the 
action  of  gonadal  hormones  secreted  during  the 
prenatal  period.  These  studies  will  be  continued  and 
ramified,  using  a variety  of  subhuman  primates 
(monkeys,  chimpanzees,  and  orang-utans)  in  order 
to  relate  what  is  being  found  as  nearly  as  possible  to 
man.  Eventually  the  knowledge  gained  about  these 
behavior  patterns  should  make  it  possible  to  treat 
the  serious  psychopathologic  states  more  effectively. 

DEPARTMENT  OF 
CARDIOVASCULAR  PHYSIOLOGY 

MANUEL  RENE  MALI  NOW,  M.D. 

Electrocardiograph  survey  of  the  animal  colony, 
vectorcardiographic  studies,  and  pharmacologi- 
cal study;  atherosclerosis  in  squirrel  monkeys. 

Support:  NIH 

About  300  rhesus  monkeys  have  been  studied 
so  far.  These  have  a high  incidence  of  abnormal 
electrocardiograms;  seven  cases  were  discovered 
with  bundle  branch  blocks.  Ten  per  cent  of  the 
animals  have  an  inverted  T wave  in  leads  2,  3 and 
aVF.  Taking  advantage  of  the  previous  electrocardio- 
graphic survey,  particular  animals  will  be  studied 
for  VCGs,  emphasizing  the  configuration  of  spon- 
taneous bundle  branch  block  in  monkeys.  Pharma- 
cologic studies  will  be  done  on  animals  with  inverted 
T waves  in  leads  2,  3 and  aVF. 

A number  of  Saimiris  sciurea  have  been  placed 
on  diets  high  in  fat  or  cholesterol  or  both.  As  part 
of  preliminary  studies,  several  diets  have  been 
prepared  and  are  being  fed  to  squirrel  monkeys  in 
order  to  determine  whether  or  not  they  accept  them. 
Also,  as  a part  of  the  preliminary  studies,  blood 
triglycerides,  phospholipids  and  cholesterol  are  being 
determined  in  control  monkeys. 


DEPARTMENT  OF  BIOCHEMISTRY 

CLARISSA  H.  BEATTY,  Ph.D.  and  ROSE  MARY 
BOCEK,  M.A. 

Metabolism  of  muscle  from  the  Macaca  mulatto. 
Support:  NIH 

The  study  of  metabolism  in  developing  muscle 
from  neonatal,  adolescent,  and  adult  subhuman 
primates  offers  excellent  opportunities  for  increasing 
our  knowledge  of  human  primate  muscle  metabolism. 
Such  investigations  have  not  been  pursued  in  humans 
because  of  the  difficulty  in  obtaining  suitable  ma- 
terial. 

Rat  diaphragm  muscle  has  been  utilized  almost 
exclusively  in  the  in  vitro  investigation  of  skeletal 
muscle  metabolism.  However,  diaphragm  is  a very 
specialized  muscle  adapted  to  constant  activity  and 
therefore  is  not  typical  of  voluntary  skeletal  muscle 
which  is  intermittent  in  activity.  Our  laboratory  has 
developed  a preparation  of  voluntary  skeletal  muscle 
fiber  groups  which  is  suitable  for  the  investigation 
of  muscle  from  the  rhesus  macaque  (Macaca 
midatta ) monkey.  We  are  currently  using  C14 
labeled  substrates  to  investigate  the  relative 
importance  of  the  various  metabolic  pathways  in 
muscle  from  the  rhesus  monkey.  The  activity  of 
these  metabolic  pathways  will  also  be  evaluated  his- 
tochemieally.  Because  of  the  small  amounts  of  tissue 
necessary  for  histochemical  procedures,  this  approach 
is  desirable  when  tissue  sample  size  is  limited. 
Histochemical  studies  will  be  done  on  muscle  of 
other  species  of  subhuman  primates  and,  when  possi- 
ble, Warburg  experiments  will  be  performed.  Event- 
ually we  also  intend  to  study  the  metabolism  of 
muscle  from  hypophvsectomized  and  pancreatecto- 
mized  rhesus  monkeys. 


454 

Northwest  Medicine,  July  1964 


ELLEN  L.  TALMAN,  Ph.D. 

Intermediary  metabolism  of  the  ocular  lens. 
Support:  NIH 

Cataract,  a common  ophthalmologic  problem  in 
human  beings,  has  long  been  known  to  reflect  im- 
pairment or  cessation  of  metabolic  activity  in  the 
lens.  However,  the  exact  nature  of  the  biochemical 
process  causing  this  condition  remains  obscure.  The 
fact  that  cataracts  can  be  produced  in  experimental 
animals  in  several  ways,  e.g.,  by  radiation,  by  drugs, 
by  imposing  nutritional  deficiencies,  or  by  feeding 
excessive  quantities  of  galactose,  suggests  several 
avenues  by  which  the  cataract  problem  may  be 
approached  experimentally.  That  of  feeding  exces- 
sive quantities  of  galactose  has  been  chosen  because 
the  pathways  by  which  galactose  is  normally  utilized 
in  other  tissues  are  well  known  and  study  of  these 
reactions  in  the  lens,  and  their  effects  on  other 
metabolic  processes  necessary  to  normal  lens  func- 
tion, provided  a logical  point  of  entry  into  the 
cataract  problem.  These  studies  should  yield  infor- 
mation having  direct  bearing  on  the  etiology  of  the 
cataracts  occurring  in  infants  suffering  from  galac- 
tosemia, a hereditary  metabolic  disorder  character- 
ized by  inability  to  metabolize  galactose.  Such  cat- 
aracts may  result  from  the  congenital  absence  from 
the  lens  of  the  enzyme  galactose- 1-phosphate  uridyl 
transferase,  which  is  known  to  be  absent  from  the 
liver  and  red  cells  of  such  patients.  However,  the 
observations  that  not  all  galactosemic  infants  develop 
cataracts,  that  the  cataracts  which  do  develop  in 
such  infants  appear  only  after  4 to  8 weeks,  and 
that  normal  weanling  rats  fed  high  levels  of  dietary 
galactose  develop  cataracts  raises  the  possibility  that 
such  cataracts  may  result  from  an  inherent  inability 
of  all  lenses  to  deal  with  excessive  quantities  of 
galactose.  It  is  hoped  that  some  light  can  be  shed 
on  this  problem  by  feeding  infant  rhesus  monkeys 
on  galactose-fortified  diets  and  examining  them 
periodically  for  lenticular  changes. 

These  studies  may  well  provide  valuable  leads 
to  follow  in  studying  the  pathogenic  processes  initi- 
ated by  other  cataractogenic  agents  and  thus  prove 
helpful  in  elucidating  the  etiology  of  cataracts  in 
general.  The  opportunity  to  use  subhuman  primates 
as  the  experimental  animal  should  render  the  results 
especially  valuable  in  the  possible  eventual  solution 
of  the  problem  of  human  cataracts. 

ARTHUR  MALLEY,  Ph.D. 

Characterization  of  factors  in  allergy. 

Support:  NIH 

In  previous  work  it  has  been  demonstrated  that 
the  skin-sensitizing  antibody  of  human  allergic 
patients  can  be  purified  by  the  immunoadsorbent 
technique.  Although  the  antibody  recovered  was 
purified,  it  possessed  a decreased  specific  activity. 


The  results  suggested  that  neither  the  salt  nor  pH 
gradient  methods  of  elution  would  provide  the 
expected  increase  in  specific  activity  of  the  skin- 
sensitizing  antibody.  An  alternative  approach  was 
elution  of  this  antibody  with  an  increasing  gradient 
of  hapten. 

Subsequent  investigations  led  to  the  isolation  of 
a low  molecular  weight  polypeptide,  from  timothy 
grass  pollen,  which  possess  haptenic  properties. 
Elution  of  the  hapten-antibody  complexes  from  our 
immunoadsorbents  will  be  assayed  in  monkeys.  It 
has  recently  been  shown  that  the  skin  of  monkeys 
fixes  the  skin-sensitizing  antibody  of  human  allergic 
patients,  and  consequently  the  use  of  monkeys  will 
provide  a valuable  research  tool  for  the  isolation 
of  the  skin  sensitizing  antibody.  Upon  isolation  of 
this  antibody,  attempts  will  be  made  to  character- 
ize those  chemical  structures  which  are  involved  in 
the  fixation  to  skin  tissue. 

Although  it  has  been  demonstrated  that  monkey 
skin  tissue  will  fix  the  skin-sensitizing  antibody  in 
a fashion  similar  to  human  skin  tissue,  there  has 
been  no  comparison  of  the  degree  of  response.  Cor- 
relation of  the  human  passive  transfer  reaction  and 
monkey  skin  tests  will  be  made  using  standard 
allergen  preparation  and  human  sera  of  timothy 
sensitive  patients. 

DEPARTMENT  OF  NEUROPHYSIOLOGY 

JOHN  G.  ROTH,  M.D.  and  VICTOR  MILSTEIN, 
Ph.D. 

Cerebral  cortical  after-discharge,  measurement 
of  cerebral  cortical  impedance  in  the  monkey , 
and  characteristics  of  electrodes  to  measure 
cerebral  cortical  impedance. 

Support:  NIH 

Electrical  stimulation  of  the  brain,  if  sufficiently 
intense  and  prolonged,  will  result  in  synchronous 
firing  of  cortical  cells  after  the  stimulus  is  terminat- 
ed. Stimuli  less  intense  will  not  have  this  effect. 
Problems  of  the  stability  of  these  after-discharge 
thresholds,  their  distribution  over  the  brain,  the 
relationship  between  the  two  cerebral  hemispheres 
during  an  after-discharge,  and  the  effects  of  pharma- 
ceutical agents  in  blocking  or  facilitating  after- 
discharge are  under  investigation. 

Once  cerebral  cortical  impedance  can  be  accu- 
rately measured,  questions  related  to  changes  in 
this  variable  can  be  investigated.  This  project  seeks 
to  answer  such  questions  as:  What  is  the  reliability 
of  brain  tissue  in  terms  of  its  impedance?  Does  the 
impedance  change  during  electrical  stimulation  of 
the  brain?  How  long  before  an  induced  impedance 
change  dissipates?  What  is  the  implication  of  im- 
pedance change  for  the  type  of  stimulation  em- 
ployed? 

The  impedance  of  brain  tissue  is  often  important. 
However,  the  methods  of  measuring  impedance 
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(type  of  electrodes,  their  geometry,  the  nature  of 
the  stimulation  used,  etc.)  contribute  to  the  results 
obtained.  This  study  aims  at  an  understanding  of 
the  properties  of  electrodes  used  to  measure  cere- 
bral cortical  impedance. 

DEPARTMENT  OF  PATHOLOGY 

WILBUR  P.  McNULTY,  M.D. 

Oncogenic  viruses  with  special  reference  to 
primates. 

Support:  NIH 

Viruses  have,  in  certain  instances,  shown  an 
almost  certain  relation  to  malignancy.  The  simian 
vacuolating  virus  (SV-40),  a latent  virus  carried 
asymptomatically  in  a high  percentage  of  rhesus 
and  cynamologous  monkeys,  causes  malignant  tumors 
on  injection  into  hamsters  and  “transformation”  in 
tissue  cultures  of  the  cells  of  a variety  of  mammals 
(including  man).  Transformed  cells  of  hamster  ori- 
gin, when  injected  into  other  hamsters,  cause  malig- 
nant tumors. 

The  Rous  sarcoma  virus,  which  is  found  in  spon- 
taneously occurring  tumors  in  chickens,  will  also 
induce  malignancies  on  injection  into  a variety  of 
mammals,  including  newborn  monkeys. 

SV-40  virus  is  a DNA  virus;  Rous  sarcoma  virus 
contains  RNA.  Investigation  is  being  made  into  ultra- 
centrifugal and  tracer  techniques  to  study 

( 1 ) the  sequential  biochemical  steps  in  replication 
of  these  viruses,  and 

(2)  possible  interrelations  between  viral  nucleic 
acids  and  nucleic  acids  of  host  cells  in  which 
malignancy  or  transformation  may  be  induced. 

RICHARD  N.  USHIJIMA,  Ph.D. 

Karyogram  analysis,  neonatal  infection. 
Support:  NIH 

A karyogram  record  of  each  species  of  primate 
retained  at  the  Center  is  being  obtained  to  compare 
viral  susceptibility  or  resistance  of  host  and  host- 
cells  based  on  chromosomal  differences,  to  deter- 
mine and  compare  virus  production  (growth  curve 
and  total  yield  per  cell)  of  infected,  cultured  cells 
from  a given  tissue  in  haploid,  diploid,  sub-diploid, 


or  polyploid  state,  and  to  attempt  to  correlate 
chromosomal  aberration  in  adult  monkeys  or  off- 
spring with  detectable  congenital  defect. 

Neonatal  infections  are  being  investigated  to  de- 
termine if  an  experimental  infection  of  a pregnant 
monkey  with  a given  virus  (as  measles,  SV-40, 
infectious  hepatitis,  etc.)  will  affect  the  development 
of  the  fetus. 

MARJORIE  LaSALLE,  Ph.D. 

Blood  group  studies  in  primates. 

Support:  NTH 

There  has  been  little  work  on  blood  typing  of 
primates,  other  than  attempts  to  relate  blood  group 
antigens  in  primates  to  those  of  man.  Most  of  these 
studies  have  been  confined  to  Pongidae. 

Our  present  program  is  an  investigation  of  the 
blood  groups  and  types  of  rhesus  monkeys  and 
Celebes  apes,  both  of  which  are  being  used  in 
sizeable  numbers  in  biological  research.  Since  we 
now  have  good  breeding  colonies,  these  studies  will 
be  of  value  for  genetic  projects. 

The  purpose  of  the  present  investigation  is  to 
find  blood  type  differences  within  the  various 
species.  The  ramifications  of  such  a study  are  many. 
The  continued  use  of  primates  for  the  development 
of  new  surgical  techniques  will,  without  doubt, 
require  blood  transfusions.  To  avoid  an  additional 
troublesome  variable  transfusion  reaction,  donors 
must  be  chosen  for  blood  group  compatibility. 

As  the  antigenic  complex  of  the  red  cells  of  pri- 
mates becomes  clearer,  a natural  consequence  will 
be  an  extension  of  the  study  to  elucidate  the  anti- 
genic structure  of  other  cells  and  tissues  and  the 
part  that  they  may  play  in  tissue  transplantation 
immunity.  A search  for  major  blood  group  incom- 
patabilities  is  being  made,  particularly  in  the  breed- 
ing colony,  in  the  hope  that  an  experimental  model 
for  the  study  of  erythroblastosis  fetalis  may  be  found. 

In  addition  to  the  primary  study  of  antigenic  dif- 
ferences within  a single  species,  comparisons  will 
be  made  of  blood  type  similarities  and  differences 
between  species.  These  findings  may  prove  of  con- 
siderable interest  to  anthropologists. 
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Contributions  of  the  Practicing  Physician 
To  School  Health  Services 

ELIZABETH  BRYAN,  M.  D.  Edmonds,  Washington 


Participation  in  the  Conference  of  Physicians 
and  Schools  at  Yakima,  Washington  last  March, 
illustrates  both  the  interest  physicians  in  the 
state  have  in  the  public  schools  and  their  desire 
to  contribute  to  educational  programs  for  chil- 
dren. While  members  of  the  school  health  com- 
mittees of  the  county  medical  societies  have 
increased  the  communication  between  practicing 
physicians  and  the  schools  in  many  regions  of 
the  state,  those  of  us  more  closely  allied  to  the 
schools  still  hear  from  individual  practicing 
physicians  who  ask,  “How  can  I help  in  my 
school  district?  What  are  some  specific  sugges- 
tions for  ways  I may  contribute  to  the  school 
health  programs  in  my  community,  realizing 
that  my  first  interest  and  obligation  is  with  my 
individual  patients  and  that  time  may  be  limit- 
ed?” The  following  notes  have  been  written  to 
try  to  answer  these  questions. 

There  are  activities  in  each  child’s  school  pro- 
gram which  normally  fall  within  the  interest 
area  of  the  medical  group.  These  are  health 
education,  physical  education,  athletics,  school 
environment,  disease  prevention,  first  aid,  and 
services  provided  to  individual  children. 

health  education 

The  physician  who  wishes  to  be  of  service  in 
this  area  might  well  ask  who  is  in  charge  of 
health  teaching  in  the  school  district  in  which 
he  is  interested  and  plan  to  work  with  that 
person.  If  a health  curriculum  guide  is  in  use, 
the  physician  might  request  a copy  so  that  he 
will  know  to  what  efforts  each  of  his  child 
patients  has  been  exposed  and  use  this  knowledge 
in  his  own  health  teaching  of  students  and 
their  families.  Also,  at  times,  the  physician  might 
be  able  to  interpret  current  national  or  local 
events  in  the  field  of  medicine  for  the  instruction 
program  given  certain  groups  of  children. 

Knowledge  in  the  health  field  accumulates 
rapidly,  and  textbooks  are  often  slightly  behind 
in  reports  of  the  newest  development  or  the 
latest  accepted  facts.  Since  the  physician  in  the 
course  of  his  medical  life  has  access  to  the  latest 
work  and  conclusions,  he  can  be  of  help  to 


those  charged  with  teaching  health  to  the  school 
children.  This  may  be  planned  with  the  curricu- 
lum coordinator  or  consultant  in  a district  and 
accomplished  by  meeting  with  groups  of  teachers 
to  assist  them  in  becoming  aware  of  the  latest 
reported  medical  facts  and  their  significance. 
Occasionally  a teacher  will  feel  that  for  some 
special  purpose  she  would  like  to  have  a physi- 
cian meet  with  her  and  the  class  so  he  may  be 
consulted  in  a planned  and  directed  way.  With 
this  sort  of  arrangement,  a physician  can  spend 
an  interesting  hour  or  two  and  contribute  con- 
siderably to  support  of  the  teacher,  and  to 
knowledge  of  the  students.  The  physician  should 
understand  the  composition  of  the  class,  the 
purpose  for  which  he  is  being  asked,  prepara- 
tion of  the  class  for  his  visit  and  the  method 
in  which  the  class  is  to  be  conducted  by  the 
teacher. 

The  physician  has  readily  available  another 
source  of  help  for  the  teacher  in  the  fine  visual 
aid  material  supplied  in  quantity  by  drug  com- 
panies in  advertising.  If  the  worthwhile  material 
can  be  channeled  to  the  person  responsible  for 
health  teaching  in  a district,  it  can  be  put  to 
good  use.  Anatomical  drawings,  plates  of  insects, 
pictures  of  flowers  and  plants,  accident  and 
disease  prevalence  charts  are  examples  of  worth- 
while materials  received. 

physical  education 

From  his  basic  interest  and  training,  a physi- 
cian has  deep  concern  for  the  physical  growth 
and  development  of  children.  Development  and 
maintenance  in  his  district  of  a well  planned 
physical  education  program  as  “that  part  of 
general  education  which  emphasizes  a variety 
of  motor  experiences  selected  and  taught  with 
full  regard  for  their  values  to  the  growth,  de- 
velopment and  behavior  of  each  individual” * is 
of  utmost  importance  to  him.  He  may  wish  to 
assist  in  channeling  the  current  interest  in  physi- 
cal fitness  into  support  of  a physical  education 
program  which  seeks  to  increase  the  skill,  and 

‘Washington  State  Curriculum  Guide  for  Physical  Educa- 
tion-State Dept,  of  Public  Instruction. 
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presumably  the  enjoyment,  with  which  students 
enter  into  physical  activity.  For  instance,  even 
those  who  cannot  participate  in  the  physical 
activity  because  of  permanent  handicaps  may 
develop  into  enthusiastic  spectators  or  find  their 
niches  in  skillfully  keeping  time  or  score  if  they 
are  included  in  an  adequate  instructional  pro- 
gram. 

Again,  one  of  the  first  approaches  to  being  of 
service  in  a district  is  to  discover  who  has  the 
responsibility  of  planning  and  supervising  the 
physical  education  in  the  district,  what  the 
stated  objectives  are,  and  how  they  are  carried 
out. 

With  increased  interest  in  physical  fitness  and 
physical  activity,  it  is  important  that  certain 
checks  be  run  to  determine  that  the  activity 
planned  for  each  child  is  of  degree  beneficial  to 
him  at  the  time.  The  physician  is  in  a strategic 
position  to  say  and  to  show  that  the  best  contin- 
uous health  supervision  is  done  by  the  family 
doctor. 

It  may  be  wise  for  the  school  administrator 
to  ask  for  routine  reports  from  the  child’s  physi- 
cian when  he  enters  school  for  the  first  time  at 
kindergarten  or  first  grade,  when  he  encounters 
the  longer  school  day  and  increased  scholastic 
demands  at  third  or  fourth  grade,  when  he  starts 
into  junior  high  school  with  the  more  formally 
taught  physical  education  program,  and  when 
he  enters  senior  high  school.  These  are  times  of 
potential  stress  and  increased  physical  activity. 
School  personnel  can  plan  a more  effective  activ- 
ity program  if  they  are  notified  that  the  child 
is  in  condition  to  undertake  the  activity. 

The  report  from  the  physician  need  not  give 
findings  of  a physical  examination  or  even  state 
that  a physical  examination  was  done.  This 
should  be  determined  by  the  medical  judgment 
of  the  certifying  physician.  The  report  should 
give  expression  as  to  whether,  in  the  physician’s 
judgment,  the  child  is  fit  for  the  full  activity 
program  and,  if  not,  specific  recommendations 
regarding  limitations,  such  as  statement  of  type 
of  activity  to  be  allowed  and  length  of  time 
limitation  might  be  expected  to  continue. 

It  is  important  also  for  the  practitioner  to  keep 
in  mind  that  a spontaneous  note  to  the  school 
regarding  limitations  as  a result  of  conditions 
which  develop  between  times  for  routine  report 
is  of  value.  For  instance,  a fourth  grader  who 
presented  a full  activity  report  to  school  in 
September  might  develop  a condition  in  Novem- 


ber that  would  change  recommendations. 
competitive  athletics 

This  activity  is  often  the  one  best  known  to 
the  public  at  large.  A physician  should  be  inter- 
ested in  whether  or  not  proper  precautions  are 
being  taken  to  insure  that  participants  are  in 
proper  physical  condition  to  meet  stresses  and 
strains,  and  whether  policies  regarding  injuries 
and  accidents  during  practice  sessions  or  games 
are  in  the  best  interest  of  the  individual  player. 
Both  the  AMA  and  the  Academy  of  Pediatrics 
have  made  recommendations  regarding  these 
points.  Interested  physicians  might  see  that  they 
are  passed  on  to  proper  school  authorities. 

maintenance  of  healthful  school  environment 

Although  basic  requirements  for  sanitary  facil- 
ities in  new  buildings  are  incorporated  in  plans, 
there  are  instances  in  which  school  personnel 
are  aware  of  inadequate  or  undesirable  facilities 
being  used  which  cannot  be  repaired  or  replaced 
without  incurring  costs  above  the  usual  operating 
expenses.  For  example,  shower  rooms  are  being 
used  where  the  drainage  is  so  poor  that  water 
never  drains  completely  out  of  the  shower  stalls. 
A physician  might,  in  such  an  instance,  be  aware 
of  deficiencies  and  be  of  assistance  in  explaining 
the  need  to  the  community. 

Other  factors  of  environment,  such  as  adequate 
ventilation  to  remove  gases  produced  by  demon- 
stration of  chemistry  experiments,  bear  checking. 
Adequate  provisions  for  removal  of  hazards  are 
not  always  included  in  building  plans. 

disease  prevention 

The  practicing  physician  normally  takes  re- 
sponsibility for  keeping  each  child  patient's  im- 
munity at  effective  level.  In  addition  he  can 
perform  a service  to  other  children  of  a class 
by  seeing  that  the  school  administrator  is  noti- 
fied of  the  occurrence  of  infections  which  might 
have  a particularly  adverse  effect  on  some  chil- 
dren. For  instance,  if  a physician  diagnoses  a 
strep  throat  in  a patient  who  has  been  attending 
school,  he  might  notify  the  administrator.  Parents 
of  a contacting  child  with  history  of  disease 
such  as  rheumatic  fever  or  nephritis  might  be 
alerted  so  the  child  could  be  protected  ade- 
quately. 

It  is  important  to  know  that  adequate 
arrangements  for  supervision  and  pro- 
vision of  first  aid  have  been  made  in  all 
schools,  but  that  responsibility  will  be  trans- 
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ferred  to  parents  as  soon  as  possible  in  case  of 
potentially  dangerous  situations.  A current  rec- 
ord of  parents’  whereabouts  at  all  times,  the 
person  designated  as  alternate  if  parent  is  not 
available,  and  name  of  family  doctor  should  be 
maintained  for  each  child.  The  physician  may  be 
able  to  emphasize  the  importance  of  such  a 
record  to  parents  and  to  school  personnel.  Also, 
it  is  important  that  readily  available  on  the 
same  record  there  be  some  indication  of  condi- 
tions which  could  change  medical  management 
of  an  emergency.  The  information  could  be  vital 
if  a physician,  not  familiar  with  the  child’s  medi- 
cal history,  must  be  called  for  emergency  care. 
Such  conditions  would  include  diabetes,  epilepsy, 
hemophilia,  and  severe  allergy  to  insect  bites  or 
drugs. 

services  provided  to  individual  children 

The  interested  physician  might  well  concern 
himself  with  the  exact  situation,  in  the  district 
in  which  he  is  interested,  in  regard  to  each  of  the 
points  outlined  below  and  should  help  formulate 
statements  of  policy  in  regard  to  them.  With 
what  types  of  problems  presented  should  a 
medical  viewpoint  automatically  be  sought?  How 
and  at  what  point  should  the  family  physician 
be  brought  into  the  picture  when  a child  pre- 
sents a problem  at  school?  Which  symptoms 
should  be  considered  to  have  a medical  aspect? 
How  far  should  schools  go  in  providing  services 
which  in  a clinic  setting  are  considered  to  be 
paramedical?  Under  what  type  of  supervision 
should  these  services  be  conducted?  Should  in- 
dividual pupil  services  develop  a more  clinical 
approach?  Should  evaluative  services  outside 
the  schools  be  used  and  developed  with  school 
efforts  being  directed  toward  more  effective  use 
of  these  services  and  information  supplied  by 
them? 

As  a part  of  the  established  health  programs 
in  many  areas  certain  screening  procedures  are 
used.  By  use  of  these  it  is  possible  to  identify 
children  who  show  deviations  from  their  own 
previous  performance  or  behavior,  or  who  show 
behavior  or  performance  outside  the  range  of 
that  considered  normal  for  their  age  group.  For 
many  years  the  schools  have  asked  the  family 
doctor  or  pediatrician  for  help  where  a child 
has  shown  physical  difficulties.  This  has  been 
accepted  as  an  area  in  which  the  physician  has 
a contribution  to  make  and  one  in  which  the 
physician  had  no  question  about  his  ability  to 


contribute.  It  is  important  that  the  physician 
realize  that  a strong  effort  is  made  in  many 
schools  to  do  no  more  than  a rough  screening 
for  possible  abnormalities/  Necessarily  then, 
some  children  referred  to  the  family  physician 
will  be  found  to  be  normal  when  diagnostic- 
procedures  are  done.  If  the  physician  realizes  the 
procedure,  he  is  more  likely  to  be  supportive  of 
the  interest  of  the  school  rather  than  critical 
that  no  condition  requiring  further  medical 
help  was  found. 

Many  parents  do  not  realize  that  a child  show- 
ing behavior  or  learning  problems  at  school  may 
be  of  concern  to  the  family  medical  advisor, 
or  that  he  may  have  a great  deal  to  offer  in  reso- 
lution of  the  situation.  Etiology  of  learning  prob- 
lems is  highly  complex.  A general  medical 
viewpoint  is  essential  in  any  attempt  to  evaluate 
a given  case.  This  viewpoint  is  contributed  most 
effectively  by  the  family  physician.  Therefore, 
health  personnel  in  many  school  districts  are 
suggesting  to  parents  of  children  with  behavior 
or  learning  problems  that  these  symptoms  are 
ones  about  which  the  family  doctor  is  legiti- 
mately concerned  and  that  he  is  trained  to  aid 
in  their  evaluation.  Ideally,  the  physician  gets 
a direct  report  of  the  observations  made  at 
school.  In  some  districts  the  return  report  re- 
quested calls  for  specific  information  pertinent 
to  school  management  or  educational  placement 
of  the  child.  In  this  way  the  analysis  of  medical 
tests  and  findings  is  left  entirely  within  purview 
of  the  physician.  Also  the  schools  do  not  find 
themselves  in  possession  of  personal  or  medical 
information  which  is  highly  confidential  and, 
in  uninterpreted  form,  often  not  pertinent  to 
the  school  problem.  This  type  of  involvement 
of  the  family  doctor  means  that  he  is  accorded 
the  courtesy  but  also  given  the  responsibility 
of  deciding  whether  further  evaluation  and  refer- 
ral are  advisable  or  necessary  to  obtain  informa- 
tion needed  by  the  school. 

For  a physician  to  be  effective  he  must  be 
willing  to  devote  enough  time  and  effort  to  work 
out  recommendations  regarding  the  above  activi- 
ties. This  can  be  done  best  by  working  with 
the  administrative  head  of  the  district  in  order 
to  learn  school  needs  and  to  have  the  opportunity 
of  explaining  why  the  physician  is  interested, 
and  what  he  has  to  contribute. 

While  school  superintendents  and  other  admin- 
istrators in  education  generally  welcome  under- 
standing and  help  from  the  medical  group, 
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many  are  not  aware  that  the  physician  has  a 
sincere  desire  to  help.  Nor  do  they  realize  that 
the  physician’s  background  and  training  enable 
him  to  guide  each  child  as  he  develops  physic- 
ally, emotionally  and  mentally.  Some  of  them 
still  consider  the  physician  as  exclusively  the 
healer  of  the  physically  sick. 

The  physician  belongs  to  a professional  group 
generally  regarded  highly  by  the  public  and  by 
other  professional  groups.  His  responsibility  is 
great.  The  request  from  the  school  administrator 
usually  is  not  for  blind  support  but  for  opinions 
based  on  intelligent  understanding.  A physician 
may  alter  his  response,  for  instance,  if  he  knows 
that  some  of  the  procedures,  or  even  classes,  to 
which  he  objects  are  legislated  into  the  program, 
and  are  not  included  because  of  the  local  admin- 
istrators’ wish.  If  there  is  a school  physician 
operating  actively  in  a district,  the  practicing 
physician  can  obtain  from  him  a certain  amount 
of  guidance  in  exploring  methods  of  being  of 
service. 

Development  of  drugs  and  vaccines  has  given 
the  physician  power  to  control  certain  infections 
more  readily  and  more  rapidly.  He  now  finds 
himself  able  to  devote  more  time  to  serving  as  a 
medical  advisor  to  his  patients  and  their  families 
regarding  conditions  other  than  acute  illness  or 


injury.  At  the  same  time,  public  interest  has  be- 
come greater  in  the  area  of  health  and  health  sup- 
ervision of  the  school  age  child.  From  this  has 
come  a general  concern  for  school  health  services, 
their  organizations,  purposes,  personnel  and 
function.  Most  physicians  will  find  a great  deal 
of  satisfaction  in  working  with  those  of  other 
groups  such  as  the  professional  educators  who 
are  trained  to  provide  a different  type  of  help  to 
each  child. 

summary 

The  physician  who  will  devote  some  time 
and  effort  to  becoming  acquainted  with  school 
administrators  and  school  health  problems  will 
find  himself  in  an  interesting  and  useful  field. 
He  can  assist  teachers  of  health  subjects,  guard 
against  errors  in  physical  education  and  athletics, 
advise  on  handling  of  handicapped  children, 
aid  in  prevention  of  spread  of  contagions,  and 
make  suggestions  on  the  environment  provided 
in  the  schools.  Regularly  appointed  school  physi- 
cians can  help  the  practicing  physician  in  de- 
veloping a place  of  influence  in  the  school 
program.  ■ 

Edmonds  School  District  15 

Note:  Forms  designed  with  principles  mentioned  are  in 
use,  and  are  available  on  request  to  author. 


What’s  New  in  Drug  Research?  Chaos,  Mostly 

One  specific  area,  drug  research,  which  has  been  affected  by  the  new  (FDA) 
clinical  investigation  regulations,  is  replete  with  examples  of  dismay  and  changed  plans 
for  drug  producer  and  researcher.  Ten  U.S.  pharmaceutical  firms,  several  of  them 
among  the  nation’s  major  producers,  so  far  report  curtailment  of  research  and  develop- 
ment. One  company  claims  that  of  67  agents  “out”  for  clinical  trial  as  of  July  1962, 
13  were  discontinued  on  August  10  (the  date  the  new  investigational  drug  regulations 
were  officially  proposed),  37  more  were  discontinued  from  clinical  evaluation  by 
June  7 (when  full  compliance  of  the  new  regulations  was  required),  and  only  17  are 
being  continued.  Another  firm  acknowledges  that  90  investigations  under  way  in 
August  1962  have  been  discontinued,  20  of  which  were  almost  complete.  Still  another 
company  has  dropped  30  per  cent  of  its  projects  though  all  were  rated  “good”  to 
“enthusiastic”  by  research  personnel.  Other  firms  report  a cutback  in  a number  of 
projects  despite  increased  research  and  development  expenditures.  Two  midwestern 
companies  are  reported  to  have  closed  their  research  departments.  Others  are  considering 
the  initiation  of  more  research  abroad  and  still  others  are  viewing  with  interest  the 
possibility  of  mergers  with  stronger  firms. 

Austin  Smith,  M.D.,  President,  Pharmaceutical  Manufacturers'  Association,  to  Federal  Bar  Association 

meeting,  Washington,  D.C.,  June  27,  1963 
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What  are  the  roots  of  a good  soup,  Doctor? 


You  see  five  of  the  roots  of  a 
good  soup  here:  carrots,  white 
potatoes,  sweet  potatoes,  turnips, 
and  onions.  The  roots  of  a really 
good  soup,  of  course,  go  much 
deeper.  They  include  knowledge  and  years  of  experience  in 
selecting  and  blending  the  fine  vegetables  and  tender  meat 
or  poultry  that  should  go  into  a good  soup.  They  also  include 
the  extra  care  in  processing  these  ingredients  to  preserve,  as 
much  as  possible,  natural  flavors  and  nutritive  values. 

That’s  how  all  Campbell’s  Soups  are  made.  As  a result, 
they  offer  your  patients  a wide  variety  of  foods  with  a wide 
variety  of  essential  nutrients. 

For  example,  our  Vegetable  Soup  with  its  15  different 
vegetables  is  ideal  to  recommend  to  the  mother  of  a child 
who  is  a finicky  eater.  The  child  delights  in  spooning  up  the 


‘alphabets”  . . . while  he  puts  away  about  2500  I.U.  of  Vita- 
min A in  an  average  7 oz.  serving. 

Or,  to  help  stimulate  the  appetite  of  your  elderly  patients, 
you  can  recommend  our  delicious  Cream  of  Potato  Soup.  It’s 
wholesome  and  satisfying,  yet  has  only  about  59  calories 
per  7 oz.  serving. 

You’ll  find  of  course,  that  there’s  a Campbell’s  Soup  suit- 
able for  almost  every  one  of  your  special-diet-patients  — high 
protein,  low  residue,  high  or  low  calorie.  To  help  you  in  plan- 
ning such  diets,  we  have  prepared  a series  of 
nutritive  analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  23,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients... and  enjoy  them  yourself.  There’s  a soup  SOUP 
for  almost  every  patient  and  diet,  for  every  meal.  vr’ V; 
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president  Daniel  K.  Billmeyer,  M.D.,  Oregon  City 
secy.-treas.  Ernest  T.  Livingstone,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting , October  13-17,  1964,  Eugene 


Proceedings  of  the  Board  of  Trustees 

Saturday,  June  6,  1964 


OMA  Approves  Twenty-Sixth  Society  Charter 

The  application  of  the  Harney  County  physicians 
for  a component  society  charter  for  the  Hi-Desert 
Medical  Association  was  approved  at  the  June  6 
meeting  of  the  Board  of  Trustees.  It  was  voted  to 
grant  the  charter  to  this  new  medical  society,  OMA’s 
twenty-sixth,  at  the  1964  Annual  Meeting  of  the 
House  of  Delegates  in  Eugene  next  October. 

The  new  society  is  comprised  of  the  following 
physicians:  Bert  D.  Campbell,  Robert  O.  Morrison, 
Donald  B.  Sinkey,  John  H.  Weare,  Clifford  S. 
Weare  and  Frank  G.  White. 

Bert  D.  Campbell  will  serve  as  the  Hi-Desert 
Association’s  first  president. 

OMA  Opposes  a Monopolistic 
Workmen's  Compensation  Law 

Mr.  William  Moshofsky,  member  of  the  Fair 
Workmen’s  Compensation  Committee,  discussed  the 
Oregon  AFL-CIO  Initiative  Measure  proposed  for 
the  consideration  of  the  voters  at  the  1964  general 
election  which  would  provide  a monopolistic  Work- 
men’s Compensation  Law  for  Oregon  under  the 
State  Industrial  Accident  Commission.  His  remarks 
were  supplemented  by  Clinton  S.  McGill,  chairman 
of  the  Committee  on  Public  Policy,  who  explained 
that  the  Association,  through  policy  established  by 
the  Board  of  Trustees  on  January  5,  1963,  and 
affirmed  by  the  House  of  Delegates  at  its  1963 
Midyear  Meeting,  had  declared  itself  to  favor  a 
competitive  workmen’s  compensation  act. 

Report  on  Charitable  Medical  Care 

Stanley  A.  Boyd,  presented  a comprehensive 
report  of  the  Committee  on  Charitable  Medical  Care 
on  its  most  recent  deliberations  on  the  Administra- 
tion of  the  State  Public  Welfare  Commission’s  medi- 
cal aid  program  for  public  assistance  recipients.  The 
report  contained  the  following  recommendations, 
which  were  adopted: 


1.  That  in  implementing  the  insurance  package 
principle,  the  Physicians’  Section  of  the  Guide 
for  Public  Welfare  Medical  Services  of  the 
State  Public  Welfare  Commission,  dated  July 
1960,  be  revised  for  the  1965-1967  Biennium 
to  provide  for: 

(a)  reimbursing  physicians  at  fees  which  re- 
flect actual  cost  plus  a small  percentage; 

(b)  adjusting  the  level  of  any  fees  which  are 
currently  inequitable; 

(c)  removing  or  revising  any  procedures 
which  are  inapplicable  to  the  public  welfare 
medical  service  program;  and 

(d)  the  appointment  of  a special  subcommit- 
tee of  the  Committee  on  Charitable  Medical 
Care  to  assist  the  Commission  in  revising  the 
Physicians’  section. 

2.  That  the  State  Public  Welfare  Commission  be 
encouraged  to  request  necessary  additional 
funds  from  the  Emergency  Board  or  from  any 
other  available  source  to  implement  the  recom- 
mendation relating  to  the  1965-1967  Biennium 
during  the  remainder  of  the  1963-1965  Bien- 
nium. 

3.  That  the  Association  remind  the  State  Public 
Welfare  Commission  of  a previous  observation 
that  in  expenditures  for  health  services  the 
American  people  are  shown  to  devote  about  an 
equal  amount  for  hospitalization  and  essential 
physicians’  services. 

4.  That  the  program  for  providing  drugs  as  set 
forth  in  the  Drug  Section  of  the  Commission’s 
Guide  for  Public  Welfare  Medical  Services 
dated  July,  1961  be  continued  and  that  the 
Drug  Review  Board  be  directed  to  bring  up- 
to-date  the  drug  list;  and  further  that  the 
Drug  Review  Board  and  the  Public  Welfare 
Commission  consider  suggestions  from  all 
sources  looking  to  the  maximum  convenience 
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of  the  physician  and  the  pharmacist  consistent 
with  the  necessity  of  providing  maximum  econ- 
omy in  the  purchase  of  drugs  for  public  wel- 
fare patients  utilizing  public  funds. 

Following  presentation  of  the  report  of  the  Com- 
mittee on  Charitable  Medical  Care,  James  H.  Seacat, 
member  of  the  Governor’s  special  Committee  on 
Welfare  Medical  Costs  commented  briefly  on  deliber- 
ations of  that  Committee,  including  its  general  re- 
action to  the  Association’s  proposals  for  revisions  in 
the  Public  Welfare  Commission’s  medical  aid  pro- 
gram. 

Action  Taken  on  Smoking 

Ernest  T.  Livingstone,  Secretary-Treasurer  of 
OMA,  read  the  following  resolution  on  the  American 
Medical  Association’s  position  on  smoking  and 
disease  submitted  by  Multnomah  County  Medical 
Society  for  introduction  at  the  1964  annual  meeting 
of  AMA’s  House  of  Delegates  in  San  Francisco: 
WHEREAS,  the  Multnomah  County  Medical  So- 
ciety, on  December  18,  1963,  and  the  Oregon  Medi- 
cal Association,  on  April  25,  1964,  went  on  record 
as  favoring  the  discouragement  of  cigarette  smok- 
ing, especially  in  young  people,  and  further  resolved 
to  cooperate  with  other  health  agencies  in  dissemin- 
ating information  concerning  the  relationship  of 
smoking  and  the  causation  of  disease,  and, 

WHEREAS,  the  report  of  the  Surgeon  General’s 
Committee  concluded  from  all  available  data  that 
there  is  a causal  relationship  between  cigarette 
smoking  and  lung  cancer  in  men,  that  cigarette 
smoking  is  the  most  important  cause  of  chronic 
bronchitis  in  the  United  States  and  increases  the  risk 
of  dying  from  chronic  bronchitis,  and  that  there  is  a 
statistical  association  between  cigarette  smoking 
and  the  incidence  of  heart  attacks  and  sudden  death 
in  men,  and 

WHEREAS,  our  patients  and  our  governing  bod- 
ies look  to  us  as  physicians  for  advice  concerning 
all  matters  of  health  individually  and  collectively, 
now  therefore  be  it 

RESOLVED,  that  the  American  Medical  Associ- 
ation be  urged  to  continue  and  to  augment  its 
research  and  educational  programs  to  study  further 
the  hazards  of  smoking  and  to  design  methods  of 
reducing  these  hazards,  fully  realizing  the  possible 
economic  and  social  disturbances  which  these  meth- 
ods might  bring  about,  and  be  it  further 

RESOLVED,  that  the  House  of  Delegates  of  the 
American  Medical  Association  be  requested  to  en- 
dorse the  report  of  the  Surgeon  General’s  Commit- 
tee and  announce  without  equivocation  its  serious 
concern  regarding  cigarette  smoking  as  a health 
hazard  and  its  determination  to  recommend  any 
corrective  action  which  appears  justified.  Be  it 
further 

RESOLVED,  that  the  members  of  the  American 
Medical  Association  be  urged  to  support  the  con- 


clusions of  the  Surgeon  General’s  Committee  by 
example,  counsel,  and  advice  where  asked  to  lend 
the  full  authority  of  the  medical  profession  to  elim- 
inate sickness  and  loss  of  life  from  this  cause. 

The  resolution  of  the  Multnomah  County  Medical 
Society  relative  to  the  American  Medical  Associ- 
ation position  on  smoking  and  disease  was  adopted. 

It  was  also  voted  that  the  Oregon  Medical  Associ- 
ation’s delegates  to  the  AMA’s  House  of  Delegates 
be  instructed  to  introduce  the  above  resolution  at 
the  annual  meeting  of  the  American  Medical  Associ- 
ation in  San  Francisco. 

Western  Conference  of  Prepaid 
Medical  Care  Plans  Announced 

Russel  L.  Baker,  Chairman  of  the  Board  of  Trust- 
ees of  Oregon  Physicians’  Service,  presented  a com- 
prehensive report  on  the  affairs  of  OPS  and 
announced  that  the  Western  Conference  of  Prepaid 
Medical  Care  Plans  would  be  held  in  Portland 
November  5-6,  1964.  He  suggested  that  officers  of 
the  Association  and  other  members  interested  in 
prepaid  health  insurance  plans  attend. 

Continuing  Medical  Education  ^ 

In  a report  presented  by  Herman  A.  Dickel,  Chair- 
man, the  Committee  on  Medical  Education  delineat- 
ed its  proposed  objectives,  method  of  operation  and 
method  of  financing  the  continuing  medical  educa- 
tion program  which  was  presented  to  the  House  of 
Delegates  at  its  1964  Midyear  Meeting.  The  report 
contained  the  following  recommendation  which  was 
adopted : 

“That  the  Board  of  Trustees  authorize  the  Com- 
mittee on  Medical  Education  to  discuss  with 
David  W.  E.  Baird,  Dean  of  the  University  of 
Oregon  Medical  School,  its  proposals  for  de- 
veloping a continuing  medical  education  pro- 
gram in  Oregon  including  the  establishment  of 
a Department  of  Continuing  Medical  Education 
at  the  University  of  Oregon  Medical  School.” 

Environmental  Health  Congress  Report 

David  W.  Macfarlane,  Chairman  of  the  Executive 
Committee  of  the  Board  of  Directors  of  the  Oregon 
Poison  Control  Registry,  presented  a report  on  the 
principal  discussions  of  the  Congress  on  Environ- 
mental Health  Problems  sponsored  by  the  American 
Medical  Association  and  held  in  Chicago  May  1-2, 
1964.  He  emphasized  the  salient  factors  covered  in 
the  four  major  areas,  i.e.,  air  pollution,  pesticide  haz- 
ards, radiological  hazards  and  water  control  and 
pollution. 

Other  Actions 

The  application  of  Hugh  A.  Dowd  of  Salem  for 
life  membership  was  approved. 

Continued  on  page  465 
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Continued  from  page  463 

It  was  voted  that  the  Association  insure  members 
of  its  Board  of  Trustees,  executive  staff  and  commit- 
tee members  under  a blanket  death  and  dismem- 
berment policy  to  provide  $50,000  coverage,  and 
obtain  information  concerning  additional  coverage. 

The  Board  voted  to  dispense  with  meetings  in 
July  and  August,  with  provision  that  the  Executive 
Committee  meet  in  August  and  both  the  Executive 
Committee  and  the  Board  hold  a regular  meeting 
in  September. 


Auxiliary  Program  Outlined 

Mrs.  Guy  B.  McCutchan,  president  of  the  Wo- 
man’s Auxiliary  reported  that  the  following  activi- 
ties would  be  emphasized  in  the  coming  year:  Mem- 
bership, health  careers,  legislation,  international 
health,  and  individual  support  of  AMPAC.  She  also 
reported  that  a special  study  on  the  background  of 
the  American  Medical  Association  would  be  taken 
to  acquaint  Auxiliary  members  with  the  objectives, 
principles  and  policies  of  AM  A. 


ROBERT  D.  KOLER,  M.D.  JOHN  D.  GABOUREL,  PH.D. 


faculty  changes  at  UOMS 

Dean  Baird,  of  University  of  Oregon  Medical 
School,  recently  announced  the  appointments  of 
Bobert  Koler,  formerly  associate  professor  of  medi- 
cine at  UOMS,  to  professor  of  medicine  and  head 
of  division  of  hematology  and  experimental  medi- 
cine, and  John  D.  Gabourel,  Ph.D.,  to  associate 
professor  of  pharmacology.  Dr.  Gabourel  was  form- 
erly assistant  professor  of  pharmacology  at  Stanford 
Medical  School. 

Dr.  Koler  succeeds  Edwin  E.  Osgood,  who  re- 
quested to  step  down  as  head  of  the  division  in  order 
to  devote  full  time  to  clinical  and  research  programs. 
He  had  been  division  head  for  28  years. 

Dr.  Koler  received  his  medical  degree  from  UOMS 
in  1947.  He  was  appointed  as  clinical  professor  of 
medicine  in  1956  and  was  promoted  to  associate 
professor  of  medicine  in  1954. 

Dr.  Gabourel  received  his  Ph.D.  from  University 
of  Rochester  in  1957. 

OBITUARIES 

dr.  harry  s.  irvine,  of  Portland,  died  of  coronary 
occlusion  on  May  30.  He  teas  a 1920  graduate  of 
University  of  Oregon  Medical  School  and  had  served 
as  president  of  the  alumni.  He  opened  his  office 
in  1925,  after  serving  as  campus  physician  for  four 
years  at  Oregon  State  University,  and  had  practiced 
there  since,  specializing  in  ob-gyn.  He  was  a past- 
president  of  Multnomah  County  Medical  Society 


and  was  named  Doctor  of  the  Year  in  1954.  Dr. 
Irvine,  70,  was  a veteran  of  both  World  Wars. 

dr.  richard  j.  kulasavage,  of  Portland,  died  Feb- 
ruary 28  of  brain  tumor  in  the  pons  and  right 
temporal  lobe.  A native  of  Wisconsin,  he  graduated 
from  Marquette  University  School  of  Medicine  in 
1942.  He  was  51. 

dr.  john  leroy  haskins,  74,  died  February  3 in 
Roseburg  of  carcinomatosis  and  bronchogenic  car- 
cinoma. His  degree  was  granted  by  the  University 
of  Minnesota  Medical  School  in  1916.  Dr.  Hankins 
was  a veteran  of  World  War  1. 

dr.  jerome  l.  holzman,  one  of  the  founders  of 
Physicians  and  Surgeons  Hospital,  died  in  Portland 
March  6.  He  was  68.  A graduate  of  Jefferson  Medi- 
cal College  of  Philadelphia  in  1921,  he  had  prac- 
ticed in  Portland  since  1924.  Death  was  due  to  acute 
disordered  heart  rhythm  and  coronary  artery  disease. 

dr.  Herbert  hughes,  surgeon  in  the  Gresham  area 
for  52  years,  died  April  17.  His  degree  was  awarded 
by  Rush  Medical  College  in  1911,  he  interned  at 
Good  Samaritan  Hospital  in  Portland.  Dr.  Hughes 
served  Gresham  as  its  mayor  for  16  years.  He  was  81. 
Death  was  due  to  coronary  thrombosis. 

dr.  john  hoffman,  a resident  of  McMinnville  for 
15  years,  died  March  22.  He  teas  52.  Previous  to  his 
residence  in  McMinnville,  he  teas  on  the  staff  of  the 
University  of  Oregon  Medical  School.  His  degree  teas 
granted  by  Rush  Medical  College  in  1937,  he  ivas 
licensed  in  1948.  Dr.  Hoffman  was  a veteran  of 
World  War  II.  Death  was  due  to  congestive  heart 
failure,  and  aortic  stenosis. 

dr.  john  quincy  Daniels,  69,  died  April  16  in 
Portland.  He  teas  graduated  from  St.  Louis  Univer- 
sity School  of  Medicine  in  1931  and  was  licensed  in 
1933.  Retired  from  active  practice.  Dr.  Daniels  had 
served  in  both  World  Wars.  Death  was  due  to 
thrombotic  occlusion  and  coronary  atherosclerosis. 

DR.  ALMA  ANDERSON  CANNON-MILLER,  fl  graduate  of 

University  of  Illinois  College  of  Medicine  in  1906, 
died  in  Eugene  on  March  5 of  senility  and  cerebral 
arteriosclerosis.  She  was  91. 
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Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  ^Washington 

president  Robert  B.  Hunter,  M.D.,  Sedro  Woolley 
secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  13-16,  1964,  Seattle 


Distinguished  Service  Award 


Winners  of  the  Distinguished  Service  Award  for  1964,  shown  seated  in  their  Award  chairs 
are,  1.  to  r. : Robert  T.  Potter,  M.D.,  Quin  B.  DeMarsh,  M.D.,  James  B.  Bingham,  M.D.,  James 
Crosbie,  M.D..  Robert  A.  Pommerening,  M.D.,  and  Richard  C.  Greenleaf,  M.D.  Eight  of  the 
eleven  honored  in  1960  are  shown,  standing,  1.  to  r.:  Donal  R.  Sparkman,  M.D.,  James  E.  Stroh, 
M.D.,  Daniel  H.  Coleman,  M.D.,  Robert  W.  Simpson,  M.D.,  Samuel  F.  Aronson,  M.D.,  William  E. 
Watts,  M.D.,  E.  Harold  Laws,  M.D.,  and  Joseph  H.  Crampton,  M.D.  The  three  1960  winners 
not  shown  are:  Byron  F.  Francis  M.D.,  Joseph  W.  Shaw,  M.D.  and  the  late  Warren  B.  Spickard. 


Recognition  was  accorded  six  Seattle  physicians. 
May  26  when  Robert  H.  Williams,  Professor  of 
Medicine  at  the  University  of  Washington  School 
of  Medicine,  presented  the  Distinguished  Service 
Award  of  the  Department  of  Medicine.  This  is  the 
second  group  recognized  for  unpaid  contributions 
to  the  School  of  Medicine. 

The  award  was  established  in  1960  by  the  De- 
partment of  Medicine,  of  which  Dr.  Williams  was  at 
that  time  the  Chairman.  Each  physician  so  honored 
receives  a Distinguished  Service  Award  Certificate 
and  an  alumni-type  chair  with  a University  of  Wash- 
ington seal  on  the  front  top  panel  and  a bronze 
plaque  on  the  back  of  the  panel  recording  the  name 


of  the  awardee  and  the  award.  After  painstaking 
review  of  records,  the  Professors  and  Associate  Pro- 
fessors of  the  department  make  the  selections.  The 
list  is  submitted  to  the  Dean  and  the  Executive 
Committee  and  finally  to  the  President  of  the  Uni- 
versity. 

Those  selected  must  have  given  ten  or  more  years 
of  unpaid  service  to  the  teaching  program  and  must 
have  given  additional  support  to  the  Department  of 
Medicine.  Their  teaching  must  have  been  in  gen- 
erous quantity  and  of  high  quality.  Some  consid- 
eration is  given  also  to  constructive  activities  not 
associated  with  the  teaching  position. 

Continued  on  page  469 
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Because  of  These... 


Change  from  secondary  back  to  primary 
container  by  removing  airway  flag.  Nothing 
is  put  back  into  the  system  that  could 
possibly  contaminate  it. 


Secondary  container  can  be  connected 
either  before  or  during  administration 
from  the  primary  container. 


You  Can  Perform  These 


Continued  from  page  466 

The  six  honored  this  year  are:  James  B.  Bingham, 
James  Crosbie,  Quin  B.  DeMarsh,  Richard  C.  Green- 
leaf,  Robert  T.  Potter,  and  Robert  A.  Pommerening. 

At  the  first  award  banquet,  in  1960,  the  follow- 
ing received  certificates  and  chairs:  Samuel  F.  Aron- 
son, Daniel  H.  Coleman,  Joseph  H.  Crampton,  Byron 
F.  Francis,  E.  Harold  Laws,  Joseph  W.  Shaw,  Rob- 
ert W.  Simpson,  Donal  R.  Sparkman,  James  E. 
Stroh,  William  E.  Watts,  and  the  late  Warren  B. 
Spickard. 

In  making  the  awards  this  year,  Dr.  Williams 
stated  that  he  had  always  been  intensely  proud  and 
highly  appreciative  of  the  contributions  of  the  vol- 
unteer faculty.  He  also  expressed  high  regard  for 
the  work  of  practitioners  who  are  on  a part-time, 
salaried  basis  but  ineligible  for  the  award  because 
paid.  W.  M.  M.  Kirby,  Acting  Chairman  of  the  De- 


partment of  Medicine,  was  the  master  of  ceremonies 
at  the  banquet. 

scholarship 

4 

Burroughs  Wellcome  & Company,  New  York, 
made  possible  the  scholarship  given  Donald  K. 
McClure,  Seattle,  by  the  Allergy  Foundation  of 
America.  He  was  among  15  medical  students  across 
the  nation  receiving  such  an  award. 

These  are  designed  to  encourage  and  assist  medi- 
cal students  to  obtain  a broader  understanding  of 
allergic  diseases. 

Mr.  McClure,  a second  year  medical  student,  will 
carry  out  his  work  under  Paul  P.  Van  Arsdel,  Head 
of  the  Division  of  Allergy  and  Applied  Immunology 
at  the  University  of  Washington  School  of  Medicine. 

The  subject  of  his  proposed  research  is  “In  Vitro 
Study  of  Basophil  Degranulation.” 


Your  State  Medical  Association 


The  other  day  a physician  telephoned  the  office 
of  the  Washington  State  Medical  Association  and 
inquired  about  reasons  for  the  Association’s  existence 
and  reasons  why  he  should  pay  dues.  The  answer 
is  the  same  as  that  which  applies  to  a physician’s 
membership  in  his  county  medical  society.  “Yes,” 
says  the  inquiring  doctor,  “but  I know  what  my 
county  medical  society  does  and  I don’t  know  what 
the  state  association  and  the  AMA  do.”  Again,  the 
simple  answer  is  that  the  state  association  and  the 
AMA  do  exactly  the  same  things  as  are  done  by  your 
county  medical  society  except  that  these  organiza- 
tions perform  within  state  and  national  contexts. 

Probably  the  best  way  to  learn  about  the  import- 
ant work  of  county  and  state  medical  societies,  and 
the  American  Medical  Association  is  to  take  the  time 
to  reflect  and  to  visualize  a medical  profession  with- 
out these  organizations.  There  is  strong  temptation 
to  stop  here  and  let  readers  do  their  own  visualizing. 
If  you  were  to  do  so  you  would  see  innumerable 
questions  being  asked  by  and  about  the  medical  pro- 
fession. Questions  are  asked  by  patients,  the  general 
public,  schools,  individual  and  group  purchasers  of 
medical  care,  and  many  others.  Answers  to  these 
questions  are  provided  by  physicians  through  their 
combined  efforts  in  the  work  of  their  county,  state 
and  national  medical  societies.  Take  away  these  so- 
cieties, and  there  would  be  chaos  which  would  be 
brought  back  into  order  by  societies,  practically  dup- 
licating those  now  in  existence,  or  by  non-physicians 
via  government  or  consumer  unions. 

County  medical  societies  are  generally  close 
enough  to  us  that  we  can  see  how  they  answer  the 
questions  being  asked  of  medicine  at  the  county 
level.  Let  us  see  the  kind  of  questions  being  answer- 
ed by  your  state  medical  association. 

It’s  a big  country.  The  state  medical  association 
is  the  two-way  sending  and  receiving  station  be- 


tween the  AMA  and  the  county  medical  society. 
Your  every  thought  on  medical  practice  in  one  way 
or  another  gets  on  this  two-way  network.  You  say 
you  never  go  to  a society  meeting?  But  do  you  ever 
talk  to  a society-active  colleague  in  the  washroom? 
You’d  be  surprised  how  often  your  gripes  in  the 
washroom  get  into  the  councils  of  your  medical 
societies,  even  if  you  are  never  there  in  person. 

Your  state  medical  association  has  more  than  900 
of  its  3,500  members  busy  on  40  Committees  work- 
ing out  answers  to  these  questions.  Some  of  the 
Committees  are: 

Aging  Population:  To  study  health  problems  and 
to  determine  how  these  people  can  continue  to  work 
in  business  and  industry  and  not  become  dependent 
on  society  for  their  livelihood. 

Basic  Science:  To  represent  the  Association  in  the 
Legislative  Council’s  investigations  of  the  Basic 
Science  Law,  and  to  study  proposed  changes  in  the 
Law. 

Civil  Disaster:  To  alert  and  prepare  medical  and 
allied  health  professions,  and  the  public,  for  action 
in  case  of  disaster;  and  to  cooperate  insofar  as  pos- 
sible with  state  and  federal  government  in  these 
endeavors. 

Graduate  Medical  Education:  To  act  in  conjunc- 
tion with  the  Board  of  Trustees,  to  provide  post- 
graduate courses  and  other  instruction  for  the  com- 
ponent societies  and  the  members  of  the  Association. 
Shall  cooperate  with  the  AMA  Council  on  Medical 
Education  and  Hospitals.  All  questions  pertaining  to 
graduate  medical  education  shall  be  referred  to  this 
Committee  for  consideration  and  action. 

Grievance:  To  investigate  and  supervise  the  ethi- 
cal deportment  of  the  members  of  the  Association, 
and  to  make  periodic  recommendations  for  the  im- 

Continued  on  page  476 
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WHY DOES ONE 
ANTIBIOTIC  GIVE  UP 
TOGf) EXTRA  DAYS’ 
ACTIVITY? 


Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' ..  .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency ..  .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 


DEMETHYLCHLORTETMCTCLINE  HCI 


Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others— in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7517- 3 
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for 

The  Age  of 
Anxiety 


LIBRIUM' 

(chlordiazepoxide 

HGI) 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
Cautions  — Occasional  side  effects,  often  dose-related,  are 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregular- 
ities, nausea  and  constipation.  Paradoxical  reactions  may 
occasionally  occur  in  psychiatric  patients.  Individual  mainte- 
nance dosages  should  be  determined.  Advise  patients  against 
possibly  hazardous  procedures  until  maintenance  dosage  is 
established.  Though  compatible  with  most  drugs,  use  care  in 
combining  with  other  psychotropics,  particularly  MAO  inhibi- 
tors or  phenothiazines;  warn  patients  of  possible  combined 
effects  with  alcohol.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function,  and  in  long-term  treatment. 
Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of 
50  and  500. 


Roche  Laboratories,  Division  of  Hoffmann-  La  Roche  Inc., 
Nutley,  N.J.  07110 


RALPH  W.  NEILL 

November  21,1 894  — June  11,1 964 


Mr.  Neill  pictured  at  the  1963  Annual  Meeting  of  WSMA.  at  which  time 
Edward  Annis,  M.D.,  President  of  AMA,  presented  a watch  on  behalf  of  the 
medical  profession  to  Mr.  Neill  for  his  continuous  and  dedicated  service 
to  the  profession. 


Ralph  W.  Neill,  Executive  Secretary  of  the 
Washington  State  Medical  Association  for  nine- 
teen years  died  in  a Seattle  hospital  on  Thursday, 
June  11,  1964  at  the  age  of  70.  He  is  survived 
by  a son  James  Allen  Neill  of  Seattle,  and  two 
sisters,  Mrs.  Eva  Sidor  and  Mrs.  Lina  Bradley, 
both  of  Bakersfield,  California.  Ralph  teas  bom 
in  Sedan,  Kansas.  He  came  to  Seattle  in  1927 
from  Montana.  He  was  a journalism  graduate 
of  the  University  of  Montana. 

Ralph,  who  was  known  affectionately  as  “Red,” 
“Pinky”  or  “Curly,”  joined  the  Medical  Associa- 
tion in  1944  after  working  13  years  as  bureau 
chief  for  the  Associated  Press  in  Olympia.  His 
news  stories  and  features  during  the  1930’s  on 
politics,  the  legislature,  and  state  government 
were  widely  read  and  appreciated  by  readers 
throughout  the  state.  Political  luminaries  always 
read  his  stories  which  they  described  as  “the 
real  news  dug  out  by  a hard  working  newspaper 
man  who  knew  how  to  write  and  who  wrote 
what  he  saw  and  heard.  He  wore  no  man’s 
collar.” 

When  Ralph  Neill  became  Executive  Secre- 
tary of  the  Medical  Association  in  1944,  the 
medical  profession  was  just  beginning  to  gather 
itself  after  four  years  of  World  War  II.  Ralph 
virtually  threw  himself  into  the  job.  His  first 
task  for  the  medical  profession  was  to  lobby  the 
bill  creating  the  University  of  Washington  School 
of  Medicine  through  the  State  Legislature.  It  may 
possibly  be  that  someone  else  may  be  entitled 
to  be  called  “the  father  of  the  Medical  School.” 


If  so,  it  is  a certainty  that  Ralph  Neill  was  and 
always  will  be  the  School’s  “Uncle  Red.” 

He  transformed  the  Annual  Meeting  from  a 
prosaic,  loosely-organized  session  into  one  of  the 
nation’s  most  successful  state  medical  conven- 
tions. He  was  a forceful  and  successful  advo- 
cate and  organizer  of  a dynamic  and  unified 
medical  profession  in  the  state.  When  the  Mur- 
ray-W  a gner-Dingell  socialized  medicine  bill  hit 
during  the  Truman  administration,  Ralph’s  work 
bore  fruit.  The  profession  was  organized  and 
ready  to  do  battle— and  won  the  fight! 

When  the  Chiropractic  Initiative  188  teas 
launched,  the  medical  profession  was  ready 
again,  and  the  Initiative  was  swamped  in  a 
general  election  campaign. 

National  recognition  came  to  Ralph  in  the 
early  1950’s  when  he  was  a founder  and  Presi- 
dent of  the  National  Medical  Societies  Execu- 
tives Association,  and  a metnber  of  the  American 
Medical  Association’s  first  Public  Realtions  Ad- 
visory Board. 

Nine  biennial  legislative  sessions  saw  Ralph 
pounding  the  marble  floor  of  Ulcer  Gulch  in  the 
Legislative  Building  in  Olympia  as  he  lobbied 
through  such  milestones  of  medical  legislation  as 
the  Medical  Disciplinary  Act  which  has  become 
a model  for  the  nation.  Red  will  always  be 
well-remembered  by  legislators  and  governors 
for  his  presentations  of  the  medical  professions’ 
position  on  legislation  and  doing  so  in  answer 
to  the  basic  question— “is  this  good  forthe  public’s 
health  and  health  care?” 
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Physicians  have  been  heard  to  say:  ‘'Ralph 
is  a mans  man.”  “1  don’t  agree  with  him  always, 
bat  I always  know  that  he  is  working  for  the 
good  of  the  medical  profession.”  Cdxildren  loved 
him.  Many  physicians’  sons  and  daughters  knew 
him  as  “Uncle  Red.” 

Ralph  Neill  had  the  character  and  foresight  to 
train  and  give  rein  to  a staff  to  succeed  him.  No 
one  ever  had  a better  teacher.  His  former  em- 
ployees were  devoted  to  him  and  many  returned 
annually  to  work  at  the  four-day  Annual  Meet- 
ings. 


But  most  of  all  — who  can  forget  the  Annual 
Banquet  Dance,  the  New  Presidents’  Receptions, 
and  the  biennial  Governor’s  Inaugural  Ball  when 
Ralph  would  come  out  from  his  seven  days  and 
nights  a week  of  work,  bandbox  fresh  in  evening 
clothes,  with  his  stately,  charming,  beloved  wife 
Audrey  Allen  Neill,  who  was  taken  from  him 
only  three  short  months  after  he  retired  last 
September. 

They  will  be  remembered  as  having  added 
something  precious  to  all  our  lives. 


arlidiri  (nylidrin  HCI) 


ARLIDIN  (nylidrin  HCI),  administered  orally  for  more  than  two  weeks,  increased  cerebral 
blood  flow  43%  in  patients  with  cerebrovascular  insufficiency,  with  a decrease  in  cerebrovas- 
cular resistance  in  most  cases.1 

ARLIDIN  (nylidrin  HCI)  has  been  found  “of  particular  value  clinically  in  relieving  some  of  the 
symptoms  of  cerebral  vascular  insufficiency  (vertigo,  lightheadedness,  mental  confusion, 
diplopia)”  and  in  the  rabbit  it  increased  both  cerebral  vascular  flow  and  clearance  of  radio- 
active I i3i  from  both  the  white  and  gray  matter  of  the  brain. 

ARLIDIN  (nylidrin  HCI)-treated  patients  with  cerebral  vascular  insufficiency  improved  sig- 
nificantly in  intellectual  performance  compared  to  a placebo-treated  control  group.3 

Indicated  whenever  an  increase  in  blood  supply  is  desirable  in  circulatory  insufficiencies  of  the 
extremities,  brain,  eye  and  ear.  Use  with  caution  in  the  presence  of  a recent  myocardial  lesion, 
severe  angina  pectoris  and  thyrotoxicosis.  Contraindicated  in  acute  myocardial  infarction. 

6 mg.  scored  tablets,  bottles  of  100  and  1000 

REFERENCES:  1.  Eisenberg,  S.:  Am.  J.  Med.  Sciences  240:85,  July  1960.  2.  Winsor,  T.  et  al . : Am.  J.  Med. 
Sciences  239:594,  May  1960.  3.  Treptow,  K.  R.  et  al.:  Arch.  Neurol.  9:52,  Aug.  1963. 

u.  s.  vitamin  & pharmaceutical  corp. 

800  Second  Avenue,  New  York,  N.Y.  10017 


473 

Northwest  Medicine,  July  1964 


when  fear  of  labor  reflects 
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the  intensity  of  your  patient’s  tension... 


(hydroxyzine  HCl)£zL, 

for  any  age-for  any  stage  of  anxiety 


Powerful  enough  to  relieve  pain-engendering  anxiety 

Because  fear  is  often  the  chief  pain-producing  agent  in  otherwise  normal  labor, 
parturient  patients  experience  greater  ease  of  mind  and  body  when  you  pre- 
scribe Atarax  (hydroxyzine  HCI).  Among  its  other  advantages  are  the  added 
antiemetic  property  which  minimizes  postanesthetic  vomiting,  and  its  mild  po- 
tentiating action  which  frequently  reduces  requirements  for  adjunctive  narcotics. 

Well  tolerated  by  both  mother  and  child 

Hydroxyzine  HCI  can  be  used  without  fear  of  adverse  effects  on  vital  functions 
of  either  mother  or  fetus. 

No  matter  how  anxiety  manifests  itself,  or  how  severe  it  is,  you  can  count  on 
hydroxyzine  HCI  for  rapid,  effective  relief.  The  wide  variety  of  dosage  forms 
makes  administration  flexible  by  any  standards  of  convenience,  patient  prefer- 
ence, or  emergency  requirements. 

FOR  EVERY  DEGREE  OF  ANXIETY  IN  PATIENTS  UNDER  6 TO  OVER  60 


In  any  condition  where  tissue  depletion  of  the  water-soluble  vitamins  is  found, 
Rx  RoeriBeC*  therapeutic  B complex  with  500  mg.  of  vitamin  C. 


Side  effects  and  precautions: 

Therapeutic  doses  of  Atarax 
(hydroxyzine  HCI)  seldom 
impair  mental  alertness.  If 
drowsiness  occurs,  it  is  usu- 
ally transitory  and  may  dis- 
appear after  a few  days  of 
therapy  or  with  reduced  dos- 
age. Mouth  dryness  may  oc- 
cur at  high  doses.  In  some 
hospitalized  patients  on  high 
doses,  involuntary  motor  ac- 
tivity, not  unlike  that  seen 
with  high  doses  of  other  psy- 
chotropic drugs,  has  been  re- 
ported although  continued 
therapy  with  1 Gm.  daily  has 
been  used  in  some  cases 
without  producing  this  ef- 
fect. When  some  patients  re- 
ceive anticoagulants  and  hy- 
droxyzine HCI  concurrently, 
the  anticoagulant  require- 
ment may  be  decreased;  pa- 
tients receiving  both  should 
be  followed  closely  and  ap- 
propriate laboratory  studies 
performed  regularly.  When 
hydroxyzine  HCI  is  used  with 
CNS  depressants,  its  mild 
potentiating  action  should 
be  taken  into  consideration. 
Soft  tissue  reaction,  as  seen 
with  other  injectables,  has 
rarely  been  reported  with 
parenteral  hydroxyzine  HCI. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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Continued  from  page  469 

provement  of  professional  conduct.  The  Committee 
shall  prefer  charges  before  the  appropriate  body 
against  any  physician  deemed  by  the  Committee  to 
be  guilty  of  unprofessional  conduct. 

Industrial  Insurance : To  represent  the  Association 
in  dealing  with  the  State  Department  of  Labor  and 
Industries. 

Maternal  and  Child  Welfare:  To  investigate  and 
compile  statistics  on  the  maternal  and  child  welfare 
status  throughout  the  state  and  to  make  recommen- 
dations in  this  field  to  the  Washington  State  Medical 
Association. 

Medical  Defense:  To  investigate  all  reported 
claims  against  members  of  this  Association  for  com- 
pensation for  injuries  alleged  to  have  resulted  from 
malpractice.  Determine,  as  nearly  as  may  be  prac- 
ticable, the  circumstances  leading  up  to  the  making 
of  the  claim  itself  and  grounds  on  which  the  claim 
is  based.  If  the  Committee  believes  a claim  unjust, 
it  shall  cooperate,  so  far  as  it  can  lawfully  do  so, 
with  the  member  against  whom  the  claim  has  been 
made  and  with  his  counsel.  If  the  Committee  be- 
lieves that  a claim  is  just,  it  shall  cooperate  with  the 
member  against  whom  the  claim  is  made  and  his 
counsel,  so  far  as  it  can  lawfully  do  so,  in  effecting 
an  equitable  settlement. 

Medical  Economics:  To  study  and  investigate,  so 
far  as  the  Committee  and  the  Board  of  Trustees  may 
deem  practicable  or  advisable,  such  phases  of  gen- 
eral economics  as  have  a bearing  on  the  practice  of 
medicine. 

Medical  Quackery:  To  investigate  claimed  harmful 
results  following  acts  by  practitioners  of  the  healing 
arts  in  this  state  who  are  not  licensed  physicians  and 
surgeons,  and  to  recommend  ways  and  means  by 
which  they  may  be  controlled  and/or  eliminated. 

Medical  School,  Teaching  and  Research  Hospital: 
To  provide  permanent  liaison  between  the  medical 
school  administration  and  the  W.S.M.A.;  to  main- 
tain the  principles  and  policies,  as  explained  in  the 
two  resolutions  regarding  the  medical  school  hos- 
pital, adopted  by  the  1955  House  of  Delegates,  and 
as  they  may  be  modified  or  changed  by  the  House 
of  Delegates  in  the  future;  and  to  devise  proced- 
ures and  methods  necessary  for  the  implementation 
of  these  policies.  To  develop  close  liaison  between 
the  medical  school  and  to  make  recommendations  to 
W.S.M.A.  as  to  attitudes  and  help  to  the  school  in 
its  relation  with  State  Legislature. 

Medicine  and  Religion:  To  study  the  relationship 
of  physicians  and  clergymen  and  to  plan  meetings 
that  will  accomplish  the  objective  of  bringing  mem- 
bers of  the  two  professions  together  to  discuss  their 
common  problems  in  the  total  treatment  and  care 
of  patients. 

Mental  Health:  To  study  problems  in  connection 
with  the  state  mental  institutions  and  all  matters 


of  mental  health  pertinent  to  the  practice  of  medi- 
cine. 

Neoplastic:  To  correlate  the  activities  of  the  vari- 
ous agencies  dealing  with  neoplastic  disease  with 
those  of  W.S.M.A. 

Occupational  Health:  To  promote  high  profes- 
sional and  administrative  standards  of  occupational 
health  in  the  State  of  Washington.  The  Committee 
shall  also  cooperate  with  the  AMA  Council  on  Oc- 
cupational Health. 

Prepaid  Medical  Care:  To  assess  and  report  the 
problems  and  successes  of  doctor-sponsored  or  doc- 
tor-administered  medical  care  plans  in  the  State  of 
Washington  as  they  pertain  to  presently  accepted 
philosophy  and  to  recommend  future  changes  and  re- 
quirements. 

Professional  and  Hospital  Relations:  To  study 
problems  presented  by  the  practice  of  medicine  in 
hospitals. 

Public  Health  Services,  Ad-Hoc:  To  participate 
in  an  eventful  definition  of  the  role  of  the  public 
health  officer  and  the  scope  of  public  health  func- 
tions and  services  in  our  state. 

Publication:  Committee  members  shall  be  deem- 
ed the  nominees  of  this  Association  as  Trustees  for 
Northwest  Medical  Publishing  Association. 

Public  Laws:  To  keep  informed  with  respect  to 
laws,  court  decisions,  court  proceedings,  administra- 
tive rules,  proposed  and  pending  legislation  relat- 
ing to  public  health,  and  such  other  matters  as  relate 
to  the  objectives  of  this  Association. 

Public  Relations:  The  Board  of  Trustees  shall  de- 
fine the  duties  and  direct  the  activities  of  the  Public 
Relations  Committee. 

Rehabilitation  Programs:  To  review  any  prob- 
lems relating  to  rehabilitation  and  to  act  as  a Medi- 
cal Advisory  Committee  for  the  Division  of  Voca- 
tional Rehabilitation  of  the  State  of  Washington;  to 
act  as  the  Medical  Advisory  Committee  to  the 
O.A.S.I.  (Old  Age  Survival  Insurance)  District  Of- 
fices in  the  implementation  of  Public  Law  880,  as 
recommended  by  the  AMA  House  of  Delegates. 

Rural  Health:  To  encourage  the  formation  of  rural 
health  councils;  to  maintain  liaison  and  promote 
medical  public  relations  with  various  farm  organiza- 
tions and  groups;  and  to  work  with  the  AMA  Coun- 
cil on  Rural  Health. 

School  Health:  To  investigate  and  study  public 
school  health  activities  and  report  to  the  Board  of 
Trustees  with  recommendations;  to  urge  each  county 
medical  society  to  form  a Committee  on  School 
Health  to  work  with  the  local  school  districts;  to  act 
in  an  advisory  capacity  to  the  component  society 
committees  and  to  state  agencies  interested  in  the 
problems  of  school  health. 

Scientific  Work:  To  prepare  the  program  for  the 
Annual  Meeting  and  also  the  scientific  exhibits;  to 

Continued  on  page  478 
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His  dizzy  notes  got  the  critics'  votes. 


His  doctor  (a  hep  M.  D.  ) prescribed. . . 


Antivert,  which  stopped  vertigo  the  most. 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 


Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere's  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin, 
increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a 
desirable  physiological  sign  that  the 
nicotinic  acid  is  carrying  out  its 
intended  function  of  vasodilation.  Be- 
cause of  this  vasodilation,  severe  hypo- 
tension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls  (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 
•Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 


Antiverf# 

(meclizine  HCI,  nicotinic  acid) 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  N.Y.  10017 
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Continued  from  page  476 

be  the  editing  agent  of  the  Association  and  to  ar- 
range, if  ordered  by  the  House  of  Delegates,  for  the 
proper  publication  of  the  transactions  of  the  Asso- 
ciation in  its  official  organ.  It  may  delegate  its  power 
as  it  sees  fit. 

State  Department  of  Health  (Advisory):  To  keep 
in  touch  with  and  investigate  matters  concerned 
with  the  public  health  of  the  state,  and  to  carry  on 
such  activities  in  the  field  of  public  health  and  aid 
in  the  dissemination  of  public  health  information 
in  relation  thereto  as  the  Board  of  Trustees  may 
direct. 

State  Department  of  Public  Assistance  (Advisory): 


To  serve  as  a liaison  between  the  Department  of 
Public  Assistance  and  the  Washington  State  Medical 
Association;  to  deal  in  an  advisory  capacity  with 
medically-related  problems  arising  in  the  administra- 
tion of  the  Department  of  Public  Assistance. 

Your  state  medical  association  always  has  worked 
to  further  the  interests  of  the  public  in  obtaining 
highest  quality  and  widest  distribution  of  medical 
care  possible.  Won’t  you  help?  Drop  a line  to  your 
state  medical  association  telling  of  your  field  of 
committee  interest.  You  are  needed.  You  are  invited. 

Write  to:  Washington  State  Medical  Association, 
1309  Seventh  Avenue,  Seattle,  Washington  98101. 


OBITUARIES 

dr.  Merrill  smeltzer,  64,  died  March  27  in  Walla 
Walla.  He  was  graduated  from  Northwestern  Uni- 
versity Medical  School  in  1925  and  teas  associated 
with  Henry  Ford  Hospital  prior  to  World  War  II 
service.  Dr.  Smeltzer  specialized  in  obstetrics  and 
gynecology. 

dr.  j.  Howard  snively,  a native  of  Pennsylvania, 
died  February  20  in  Seattle.  He  teas  86.  Dr.  Snively , 
was  a graduate  of  University  of  Oregon  Medical 
School  in  1905,  and  received  his  license  to  practice 
the  same  year.  Death  was  due  to  arteriosclerotic 
cerebrovascular  disease. 

dr.  hale  a.  haven,  senior  consultant  in  neurological 
surgery  at  University  of  Washington  School  of  Medi- 
cine, died  March  25  of  carcinoma  pancreas  with 
multiple  metastasis.  Born  in  Waterloo,  Iowa,  he  had 
practiced  neurosurgery  in  Seattle  since  1934.  Dr. 
Haven  was  graduated  from  Northwestern  University 
Medical  School  in  1928,  and  teas  licensed  six  years 
later.  He  was  the  chief  of  neurosurgery  at  Mason 
Clinic,  trustee  of  the  Hospital  and  of  the  Virginia 
Mason  Foundation,  past-president  of  Western  So- 
ciety of  Electroencephalography  and  North  Pacific 
Society  of  Neurology  and  Psychiatry,  and  Editor  of 
the  Bulletin  of  the  Mason  Clinic.  A veteran  of  World 
War  II,  Dr.  Haven  was  61. 

dr.  thomas  e.  canning,  of  Spokane,  died  April  28 
of  aplastic  anemia  of  undetermined  etiology.  A 1939 
graduate  of  University  of  Oregon  Medical  School, 
he  was  a member  and  secretary-treasurer  of  St. 
Luke's  Hospital  staff  and  a member  of  the  staffs  of 
Deaconess  and  Sacred  Heart  Hospitals.  Dr.  Canning, 
48,  specialized  in  urology. 

dr.  irvin  finkenstein,  70,  died  ] tine  5.  A native 
of  Nebraska,  he  moved  to  Seattle  following  gradu- 
ation from  the  University  of  Nebraska  College  of 
Medicine  in  1921.  He  practiced  in  the  Seattle  area, 
including  Renton  and  Auburn  for  about  43  years. 
He  was  a veteran  of  World  War  I. 


dr.  purman  dorman,  president  of  Puget  Sound 
Academy  of  Ophthalmology  and  Otolaryngology, 
died  in  Seattle  on  April  11.  An  EENT  specialist, 
Dr.  Dorman  was  very  active  in  organizations  affili- 
ated with  the  blind.  He  was  president  of  Handcrest, 
Inc.,  a non-profit  corporation  for  employment  of  the 
blind  and  handicapped,  trustee  of  Lighthouse  for 
the  Blind,  technical  consultant  to  the  State  Division 
for  the  blind  for  over  20  years,  advisor  to  National 
Society  for  the  Prevention  of  Blindness,  and  a 
founder  of  the  Washington  Eye  Bank  for  Sight  Re- 
storation. He  was  also  on  the  editorial  staffs  of 
“ Sight-Saving  Review”  and  “ Consumers  Bulletin.” 
Dr.  Dorman,  62,  was  graduated  in  1926  from  Uni- 
versity of  Illinois  College  of  Medicine,  and  was 
licensed  the  same  year.  Death  was  due  to  coronary 
occlusion  and  arteriosclerotic  heart  disease. 

dr.  e.  r.  tiffin,  a graduate  of  University  of  Illinois 
College  of  Medicine  in  1909,  died  in  Enumclaw  on 
March  23.  He  had  practiced  there  for  42  years 
and  was  82. 

dr.  carl  s.  leede,  the  first  specialist  to  practice 
internal  medicine  in  Seattle,  died  March  23.  He  was 
educated  in  Germany,  and  received  his  degree  from 
Ludwig-Macimilians-Universitat  Medizinische  Fakul- 
tat,  Munchen,  in  1908.  Dr.  Leede,  81,  began  practice 
in  Seattle  in  1912.  He  was  a veteran  of  both  World 
Wars.  Death  was  due  to  pneumonia. 

dr.  Charles  Jacob  carson,  88,  died  March  22  of 
myocardial  heart  disease.  He  was  graduated  from 
Rush  Medical  College  in  1899,  and  was  licensed  in 
1914.  He  resided  in  Chewelah. 

dr.  richard  j.  o’shea,  84,  retired  ob-gyn  specialist, 
died  June  6.  He  was  the  first  such  specialist  in 
Seattle,  practicing  there  from  1908  until  1950, 
when  he  retired.  Dr.  O’Shea  was  chief  of  the  surgi- 
cal staff  of  King  County  Hospital  and  was  on  the 
staff  at  Swedish  Hospital  for  38  years.  In  1927  he 
served  as  president  of  the  Washington  State  Medical 
Association.  Dr.  O’Shea  was  graduated  from  Harvard 
Medical  School  in  1901. 
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Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 


president  Paul  B.  Heuston,  M.D.,  Twin  Falls 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  17-20,  1964,  Sun  Valleij 

State  Board  of  Medicine  section 

The  regular  meeting  of  the  State  Board  of  Medi- 
cine will  be  held  in  Boise,  July  13,  14,  15,  and  16, 
1964  to  conduct  business  and  grant  licensure  to 
physicians  and  physical  therapists.  Members  of  the 
Board  of  Medicine  are:  S.  M.  Poindexter,  Boise, 
Chairman;  W.  Wray  Wilson,  Coeur  d’Alene,  Vice- 
Chairman;  John  E.  Comstock,  Pocatello;  Charles  E. 
Kerrick,  Caldwell;  James  S.  Newton,  Lewiston;  and 
Charles  A.  Terhune,  Burley. 

Members  of  the  Physical  Therapy  Board  are:  Mr. 
J.  Perry  Silver,  Boise,  Chairman;  Mr.  Douglas  S. 
Raymond,  Idaho  Falls,  and  Mr.  William  R.  Hull, 
Pocatello. 


new  officers 

New  officers  of  the  Southwestern  Idaho  District 
Medical  Society  are:  President,  Arch  T.  Wigle, 
Pocatello;  Vice-President,  Richard  P.  Howard,  Poca- 
tello; Secretary-Treasurer,  Richard  K.  Gorton,  Poca- 
tello. Delegates  are:  J.  P.  Merkley,  Richard  K. 
Gorton,  Clark  T.  Parker,  Calvin  Buhler,  E.  B.  Webb, 
all  of  Pocatello,  and  Ralph  G.  Goates  of  Blackfoot. 


IDAHO 


!• 
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Alternate  Delegates  are:  Lynn  H.  Anderson,  Merrill 
J.  Sharp,  Harry  D.  McGee,  Richard  G.  Crandall, 
and  David  C.  Miller,  also  of  Pocatello. 

They  will  take  office  in  September. 

Elected  in  May  to  the  slate  of  officers  for  the 
Society  of  Idaho  Pathologists  are:  President,  Bird- 
sail  N.  Carle,  Twin  Falls;  Secretary,  John  S.  Broz, 
Twin  Falls;  Councilor  ASCP,  John  C.  McCarter, 
Boise;  and  Alternate  Councilor,  Harry  Chinchinian, 
Lewiston. 

Recently  elected  officers  for  the  Idaho  State 
Ragiological  Society  include:  President,  Alfred  M. 
Stone,  Boise;  President-Elect,  E.  Leon  Myers,  Poca- 
tello; and  Secretary,  George  H.  Harris,  Pocatello. 

legislative  seat 

John  A.  Edwards,  Council  physician,  has  an- 
nounced his  candidacy  for  the  House  of  Representa- 
tives from  Adams  County. 

In  making  the  announcement.  Dr.  Edwards  said: 

“I  feel  it  is  the  duty  of  every  citizen  to  take  part 
in  our  government.  I would  consider  it  an  honor  and 
a privilege  to  serve  as  Adams  County  Representative 
in  the  Legislature.” 
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fluocinolone  acetonide.  Calif  Med  95: 224  (Oct)  1961. 
Cueva,  J. : New  corticoids  in  allergic  diseases,  Gac  Med 
Mex  90: 251  (Mar)  1962. 

Sternberg,  T.  H.,  and  Macotela,  E.  R.:  New  treatments 
in  dermatology,  Presented  to  Associacion  Medica  del  Occi- 
dente,  Guadalajara,  Mexico  (Nov)  1961. 

Cahn,  M.  M.,  and  Levy,  E.  J.:  Fluocinolone  acetonide, 
a new  topical  corticosteroid:  clinical  and  pharmacologic 
evaluation,  J New  Drugs  1 :262  (Nov-Dec)  1961. 

Williams.  P.  L. : Palliative  treatment  for  knuckle  pads, 

The  Schoch  Letter  (Oct)  1962. 

Scholtz,  J.  R.:  Topical  therapy  of  psoriasis  with  fluocin- 

olone acetonide,  Arch  Derm  34:1029  (Dec.)  1961. 

Goldman,  L.,  et  al:  A round  table  discussion:  The  man- 

agement of  psoriasis  and  current  concepts  regarding  oc- 
clusive methods  of  treatment.  Conference  in  Mexico  City 
at  the  invitation  of  Syntex  Laboratories,  Inc.  (Feb)  1962. 
Scher,  R.  K.:  Treatment  of  refractory  dermatoses  with 

fluocinolone  acetonide,  Curr  Ther  Res  3:461  (Nov)  1961. 


REPLACING  HYDROCORTISONE  IN  CONTACT  DERMATITIS 
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sumtlar 

[0.025%  FLUOCINOLONE  ACETONIDE.  0.5%  NEOMYCIN  SULFATE] 

McKenzie,  A.  W.:  Percutaneous  absorption  of  steroids, 
Arch  Derm  86 :6U  (Nov)  1962. 

Boslet,  W. : Therapeutic  experiences  with  fluocinolone 
acetonide  in  combination  with  occlusive  dressings  for  long 
periods  of  time,  Arneim  Forsch  22:1109  (Nov)  1962. 
Hall-Smith,  S.  P. : ‘Polythene”  coverings  in  dermato- 
logical treatment,  Brit  Med  J 2: 1233  (Nov  10)  1962. 
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Scher,  R.  K.:  Success 
with  fluocinolone  acetonid 
Derm  33:284  (Feb)  1962. 

Grant  Peterkin,  G.  A.;  Morley,  W.  N.;  and  Ch 
Triamcinolone  and  fluocinolone  acetonide  or 
atopic  eczema,  Brit  Med  J 1 : 1392  (May  19)  1 
Robinson,  H.  M. : Evaluation  of  recent  anti-i 

and  anti-pruritic  agents.  The  Schoch  Letter 
Samitz,  M.  H.:  . Clinical  evaluation  of  topic 
'acetonide cream,  Curr  Ther  Res  4:589  (Dec)  II 
Bjornberg.  A.,  and  Hellgren.  L. : Topical  trea 
fluocinolone  acetonide,  Acta  Dermatovener  42 
Robinson,  H.  M.,  Jr.;  Raskin,  J.;  and  Dunseath 
Surface  depot  steroid  therapy.  Scientific  Ext 
Congress  Southern  Med  Association  1962. 
Alvarez.  Ude,  F. : Psoriasis  and  other  resistant 

and  fluocinolone,  Medicamenla  39:24  (Jan  15) 
Sternberg,  T.  H.,  and  Bierman,  S.  M. : Newer 

for  psoriasis  Curr  Ther  Res  5:31  (Jan)  1963.  * 
Tve.  M.  J.;  SchifT,  B.  L.;  and  Ansell,  H.  B.: 
of  psoriatic  lesions  to  topical  fluocinolone  aceto: 
Derm  87:21  (Jan)  1963. 

Huriez.  C.;  Agache,  P.;  and  Souilliart,  F.:  Fi 
acetonide,  Mouvement  Therap  1 :16  (Jan-Feb)  1 
Robinson,  H.  M.,  Jr.;  Raskin,  J.;  and  Dunseath, 
Treatment  of  chronic  cutaneous  lesions  by  occlu 
ings,  Southern  Med  J 56: 797  (July)  1963. 
Sarner,  J.  B.:  Pruritus  ani:  etiology,  diagnosis 

apy  with  a new  topical  .corticosteroid,  fluocin< 
tonide.  Clin  Med  70:1291  (July)  1963. 

Kalkoff,  K.  W„  and  Holtz,  K.  H.:  Histologic 
tions  on  the  regression  of  psoriasis  vulgaris  ut 




Sixty-one  patients  with  moderate  or  severe  contact 
dermatitis,  including  48  cases  of  rhus  dermatitis, 
were  treated  with  Synalar  (fluocinolone  acetonide 
0.025%)  in  a petrolatum  base.  Of  this  group,  complete 
remission  occurred  in  40  of  the  patients  and  17  show- 
ed moderate  improvement. 

“No  adverse  reactions  to  fluocinolone  acetonide 
ointment  (such  as  primary  irritation  or  allergic  sensi- 
tization) were  noted  either  during  or  after  therapy.” 

Of  particular  significance  were  the  results  in 
treating  rhus  poisoning  without  the  need  for  ad- 
junctive systemic  therapy:  “Excellent  results  were 
obtained  with  fluocinolone  acetonide  alone  in  the 
treatment  of  rhus  dermatitis.  These  patients  often 
require  either  systemic  corticosteroids  or  cortico- 
trophin  as  adjunctive  therapy.” 

Seigerman,  H. : Fluocinolone  Acetonide  in  an 
Ointment  Base:  Clinical  Studies  in  Selected  Dermatoses, 
to  be  published  in  Clin  Med. 

provide  your  patients 
with  comfort  after  contact 

For  rapid  and  reliable  reversal  of  the  pruritus  and 
inflammation  of  contact  dermatitis,  prescribe  Synalar 
(fluocinolone  acetonide),  the  topical  corticosteroid  that 
is  replacing  hydrocortisone  in  the  management  of  in- 
flammatory dermatoses. 

Documented  results  show  that  this  unique  agent  is 
highly  effective  in  treating  contact  dermatitis,  rapidly 
relieves  pruritus  and  inflammation,  is  nonsensitizing, 
and  is  economical  because  less  medication  is  required 
to  rapidly  achieve  optimum  results. 


“excellent  results”  without 
adjunctive  systemic  therapy 
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AVAILABLE:  For  initiation  of  therapy — Cream  0.025%,  5 and  15  gm.  tubes.  For 
maintenance  therapy-Cream  0.01%,  45  gm.  tubes.  For  emollient  effect — Ointment 
0.025% , 15  gm  tubes.  For  infected  dermatoses — Neo-Synalar®  (0.025%  fluocinolone 
acetonide.  0.5%  neomycin  sulfate)  Cream,  5 and  15  gm.  tubes.  PRECAUTIONS: 
Synalar  (fluocinolone  acetonide)  preparations  are  virtually  nonsensitizing  and  non- 
irritating. Neomycin  rarely  produces  allergic  reactions.  As  with  all  antibiotics,  pro- 
longed use  may  result  in  overgrowth  of  nonsusceptible  organisms;  if  this  occurs, 
appropriate  therapy  should  be  instituted.  Although  side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids,  as  with  all  drugs,  a few  patients 
may  react  unfavorably.  Where  there  is  systemic  infection  or  severe  local  infec- 
tion, systemic  antibiotics  should  be 

considered,  based  on  susceptibility  an  original  steroid  from 
testing.  CONTRAINDICATIONS: 

Tuberculous,  fungal,  and  most  viral 
lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella). 

Not  for  ophthalmic  use.  laboratories  inc  palo  alto  calif 
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PROFESSIONAL  classified 


Practice  Opportunities 

LOCUM  TENENS  WANTED 

June,  1964.  Terms  to  be  arranged  Write  E.  F.  Lei- 
bold,  M.D.,  Box  368,  Forks,  Wash. 

INTERNIST  WANTED 

To  join  specialty  group  in  North  Seattle.  Write  Box 
30-A,  Northwest  Medicine,  500  Wall  Street,  Seattle, 
Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

GENERAL  PRACTITIONER  WANTED-WENATCHEE 

To  assume  lease  and  practice  (without  cost)  of  man 
leaving  ideally  situated,  growing  North  Central 
Washington  community.  Immediate  income.  Superb 
outdoor  recreation  at  doorstep,  300  days  sunshine 
annually.  Available  July  1.  Write  Box  24- A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash. 

GENERAL  PRACTICE  OPPORTUNITY-SEATTLE 

Wanted,  GP  in  central  area  adjacent  to  hospitals, 
to  assist  busy  solo  GP.  Well  rounded  general  prac- 
tice, fully  equipped  office,  lab,  x-ray.  $1,000  monthly, 
to  start,  partnership  in  one  year.  Write  Box  32-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

EXCEL.  OPPORTUNITY  FOR  GP  NO.-CENTRAL,  WN. 

Small  town  with  big  future  strongly  desires  perm- 
anent physician.  New  hospital  only  6 miles  away, 
but  no  physician  in  this  community  which  now 
serves  approximately  2,000  people.  Nearby  pend- 
ing hydro-electric  project  will  markedly  increase 
local  population  and  economy  plus  necessitate  the 
rebuilding  of  much  of  the  town.  In  heart  of  fabulous 
hunting,  boating,  flying  and  fishing  country.  Con- 
tact either  Mr.  Fred  Everetsbusch,  local  pharmacist, 
Pateros,  Wash.,  or  write  Box  6-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash. 

A REWARDING  GP  OPPORTUNITY 

Practice  in  association  with  another  young  GP. 
Growing,  young  adult  neighborhood.  Outstanding 
office  space  and  facilities.  Dudley  W.  Houtz,  M.D., 
5702  North  26th  St.,  Tacoma,  Wash.  SK  2-7753. 


PRACTICE  UNDERWRITING  PLAN 

Unusual  opportunity  for  physician  desiring  to  estab- 
lish practice  in  Portland  metropolitan  area.  Client 
will  construct  clinic  for  lease  with  option  to  pur- 
chase, underwrite  equipment  and  furnishings,  make 
$5,000  operating  capital  loan  without  interest  to 
assist  qualifying  physician  in  establishing  practice. 
Hal  S.  Whiteside  Associates,  233  S.W.  Front  Ave., 
Portland,  Oregon,  97204,  phone  code  503,  227-2772. 

PRACTICE  OPPORTUNITY 

Physicians  needed  in  Morris  County,  New  Jersey, 
Kinnelon  Borough,  28  miles  from  New  York  City. 
Suites  available  in  New  Professional  Building,  Kin- 
nelon Medical  Center,  Mr.  Henry  D.  Ricker,  Butler, 
New  Jersey. 

GENERAL  PRACTITIONER  WANTED 

To  practice  in  association  with  another  GP.  Excellent 
salary  plus  benefits.  Office,  personnel  and  car  furn- 
ished. On  staff  of  101  bed  hospital  within  3 blocks 
of  office.  Progressive  school  system,  diversified  rec- 
reational facilities  winter  and  summer.  Write  Box 
36-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

GP  OPPORTUNITY-BREMERTON,  WASH. 

Rent  20  year  established  office,  fully  equipped,  $200 
monthly  plus  share  of  expenses.  Downtown  street 
level.  100  ma  Fluoro-x-ray,  EKG,  Diathermy,  Medco- 
Sonlator,  Hyfrecator,  NCR  billing  machine,  patient’s 
files.  No  partnership.  Owner  needs  office  3 nights 
weekly  and  alternate  Saturdays.  Write  Box  35-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

Locations  Desired 

EXPERIENCED  CLINIC  ADMINISTRATOR 

Will  organize  efficient  workable  office  systems  for 
group  or  individual  practices.  Moderate  fees.  Top 
references.  CH  4-1427,  Seattle. 

Office  Space 

GENERAL  PRACTITIONER  WANTED-LACEY,  WASH. 

Space  available  and  ready  for  occupancy  in  new  air- 
conditioned  building.  Private  reception  room,  3 
exam,  rooms,  lab,  and  private  lavatory,  office  and 
business  office.  Ample  parking.  Two  dentists  occupy 
rest  of  building.  Area  one  of  the  fastest  growing  in 
Northwest.  Write  Mr.  T.  R.  Sauls,  Rt.  10,  Box 
562,  Olympia,  Wash. 
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SPACIOUS  AIR-CONDITIONED  OFFICE,  EUGENE 

Located  in  growing  residential  area.  Home  of  the 
University  of  Oregon.  Very  reasonable  lease.  Will 
sell  practice  for  value  of  equipment.  Suitable  for 
GP,  pediatrician  or  internist.  L.  E.  Trombley,  M.D., 
1027  River  Road,  Eugene,  Oregon. 


SPACE  AVAILABLE— EDMONDS,  WASH. 

New  outstanding  Medical-Central  Ruilding,  one 
block  from  Stevens  Hospital.  Excellent  opportunity 
in  expanding  community,  15  miles  north  of  Seattle. 
Lease  terms  reasonable.  PR  8-4333,  PR  8-2205  or 
write  Rox  366,  Lynnwood,  Wash. 


SPACE  IN  WELL-DESIGNED  MEDICAL  OFFICE 

New  office  in  thriving,  expanding  area.  Excellent 
lab  and  x-ray.  Share  large  reception  room  with  estab- 
lished busy  GP.  Exchange  weekends  and  days  off 
to  provide  uninterrupted  time  for  relaxation  and 
recreation.  Rapid  growth  of  practice  assured  through 
referral  of  present  overflow.  Will  give  liberal  assist- 
ance in  loan  of  equipment,  supplies,  and  clerical  help 
during  first  months  of  association.  Phone  VE  9-3480 
or  write  D.  G.  Kohler,  M.D.,  1305  So.  312th,  Federal 
Way,  Wash. 

FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Two  physician  suites  of  800  and  400  sq.  ft.,  or  can 
make  one  suite  of  1,200  sq.  ft.  Adequate  facilities 
and  plumbing.  If  desired  will  remodel  to  needs. 
Ample  parking.  Rent  to  be  negotiated.  Contact  Mr. 
Jack  Brown  of  Ross  Downs,  MU  2-4370. 

NEW  PROFESSIONAL  BUILDING— EVERETT 

Suites  available  in  new  medical  building  located  off 
Broadway  Interchange  at  Eastmont  Shopping  Plaza, 
South  Everett.  Interiors  finished  as  desired.  Indi- 
vidually controlled  heating;  ample  parking,  one 
block  from  new  Eastmont  elementary  school.  Com- 
pletely landscaped.  Phone  Mr.  Martin  Selig,  Seattle, 
MA  2-6816,  evenings  EA  5-8519  or  EA  4-0549 
collect,  or  write  to  2609  First  Ave.,  Seattle,  Wash. 

MEDICAL  SUITE— LYNNWOOD 

Owner  will  provide  liberal  lease  arrangements  until 
practice  established  in  beautiful  clinic  bldg.  Near 
Stevens  Memorial  Hospital.  Available  for  immediate 
occupancy.  Call  PR  8-4611  or  PR  6-1533. 

MEDICAL  OFFICE  FIRST  HILL-SEATTLE 

For  rent  a fully-equipped  office  with  an  adjoining 
examining  room  available.  This  includes  a recep- 
tionist-typist and  a convenient  near-by  parking  area 
for  patients.  Call  EA  2-5966. 

MEDICAL  SUITE— PASCO,  WASH. 

New  modern  suite  of  1,800  sq.  ft.  or  can  make  two 
suites  of  900  sq.  ft.  each.  Ideal  for  ophthalmologist, 
pediatrician  or  2 general  practitioners.  Located  in 
medical  center  close  to  hospital.  Write  Mr.  Howard 
C.  Baker,  P.O.  Box  704,  Pasco,  Wash.,  or  phone 
547-0544. 


MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 


Real  Estate 


MERCER  ISLAND  VIEW  LOT 

One  mile  south  of  floating  bridge,  near  West  Mercer 
Way.  About  2/3  acres.  One  of  few  remaining,  beau- 
tiful home  sites,  close-in.  Harry  Leavitt,  M.D.,  3251 
West  Mercer  Way,  Mercer  Island,  Wash.  AD  2-1312 


Equipment 

MEDICAL  EQUIPMENT  FOR  SALE 

Also  surgical  instruments  and  office  furniture.  For 
further  information  call,  Mrs.  Satterlee,  2 to  5 p.m., 
and  by  appointment.  Dr.  Loren  Shroat’s  office,  727 
4th  & Pike  Bldg.,  Seattle,  MA  2-6111. 

Services 


PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring 
St.,  Seattle,  Wash.  Call  MA  3-2971. 


5 9 YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 


★ Chart  Folders  A Shelf  Filing 

★ Interior  Designs 
For  Office  and  Reception  Room 
★ Steel  and  Wood  Furniture 


TRICK  & MURRAY 

115  Seneca  Street  Seattle,  Washington  98101 
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Ames  Company,  Inc. 

Hema-Combistix  419 

Baxter,  Don,  Inc. 

Systems  Insert  467-468 

Bunrroughs-Wellcome  & Company 

Methedrine  431 

Neosporin 

Campbell  Soup 

Soup  (Roots) 
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Hljper-Tet  Back  Cover 

Endo  Laboratories 

Percodan  427 

Haack  Laboratories,  Inc. 

Obestat  42 1 
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Hydromox  424-425 

Tuberculin  Tine  Test  428 

Lilly,  Eli  and  Company 

Co-Pyronil  442 


Morningside  Hospital 

Comprehensive  treatment 
of  psychiatric  conditions  438 

Parke-Davis  and  Company 

Chloromycetin  Inside  Front  Cover 


426  Pharmaceutical  Manufacturer's  Ass'n  434 
Raleigh  Hills  Hospital 

Treatment  of  alcoholism  438 


Roche  Laboratories,  Inc. 
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Roerig,  J.  B.  and  Company 

Antivert 

Atarax 

Sanborn  Company 

500  Viso-Cardiette 
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Sherman  Laboratories 

Protamide 

Smith-Kline  & French  Laboratories 

Eskatrol 

Syntex  Laboratories,  Inc. 

Norinyl 
Synalar 

Trick  & Murray 

Office  supplies 


435 

437 

422-423 
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Searle,  G.  D.  and  Company 

Dramamine  440 

Shadel  Hospital,  Inc. 

Treatment  of  alcoholism  430 


U.S.  Vitamin  & Pharmaceutical  Corp. 

Arlidin  473 

Wallace  Laboratories 

Deprol  432-433 

Milt  own  464 

West  Coast  Airlines 

Prop-jot  fleet,  convenient 
schedules  439 

Winthrop  Laboratories 

NTZ  Nasal 


Spray 


Inside  Back  Cover 


Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — San  Francisco,  June  21- 
25,  1964,  New  York,  June  20-24, 
1965. 

AMA  Clinical — Miami  Beach,  Nov.  29- 
Dec.  2,  1964. 

Idaho  Academy  of  General  Practice — 
Hayden  Lake,  Sept.  14-16,  1964 
Idaho  State  Medical  Association — June 
17-20,  1964,  Sun  Valley. 

North  Pacific  Society  of  Neur.  & Psy. — 
April  8-10,  1965,  Portland. 

Pres.,  Edward  K.  Kloos,  Portland 
Sec.,  W.  W.  Thompson,  Portland 
Oregon  State  Medical  Association  — 
Oct.  13-17,  1964,  Eugene. 

Pacific  Northwest  Obstetrical  Associa- 
tion Sixteenth  Annual  Meeting — 
Portland,  Oregon,  June  28, -July  11, 
1964. 

Washington  State  Medical  Association — 
Sept.  13-16,  1964,  Seattle. 

West  Coast  Allergy  Society — December 
2-4,  1964,  Los  Angeles. 

Pres.,  B.  C.  Eisenberg,  Huntington 
Psrk  Ceil 

Sec.,  G.  M.  Robins,  Portland 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 
Pres.,  Robert  M.  Hansen,  Portland 
Sec.,  Thomas  E.  Talbott,  Portland 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  District  Branch  of  American 
Psychiatric  Association 
Pres.,  Emanuel  I.  Silk,  Pendleton 
Sec.,  Henry  H.  Dixon,  Jr.,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  Fred  C.  Shipps,  Jr.,  Portland 
Sec.,  James  A.  Schneider,  Portland 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  F.  Keith  Markee,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 

Pres.,  Arnold  Rustin,  Portland 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr.,  Portland 
Sec.,  J.  W.  Bussman,  Portland 

Portland  Surgical  Society — 1th  Tuesday 
(Sept.-May),  University  Club,  Port- 
land 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.  exc.  June,  July,  Aug.,  Dec. 
Pres.,  William  F.  Mead,  Seattle 
Sec.,  Jack  W.  Brown,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle  or  Tacoma. 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 

Pres.,  E.  B.  Parmelee,  Seattle 
Sec.,  W.  S.  Brown,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Robert  M.  Campbell,  Bellevue 
Sec.,  Robert  J.  Lowden,  Seattle 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  E.  J.  Wollenweber,  Seattle 
Sec.,  A.  L.  Skinner,  Seattle 

Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June) 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 

Spokane  Society  of  Internal  Medicine — 
Quarterly.  Rockwood  Clinic 

Pres.,  Loren  Gothberg,  Spokane 
Sec.,  Arch  Logan,  Jr.,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen,  Tacoma 
Sec.,  R.  A.  O'Connell,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  Dumont  Staatz,  Tacoma 
Sec.,  Robert  R.  Burt,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 

Pre.,  Ivar  W.  Birkeland,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green,  Seattle 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose,  Seattle 
Sec.,  Samuel  H.  Tarica,  Seattle 

Washington  Thoracic  Society — June  12, 
13,  1964,  Davenport  Hotel,  Spokane. 
Pres.,  George  H.  Hames,  Seattle 
Sec.,  Arthur  B.  Craig,  Spokane 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson,  Yakima 
Sec.,  Donald  K.  Williams,  Yakima 
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nTz 


nasal  spray 


helps  hay  fever 
patients  forget 
the “season” 


antihistammic  decongestant 


WINTHROP  Uw*w«s 

tew  Tcrt.  HUT 
Omnoo  o(  Stertm*  Orel  toe 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine®  HCI  0.5%- 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  (Tjhenfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Z]ephiran®  Cl 
1:5000  (antibacterial  wettingagent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo- Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then* 
yldia  mine)  and  Ze  phi  ran  (brand  of  benzalkonium  as  chloride,  refined),  trade- 
marks reg.  U.  S.  Pat.  Off.  1795M 


mTz®  Nasal  spray 
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Winthrop  Laboratories 
New  York  18,  N.Y. 


College  of  Phy .of 
19  bouth  2 2nd  Street 

Philadelphia  3, Pa. 
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New  policy  of  the  American  College  of  Surgeons 
on  passive  immunization  with  human 
tetanus  antitoxin 


' rV-  ‘ • 
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At  its  meeting  on  February  9,  1964,  in  Chicago,  the 
Board  of  Regents  approved  the  following  statement  by 
the  Committee  on  Trauma: 


HUMAN  TETANUS  ANTITOXIN  (immune  globulin) 
is  an  effective  material  for  passive  immunization  against 
tetanus.  Because  it  offers  distinct  advantages,  it  should 
be  used  in  preference  to  equine  or  bovine  antitoxin  when 
it  is  available.  The  availability  of  human  tetanus  anti- 
toxin (immune  globulin)  in  no  way  reduces  the  need  for 
active  immunization.  Active  immunization  against  tetanus 
remains  preferable  to  all  forms  of  passive  immunization.  99 


Bull.  Am.  Coll.  Surgeons  49: 101,  1964. 


Now  available  nationally  to  all  physicians 

Hyper-Tet 

[TETANUS  IMMUNE  GLOBULIN-HUMAN] 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or  serum  reactions  due  to 
intramuscular  injection  of  gamma  globulin  is  remote.  Very  rare  serious  reactions  have  been 
reported,  however,  and  their  extreme  rarity  makes  it  impossible  to  predict  their  occurrence. 
Slight  soreness  at  and  over  the  injection  site  may  be  noted.  Do  not  give  intravenously.  There 
are  no  known  contraindications. 
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Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


wa/me# 


DETROIT  11,  MICHIGAN 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


HYDROMOX 


QUI N ETHAZON  E;TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is* 
15  mm.  Hg.,1J  just  right  for  patients  with  mild  to 
moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 


INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 


SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria. 


1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  J.  Amer.  Geriat.  Soc.  11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28,  1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 

8278*4 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Articles  of  Negligible  Interest 

EDITOR,  NORTHWEST  MEDICINE: 

I wish  to  express  criticism  of  an  article  published 
in  your  June,  1964  issue  by  Dr.  May  of  Portland  on 
“The  Effectiveness  of  Erythromycin  in  the  Treat- 
ment of  Office  Patients.” 

Your  article  is  nothing  more  than  a three  page  free 
advertisement  for  Abbott  Laboratories.  It  reports 
absolutely  nothing  that  has  not  already  been  known 
and  discovered  by  every  doctor  in  private  practice. 
I would  suspect  that  most  of  us  have  a much  huger 
and  as  well  controlled  series  as  Dr.  May’s;  after  all, 
this  medication  has  been  in  common  usage  for  many 
years  now.  His  inference  that  persistance  of  symp- 
toms beyond  seventy-two  hours  is  “not  improved”  ( in 
other  words,  a treatment  failure)  is  ridiculous.  He 
states  that  his  study  demonstrates  “thorough  follow-up 
of  patients”  and  I don’t  quite  see  where  this  was 
accomplished.  Follow-up  bacterial  studies  were  not 
done.  There  was  no  controlled  series.  And  I don’t 
consider  a medical  school’s  out-patient  clinic  pa- 
tients as  “office  patients.” 

These  days  when  a doctor  is  deluged  by  dozens  of 
medical  journals  and  other  sources  of  information 
he  has  to  be  careful  in  allotting  available  time  most 
profitably  for  educational  medical  reading;  in  fact 
it  seems  to  take  more  and  more  time  just  to  scan 
publications’  tables  of  contents  to  put  aside  possible 
worthwhile  articles  for  future  study.  Usually  if  a 
journal  consistently  produces  articles  of  negligible 
interest  or  lacking  in  imagination  or  newness  or 
quality  the  journal  as  a whole  is  likely  to  be 
skipped  because  of  this  reputation.  Unfortunately, 
in  such  instances,  the  worthwhile  information  is 
also  missed. 

Y our  truly, 

LEONARD  NEVLER,  M.D. 

Seattle,  Washington 

Contact  Lenses 

EDITOR,  NORTHWEST  MEDICINE: 

Attached  are  two  cases  of  eye  damage  resulting 
from  cement  dust  and  acid  mist,  each  complicated 
because  the  victims  were  wearing  contact  lenses. 


Admittedly,  cases  of  accidents  resulting  from 
the  wearing  of  contact  lenses  are  difficult  to  find. 
Many  have  not  occurred.  This  is  not  surprising; 
indeed,  it  is  proof  that  the  work  of  the  industrial 
physician  and  others  concerned  in  the  preventive 
aspects  of  injuries  and  occupational  diseases  has  not 
been  in  vain. 

Should  we  wait  until  hundreds  or  thousands  are 
injured  before  we  take  precautions?  Is  this  a sound, 
scientific  approach  to  preventive  medicine? 

Many  accidents,  injuries,  or  occupational  diseases 
never  occur  primarily  because  those  responsible  for 
health  maintenance  and  safety  of  workers  have 
scientifically  evaluated  the  potential  safety  and 
health  hazards  of  a job  situation,  recommended  con- 
trols and  encouraged  corrective  procedures.  This  is 
prevention,  one  of  the  most  important  phases  of 
industrial  medicine.  It,  therefore,  is  not  too  unusual 
to  find  very  few  accidents  in  a particular  category. 
When  the  hazard  is  recognized,  evaluated  and  con- 
trolled, the  accident  does  not  occur. 

Look  at  the  record  of  accident  prevention  over 
the  past  37  years.  In  1926,  the  number  of  dis- 
abilities was  31.87  per  million  man  hours  of  ex- 
posure; whereas  in  1963,  the  number  of  disabilities 
was  only  6.12,  a fivefold  reduction.  Credit  for  this 
great  achievement  should  be  given  to  those  con- 
cerned with  prevention.  If  they  had  waited  until  a 
set  number  of  injuries  had  occurred  before  applying 
preventive  measures,  such  a record  would  not  exist. 

The  Council  on  Occupational  Health  has  the 
responsibility  for  the  dissemination  of  information 
on  existing  and  potential  industrial  health  hazards. 
The  Council  secures  expert  consultants,  specialists 
in  the  particular  area  of  interest  in  the  preparation 
of  its  statements,  such  as  the  “Use  of  Contact  Lenses 
in  Industry.”  Since  corneal  contact  lenses  are  being 
worn  by  an  increasing  number  of  workers,  these 
consultants,  industrial  ophthalmologists  have  en- 
couraged the  issuance  of  the  statement. 

Yours  sincerely, 

HENRY  F.  HOWE,  M.D. 

Secretary 

Council  on  Occupational  Health 
American  Medical  Association 

Contact  Lenses 
Cause  Problem 

An  A.T.M.  member  reports  recent  trouble  with  contact 
lenses. 

One  of  his  workers  in  an  acid-ladened  atmosphere,  got 
some  acid  bearing  fumes,  vapors  or  mist  under  his  contact 
lenses  and  suffered  corneal  burns. 

Modern  methods  and  progress  sometimes  cause  trouble  for 
safety  people  and  contact  lenses  cause  problems.  If  dirt  or 
dust  collects  under  the  lens,  we  have  trouble.  Flushing  the 
eyes  with  water  will  not  do  much  good  until  the  lenses  are 
removed. 

One  solution  is  to  watch  the  situation  and  not  put  work- 
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ers  in  areas  where  contact  lenses  can  cause  trouble.  Anyone 
have  a better  solution? 

N.S.C.  Safety  Newsletter,  Automotive  and 
Machine  Shop  Section,  Feb.,  1964 

Eye  Damage 
From 

Cement  Dust 

In  July  1963  an  employee  suffered  a 10  per  cent  loss  of 
the  visual  function.  He  was  luckyl  His  thougtlessness  could 
have  resulted  in  a total  loss  of  sight. 

While  loading  sacks  of  cement,  the  man  got  dust  in  his 
eyes.  The  situation  was  complicated  because  he  was  wearing 
contact  lenses. 

He  did  not  report  the  accident  for  two  days.  The  delay 
could  have  resulted  in  almost  complete  loss  of  sight.  Only 
the  doctor's  fast  and  excellent  treatment  saved  the  sight. 

Although  goggles  were  provided,  the  employee  did  not 
wear  them  all  the  time,  nor  was  he  sure  whether  he  was 
wearing  them  at  the  time  of  the  accident. 

A $5,000  reserve  was  set  up  on  this  claim.  Approximately 
$1,200  has  been  spent  in  direct  costs.  The  victim  reported 
to  the  doctor  each  day  for  40  days,  then  every  other  day  for 
another  month.  There  were  approximately  60  doctor  visits. 

This  case  illustrates  the  need  to  determine  the  people  who 
wear  contact  lenses  and  work  in  areas  where  they  could  be 
affected  by  dust  of  flying  particles. 

N.S.C.  Safety  Newsletter,  Cement,  Quarry 
and  Mineral  Aggregates  Section,  June,  1964 


The  communication  above  is  a sequel  to  publi- 
cation (Use  of  Contact  Lenses  in  Industry,  p.  400, 
June,  1964)  of  an  abstract  prepared  from  a pamphlet 
issued  by  Dr.  Howe’s  department.  The  pamphlet 
was  conjectural  and  cited  no  references  or  statistics. 
We  made  some  effort  to  learn  the  seriousness  of 
the  problem  but  could  find  no  local  indication  that 
contact  lenses  permit,  or  produce,  injury  that  would 
have  been  avoided  had  the  victim  been  wearing 
glasses.  We  then  wrote  to  Dr.  Howe  seeking  refer- 
ence material.  Apparently  there  is  little  or  no  scien- 
tific documentation  of  dangerousness  of  contact 
lenses. 

While  we  agree,  wholeheartedly,  with  Dr.  Howe 
that  physicians  in  industry  have  achieved  a most 
gratifying  record,  we  do  not  believe  the  use  of 
contacts  need  be  discouraged  on  conjecture.  Paucity 
of  evidence  indicates  that  they  do  not  create  much 
of  a problem. 

Indeed  there  is  strong  presumptive  evidence  that 
they  may  solve  more  problems  than  they  create. 
Someone  has  recently  extended  Dorothy  Parker’s 
famous  couplet: 

Men  seldom  make  passes 
At  girls  who  wear  glasses 
But  with  contact  lenses 
They  get  Mercedes-Benzes. 

Ed. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 

A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.f  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxifl 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  > 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i  I 
Cautions  — Occasional  side  effects,  often  dose-related,  a I 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregul.  I 
ities,  nausea  and  constipation.  Paradoxical  reactions  ml 
occasionally  occur  in  psychiatric  patients.  Individual  main1  I 
nance  dosages  should  be  determined.  Advise  patients  agair  I 
possibly  hazardous  procedures  until  maintenance  dosage  ' 
established.  Though  compatible  with  most  drugs,  use  care  tj 
combining  with  other  psychotropics,  particularly  MAO  inhi1/ 
tors  or  phenothiazines;  warn  patients  of  possible  combint  * 
effects  with  alcohol.  Observe  usual  precautions  in  impairii 
renal  or  hepatic  function,  and  in  long-term  treatment. 
Supplied— Capsules,  5 mg,  10  mg  and  25  mg,  bottles 
50  and  500. 


Roche  Laboratories,  Division  of  Hoffmann- La  Roche  In 
Nutley,  N.J.  07110 


for 

The  Age  of 
Anxiety 


LIBRIUM 


- (chlondiazepoxide 

HGI) 


1889 


DIAMOND  JUBILEE 


- 1964 


Washington  State 
Medical  Association 
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ROBERT  B.  HUNTER,  M.D. 

President  - Washington  State  Medical  Association 


As  President  of  the  Washington  State  Medical  Association 
may  I take  this  opportunity  to  invite  physicians  and  their  wives 
of  our  27  constituent  medical  societies  to  attend  the  75th  annual 
meeting  of  our  Association  in  Seattle,  September  13-16. 

A high  standard  of  social  and  scientific  activities  has  been 
established  by  past  meetings  and  it  is  our  hope  that  this  year’s 
convention  will  match  or  excel  previous  efforts.  Excellent  guest 
and  local  speakers  will  add  to  your  knowledge  with  some  emphasis 
on  the  personal  health  problems  of  physicians.  Since  this  is  the 
Diamond  Jubilee  of  our  Association,  we  are  endeavoring  to  properly 
celebrate  during  our  sports  and  social  activities;  the  details  of 
which  are  in  your  programs,  (mailed  in  August). 

The  annual  meeting  of  the  auxiliary  will  reveal  the  many 
areas  and  activities  where  our  wives  supplement  and  compliment 
our  efforts. 

Committee  activities  and  reports  will  be  considered  before 
two  meetings  of  the  House  of  Delegates  and  will  be  fully  discussed 
in  reference  committee  all  day  Tuesday,  September  15,  1964.  All 
members  have  equal  voice  before  these  reference  committees  and 
are  welcome  guests  to  the  House  of  Delegates. 

By  your  attendance  at  and  participation  in  this  annual  meeting, 
our  Diamond  Jubilee  year  will  be  memorable. 

Robert  B.  Hunter,  M.D. 
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ROBERT  M.  LEVENSON,  M.D. 

Chairman,  Scientific  Pro- 
gram Committee 


HUGH  H.  HUSSEY,  M.D. 

Director,  Scientific  Activi- 
ties Division,  American 
Medical  Association 


The  scientific  program  of  the  75tlx  WSMA  annual  meeting  offers  several  depar- 
tures from  previous  sessions.  Goal  of  the  committee  has  been  to  maintain  the 
high  standards  set  by  the  past  several  programs. 

Clinical  pathological  conferences  have  been  scheduled  on  Monday  and  Wed- 
nesday mornings  with  the  hope  that  this  format  ivill  allow  our  distinguished 
guests  an  ample  platform  to  express  their  views  and  no  doubt  their  differences 
of  opinion.  The  cases  to  be  presented  and  the  discussions  will  provide  informa- 
tion of  value  to  all  who  attend. 

The  research  forum  has  been  arranged  to  provide  a thumbnail  sketch  of  cur- 
rent medical  research  in  the  State  of  Washington  with  some  indications  of  the 
potential  of  these  studies.  Both  the  extent  and  quality  of  these  studies  will  prove 
a pleasant  surprise  to  those  who  may  not  know  that  imj)ortant  medical  research 
is  being  done  by  members  of  our  association. 

The  speciality  sections  have  scheduled  programs  that  will  be  informative  and 
practical.  We  hope  that  these  meetings  will  be  attended  not  only  by  the  section 
members  but  by  those  who  have  an  interest  in  some  of  the  problems  being 
discussed. 

The  current  concepts  session,  carried  over  from  last  year  will  provide  authorita- 
tive speakers  on  problems  seen  frequently  but  which  may  prove  “vexingf’ 
either  in  recognition  or  treatment. 

Closed  circuit  television  has  been  abandoned  this  year  and  replaced  by  a more 
extensive  film  program.  You  will  see  outstanding  medical  and  surgical  films 
chosen  from  local  and  national  libraries  will  be  shown  continuously  on  Monday 
and  Wednesday.  A time  and  subject  schedule  ivill  be  posted  for  your  convenience. 

Your  committee  is  hopeful  that  there  will  be  something  of  value  to  each  member 
of  the  Washington  State  Medical  Association  and  that  each  of  you  may  carry 
home  something  of  value  to  your  patients. 

Robert  M.  Levenson,  M.D.,  Chairman 
Scientific  Program  Committee 


Dr.  Hussey  will  speak  at  the  President’s  Luncheon,  Wednesday 
noon,  and  will  address  the  House  of  Delegates  at  the  final  session, 
in  the  afternoon.  He  achieved  his  present  important  position  in 
American  Medicine  after  a long  and  distinguished  career  as  a 
medical  educator  at  Georgetown  University  School  of  Medicine, 
Washington,  D.C.,  of  which  he  was  Dean  when  he  accepted  the 
AMA  post.  He  is  an  internist,  a member  of  many  special  societies, 
a member  of  numerous  boards  of  directors  of  important  organiza- 
tions, former  editor  of  GP,  and  former  AMA  Trustee.  He  is  emi- 
ently  qualified  to  report  on  past  and  future  activities  of  the  Ameri- 
can Medical  Association  in  fulfilling  its  primary  purpose— "advance- 
ment of  the  science  and  art  of  medicine  and  the  betterment  of 
public  health." 
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GUEST  SPEAKERS 


I 


. 


O.  SPURGEON  ENGLISH,  M.D. 

Professor  of  Psychiatry 

Temple  University  Medical  Center 

Philadelphia,  Pennsylvania 

Controversial  Gastrointestinal  Problems 
Address  at  Sunday  Evening  Family  Banquet 


J.  ENGLEBERT  DUNPHY,  M.D. 
Professor  and  Chairman 
Department  of  Surgery 
University  of  Oregon  Medical  School 
Portland,  Oregon 


Controversial  Gastrointestinal  Problems 
Current  Status  of  Organ  Transplant 


WILLIAM  DOCK,  M.D. 

Professor  of  Medicine 
State  University  of  New  York 
Downstate  Medical  Center 
Brooklyn,  New  York 

Controversial  Gastrointestinal  Problems 

Hypertension 

Nicotine 


p.  robb  McDonald,  m.d. 

Clinical  Professor  of  Ophthalmology 
Graduate  School  of  Medicine 
University  of  Pennsylvania 
Philadelphia,  Pennsylvania 


Complications  of  Intraocular  Surgery 
Surgical  Problems  in  Pre-School  Children 
Surgical  Treatment  of  Retinal  Detachment 


CHARLES  H.  JONES,  M.D. 
Superintendent,  Butler  Hospital 
Providence,  Rhode  Island 

A Pox  on  Social  Psychiatry 
Panel  Discussion  on  Narcotics 


EBBE  CURTIS  HOFF,  PhD.,  M.D. 
Chairman,  Division  of  Psychiatric  Research 
Medical  College  of  Virginia 
and  Medical  Director 
Division  of  Alcohol  Studies  and  Rehabilitation 
State  Health  Department 
Richmond,  Virginia 


Therapy  of  Acute  Alcoholism 
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M.  SHELBY  JARED,  M.D. 


Community  Service  Award 

M.  Shelby  Jared,  Seattle,  Medical  Director  of  the  King  County 
Medical  Service  Corporation  from  1946  to  1963,  was  selected  by 
the  \\  ashington  State  Medical  Association  Board  of  Trustees  at  its 
May  meeting  to  receive  the  W.S.M.A.-A.  H.  Robins  Award  for 
outstanding  community  service. 

The  award,  which  is  presented  to  a physician  who  has  extended 
more  than  just  a healing  hand  to  his  community,  will  be  presented 
during  the  Sunday  session  of  the  House  of  Delegates. 

Dr.  Jared  was  born  in  Albany,  Missouri  in  September,  1894; 
graduated  from  Broadway  High  School  in  Seattle  in  1913;  the  Uni- 
versity of  Washington  in  1919;  and  received  his  M.D.  degree  from 
Northwestern  University  Medical  School  in  1923. 

Serving  his  internship  at  Cook  County  Hospital  in  Chicago, 
Dr.  Jared  entered  private  practice  in  Seattle  in  the  spring  of  1925. 

Dr.  Jared,  who  has  been  honored  with  just  about  every  elected 
position  within  his  county  and  state  societies,  has  served  as  secre- 
tary, president  and  delegate  for  the  King  County  Medical  Society. 
At  the  state  level  he  has  served  as  Speaker  of  the  House,  Trustee, 
President  and  delegate  to  the  AM  A.  Dr.  Jared  has  been  a nominee 
for  the  State  Legislature  and  served  three  and  a half  years  in  the 
Medical  Corps  during  WAV,  II.  He  has  been  a member  of  Rotary 
since  1940  and  spent  three  years  as  a member  of  the  Board  of  the 
Rotary  Boys’  Club.  He  has  been  a member  and  contributed  a great 
deal  to  such  community  organizations  as  the  Municipal  League, 
Red  Cross  and  is  a past  president  of  the  Salvation  Army  Advisory 
Board. 

Dr.  Jared  entered  private  practice  in  Seattle  in  the  Spring  of  1925. 


Outstanding  Sports  Program  Scheduled 
M onday,  September  14,  will  be  the  day  sports  minded  physicians  will  have 
the  opportunity  for  long  drives  and  long  fish.  Two  truly  outstanding  sports  events 
have  been  put  togther  by  C.  R.  Smith,  Seattle,  Salmon  Derby  Chairman  and 
Eric  R.  Sanderson,  Seattle,  Chairman  of  the  Washington  State  Medical  Golf 
Association  Annual  Tourney. 

Fish  Beware— Doctors  and  wives  who  enter  this  year’s  Salmon  Derby  will 
have  the  opportunity  to  fish  aboard  cruisers  ranging  from  25  to  60  feet  long 
in  some  of  Puget  Sound’s  best  fishing  waters.  The  Edmonds  Yacht  Club  will 
be  headquarters,  with  a fisherman’s  breakfast  served  in  the  early  a.m.  Then 
aboard  some  of  the  trimmest  cruisers  on  Puget  Sound,  with  skippers  who  know 
where  the  fish  are,  for  a morning  of  real  salmon  fishing,  then  back  to  the  Yacht 
Club  for  a social  hour,  lunch  and  awarding  of  prizes.  Bus  service  will  be  pro- 
vided to  the  Edmonds  Yacht  Club  from  the  Olympic  Hotel,  and  return. 

Oddmakers  Favor  King  County  in  Annual  Golf  Tourney  Competition  Be- 
tween County  Societies—  Doctors  will  not  only  compete  on  Broadmoor’s  beau- 
tiful fairways  for  low  gross  and  low  net  honors  at  this  year’s  Annual  Meeting 
of  the  Washington  State  Medical  Golf  Association,  but  there  will  be  inter- 
countv  competition,  with  all  doctor-entries  eligible  to  represent  their  county 
societies.  A team  trophy  will  be  awarded  to  the  county  society  which  has  four 
players  turning  in  cards  adding  up  to  a low  Gross  aggregate. 

The  same  determined  cry  can  be  heard  in  locker  rooms  from  Bellingham, 
to  Walla  Walla;  from  Vancouver  to  Spokane;  practice,  practice,  practice,  make 
the  team,  and  beat  King  Comity. 


502 

Northwest  Medicine,  August  1964 


Annual  Sportsmen’s  Banquet— Fishermen,  whose  activities  will  be  con- 
cluded with  the  social  hour  and  luncheon  at  the  Edmonds  Yacht  Club  at  noon, 
are  invited  to  join  the  golfers  at  the  Annual  Sportsmen’s  Stag  Banquet  which  will 
be  held  Monday  evening  at  the  Broadmoor  Country  Club.  Tickets  will  be  avail- 
able at  the  clubhouse. 

Information  and  registration  forms  should  have  been  on  all  doctors  desks 
in  early  August.  Physicians,  who  have  not  registered  for  one  (or  both)  of  these 
events  can  still  do  so  by  writing  to  C.  R.  Smith,  Chairman  of  the  VV.S.M.A. 
Salmon  Derby  or  Eric  R.  Sanderson,  Chairman  of  the  Washington  State  Medical 
Golf  Association  in  care  of  the  W.S.M.A.  Central  Office,  1309  Seventh  Avenue, 
Seattle  98101. 


Absentee  Ballots 

Rather  than  have  physicians  leave  the  Convention,  while  in  progress,  to  vote 
on  the  Primary  Election  day,  September  15,  the  Association  is  mailing  applica- 
tions for  absentee  ballots  to  all  physician  members  and  their  wives  early  this 
month.  The  ballots  must  be  taken  to  the  office  of  the  county  auditor  or  city 
clerk  in  the  area  in  which  the  applicant  is  registered.  Upon  receipt  of  the  appli- 
cation, the  clerk  or  auditor  will  verify  the  applicant’s  voting  registration  and  will 
mail  a complete  ballot  to  those  qualified. 


MRS.  ERWIN  R.  SLADE 

President 

Womans  Auxiliary 


Women ’s  A uxiliary 

The  33rd  annual  session  of  the  Woman’s  Auxiliary  to  the  Washington  State 
Medical  Association  will  meet  concurrently  with  the  WSMA  Convention  Sep- 
tember 13-16  at  the  Washington  Athletic  Club,  Seattle. 

Mrs.  Erwin  R.  Slade,  Auxiliary  President  from  Snohomish,  will  report  at  the 
Sunday  Session  of  the  WMSA  House  of  Delegates  on  a year  that  has  seen  the 
Auxiliary  take  a strong  and  active  part  in  such  important  areas  as  the  AMA- 
Education  Research  Foundation,  Civil  Defense,  and  School  and  Mental  Health. 

The  Auxiliary  has  played  a vital  role  in  the  activities  of  the  County  Opera- 
tion Hometown  Campaign  Committees;  and  the  vote  by  the  House  Ways  and 
Means  Committee  to  table  further  consideration  of  the  compulsory  social 
security  approach  to  medical  care  for  the  aged,  is  proof  of  their  good  work. 

A new  feature  of  this  year’s  meeting  will  be  the  invitation  of  12  leaders 
of  women’s  organizations  in  the  state,  including  such  groups  as  the  American 
Association  of  University  Women,  the  YWCA,  Federated  Women’s  Groups, 
Business  and  Professional  Women,  church  groups  and  leaders  of  the  women’s 
division  of  the  two  political  parties.  These  leaders  will  be  guests  at  the  annual 
auxiliary  luncheon  on  Tuesday,  September  15.  Mrs.  Elizabeth  Margulis,  field 
representative  of  the  American  Medical  Association,  will  be  the  guest  speaker. 
They  will  then  be  conducted  on  a tour  of  the  scientific  and  technical  exhibits  by 
physicians  who  will  explain  the  importance  of  these  activities  to  the  art  and 
science  of  medicine  and  to  the  public’s  health. 

Registration  will  begin  Sunday  at  2:00  p.m.  on  the  Mezzanine  in  the  Olympic 
Hotel.  At  the  conclusion  of  the  meeting  Wednesday  evening,  Mrs.  F.  M.  Lyle 
of  Spokane  will  join  Roland  D.  Pinkham  of  Seattle,  1964-65  WSMA  President, 
in  the  reception  line  to  receive  congratulations  on  assuming  the  new  duties  as 
President  of  the  WSMA  Auxiliary,  at  the  New  President’s  Reception  in  the 
Georgian  Room  of  the  Olympic  Hotel. 
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Technical  Exhibitors 


New  Ideas  — New  Drugs  — New  Services 


Abbott  Laboratories 
Booth  #1 
A.  S.  Aloe  Co. 

Booth  #3 

Ames  Company,  Inc. 

Booth  #40 

Astra  Pharmaceutical  Products,  Inc. 

Booth  #78 
Ayerst  Laboratories 
Booth  #39 

Barnes-Hind  Laboratories,  Inc. 

Booth  #76 
Don  Baxter,  Inc. 

Booth  #33 

The  Borden  Co.,  Pharm.  Division 

Booth  #44 

Bristol  Laboratories,  Inc. 

Booth  #69 

Burroughs  Wellcome  & Co.,  Inc. 

Booth  #15 

Burton,  Parsons  & Co. 

Booth  #63 
Carnation  Company 
Booth  #36 

Ciba  Pharm.  Company 
Booth  #61 

Coca-Cola  Company 
Booths  #7  and  #8 
Cutter  Laboratories 
Booth  #41 

Dictaphone  Corporation 
Booth  #52 

Doyle  Pharm.  Company 
Booth  #26 

Dome  Chemicals  Inc. 

Booth  #65 

Eaton  Laboratories,  Inc. 

Booth  #66 

Encylopaedia  Britannica 
Booth  #21 

Endo  Laboratories  Inc. 

Booth  #20 

Gerber  Products  Co. 

Booth  #28 

Geigy  Pharmaceuticals 
Booth  #24 
J.  Hall  & Co. 

Booth  #80 

Health  Insurance  Council 
Booth  #73 

I. B.M.  Corporation 

Booth  #71 

Johnson  & Johnson 
Booth  #62 

Knoll  Pharmaceutical  Co. 

Booth  #67 
Lederle  Laboratories 
Booth  #2 

Thomas  Leeming  & Co.,  Inc. 

Booth  #9 

J.  B.  Lippincott  Company 

Booth  #70 

Loma  Linda  Food  Co. 

Booth  #12 

Maico  Hearing  Center 
Booth  #23 

The  S.  E.  Massengill  Co. 

Booth  #25 

McNeil  Laboratories,  Inc. 

Booth  #59 

Mead  Johnson  Laboratories 
Booth  #53 

Medical  Service  Specialties 
Booth  #6 

Merck  Sharp  & Dohme,  Inc. 

Booth  #56 

Milex-Fertilex  Company 
Booth  #49 


Mutual  Benefit  Life  Ins.  Co. 

Booth  #74 

Organon  Incorporated 

Booth  #51 

Ortho  Pharmaceutical  Corp. 

Booth  #38 

Parke,  Davis  & Company 
Booth  #60 

Person  & Covey,  Inc. 

Booth  #31 
Pet  Milk  Company 
Booth  #48 
Pfizer  Laboratories 
Booth  #46 

Hiker  Laboratories,  Inc. 

Booth  #27 

A.  H.  Robins  Company,  Inc. 

Booth  #30 
Roche  Laboratories 
Booth  #57 

J.  B.  Roerig  & Company 
Booth  #43 

William  H.  Rorer,  Inc. 

Booth  #54 
Ross  Laboratories 
Booth  #11 

Rowell  Laboratories,  Inc. 

Booth  #77 
Sanborn  Company 
Booth  #37 

Sandoz  Pharmaceuticals 
Booth  #55 

W.  B.  Saunders  Company 
Booth  #32 
Julius  Schmid,  Inc. 

Booth  #64 

G.  D.  Searle  & Company 
Booth  #58 

Sherman  Laboratories 

Booth  #5 

Smith  Kline  & French  Laboratories 

Booth  #79 

Smith,  Miller  & Patch,  Inc. 

Booth  #14 

E.  R.  Squibb  & Sons 

Booth  #29 

Stacey’s  Book  Center,  Inc. 

Booth  #4 

Stenocord  Corporation 
Booth  #13 

R.  J.  Strasenburgh  Co. 

Booth  #18 

The  Stuart  Company 
Booth  #47 

Syntex  Laboratories,  Inc. 

Booth  #17  and  #72 
U.  S.  Vitamin  & Pharm.  Corp. 

Booth  #10 

The  Upjohn  Company 
Booth  #22 

Wallace  Laboratories,  Inc. 

Booth  #45 

Warner-Chilcott  Labs. 

Booth  #16 

Warren-Teed  Products  Co. 

Booth  #50 

Washington  State  Apple  Commission 
Booth  #19 

Western  Optical  Company 
Both  #75 

Western  X-Ray  Company 
Booth  #42 

White  Laboratories,  Inc. 

Booth  #34 

Winthrop  Laboratories 

Booth  #35 

Dean  Witter  & Company 
Booth  #68 


Physicians’  Art  Exhibit 

O ils,  watercolors,  etchings,  drawings,  and  sculpture,  by  physician  artists,  will  be  exhib- 
ited on  the  stage  of  the  Grand  Ballroom.  The  exhibit  will  be  arranged  by  Edmund 
H.  Smith. 


Women  Physicians 

Women  physicians  of  Seattle  and  the  State  of  Washington  reserve  Monday 
evening,  September  14  for  a no-host  dinner  at  the  Olympic  Hotel  following  the 
W.S.M.A.  New  President’s  Reception. 
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You  can’t  get  oranges  from  a cardboard  tree 


The  only  replacement  for  a glass  of 
range  juice  is  a second  glass  of  orange 
lice.  You  can  no  more  get  the  nutritive 
anefits  of  natural  orange  juice  from  an 
nitation  drink  than  you  can  grow 
ranges  on  a cardboard  tree. 

Take,  for  instance,  the  matter  of  man’s 
letabolic  system.  Nature  has  spent 
lousands  of  years  adapting  man's 
letabolism  so  that  he  can  get  the  most 
aurishment  possible  from  natural  foods, 
'oes  it  seem  likely  that  in  a decade 
two  laboratory  technicians  can  con- 


coct a drink  equally  nutritious  to  man? 
When  many  of  us  were  born.  Vitamin  C 
hadn't  even  been  discovered,  and  it’s 
but  one  of  the  valuable  ingredients  in 
natural  juice. 

Or,  take  the  matter  of  flavor.  You 
can’t  deny  that  nothing  tastes  quite  as 
good  as  fresh  orange  juice.  Do  the  essen- 
tials that  make  this  difference  in  taste 
also  promote  the  ultimate  utilization  of 
sugars  and  enzymes  by  the  body? 

Certainly,  for  quality,  Florida  citrus 
fruits  and  juices  are  unrivaled.  Not  a 

©Florida  Citrus  Commission,  Lakeland,  Florida 


single  box  of  oranges  or  frozen  concen- 
trate leaves  our  state  until  it  meets  rigid 
standards  of  quality.  The  fruit  must  ma- 
ture on  the  tree,  and  it  must  have  a 
specific  ratio  of  fruit  sugars  to  acid  to 
assure  that  prized  tart-sweet  flavor.  Or- 
anges are  then  processed  so  that  98%  of 
the  natural  vitamin  C content  is  retained 
in  both  the  frozen  and  canned  juice. 

Doesn't  it  make  good  sense  to  reach  for 
some  real  orange  juice  from  Florida,  your- 
self... and  not  be  content  with  anything 
less  for  your  patients? 


V 


! 


pain 

and 

swelling 
of  hemorrhoids 

effectively  relieved 

with  NEW  formula 

PNS' 

suppositories 


Each  suppository  contains: 

Pontocaine®  (brand  of  tetracaine)  HCI  . . . 10  mg. 
Neo-Synephrine®  (brand  of  phenylephrine)  HCI  5 mg. 

Superinone®  (brand  of  tyloxapol) 25  mg. 

Bismuth  subcarbonate 100  mg. 


PNS  Suppositories  contain  Pontocaine  (tetracaine  — 
Winthrop)  for  long-acting,  nonirritating  anesthesia, 
Neo-Synephrine  (phenylephrine  - Winthrop)  for 
dependable  decongestion,  bismuth  subcarbonate  for 
protective  coating  of  ulcerations  and  Superinone 
(tyloxapol  - Winthrop)  for  its  spreading  effect. 

Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting 
a minute  or  two,  has  occurred  in  a few  instances. 
However,  should  evidence  of  sensitivity  appear, 
use  of  the  suppository  should  be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 


W/nfhrop 

Winthrop  Laboratories 
New  York,  N.  Y. 
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COMING 


West  Coast  Airlines  '64  Style 
offers  you  the  best  schedules  ever. 


Thanks  to  our  new  expanded  fleet  of  F-27  prop-jets  the  new  West 
Coast  Airlines  now  serves  the  Northern  West  with  more  flights,  with 
more  convenient  schedules.  West  Coast  Airlines,  '64  style.  New  from 

the  ground  up,  way  up  west  Coast  Airlines 
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The  One  Tranquilizer  that  Belongs  in  Every  Practice 

Miltowir 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range— may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

%.  Wallace  Laboratories/ Cranbury,  N.  J. 


509 

Northwest  Medicine,  August  1964 


when  fear  of  labor  reflects 
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the  intensity  of  your  patient’s  tension... 


AT  A R7IX® 


(hydroxyzine  HCl)j£L. 

for  any  age-for  any  stage  of  anxiety 


Powerful  enough  to  relieve  pain-engendering  anxiety 

Because  fear  is  often  the  chief  pain-producing  agent  in  otherwise  normal  labor, 
parturient  patients  experience  greater  ease  of  mind  and  body  when  you  pre- 
scribe Atarax  (hydroxyzine  HCI).  Among  its  other  advantages  are  the  added 
antiemetic  property  which  minimizes  postanesthetic  vomiting,  and  its  mild  po- 
tentiating action  which  frequently  reduces  requirements  for  adjunctive  narcotics. 

Well  tolerated  by  both  mother  and  child 

Hydroxyzine  HCI  can  be  used  without  fear  of  adverse  effects  on  vital  functions 
of  either  mother  or  fetus. 

No  matter  how  anxiety  manifests  itself,  or  how  severe  it  is,  you  can  count  on 
hydroxyzine  HCI  for  rapid,  effective  relief.  The  wide  variety  of  dosage  forms 
makes  administration  flexible  by  any  standards  of  convenience,  patient  prefer- 
ence, or  emergency  requirements. 

FOR  EVERY  DEGREE  OF  ANXIETY  IN  PATIENTS  UNDER  6 TO  OVER  60 


In  any  condition  where  tissue  depletion  of  the  water-soluble  vitamins  is  found, 
Rx  RoeriBeC*  therapeutic  B complex  with  500  mg.  of  vitamin  C.  *i«»oema»« 


Side  effects  and  precautions: 

Therapeutic  doses  of  Atarax 
(hydroxyzine  HCI)  seldom 
impair  mental  alertness.  If 
drowsiness  occurs,  it  is  usu- 
ally transitory  and  may  dis- 
appear after  a few  days  of 
therapy  or  with  reduced  dos- 
age. Mouth  dryness  may  oc- 
cur at  high  doses.  In  some 
hospitalized  patients  on  high 
doses,  involuntary  motor  ac- 
tivity, not  unlike  that  seen 
with  high  doses  of  other  psy- 
chotropic drugs,  has  been  re- 
ported although  continued 
therapy  with  1 Gm.  daily  has 
been  used  in  some  cases 
without  producing  this  ef- 
fect. When  some  patients  re- 
ceive anticoagulants  and  hy- 
droxyzine HCI  concurrently, 
the  anticoagulant  require- 
ment may  be  decreased;  pa- 
tients receiving  both  should 
be  followed  closely  and  ap- 
propriate laboratory  studies 
performed  regularly.  When 
hydroxyzine  HCI  is  used  with 
CNS  depressants,  its  mild 
potentiating  action  should 
be  taken  into  consideration. 
Soft  tissue  reaction,  as  seen 
with  other  injectables,  has 
rarely  been  reported  with 
parenteral  hydroxyzine  HCI. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.  Y.  10017 
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In  systole  and  diastole,  the  human  heart  produces 
a maximum  signal  of  only  a few  millivolts  between 
two  ECG  limb  electrodes.  Mixed  in  with  this  tiny 
signal  may  be  some  unwanted  electrical  “noise”, 
caused  by  power  lines,  nearby  X-ray  or  diathermy 
machines,  or  even  ordinary  office  equipment.  Until 
now,  eliminating  this  noise  from  the  record  usually 
meant  time-consuming  adjustments  and  rerunning 
records  until  the  complexes  were  clear. 

The  new  Sanborn  500  Viso-Cardiette  now  iso- 
lates such  noise  from  the  cardi- 
ac signal  to  an  extent  never 
before  achieved  — and  simulta- 
neously maintains  even  greater 
protection  for  the  patient  with- 
out the  use  of  fragile  patient 
fuses.  The  “500”,  in  effect,  sees 
all  of  the  wanted  ECG  signal 
and  little  or  no  noise,  to  give 
you  a diagnostically  useful  trac- 
ing with  greater  ease  and  speed. 


This  highly  refined  new  instrument  also  uses 
the  new  Redux®  Creme  ■ — an  improved  non- 
abrasive electrolyte  easily  applied  and  removed 
without  rubbing  . . . and  has  operating  features 
including  two  chart  speeds  and  three  recording 
sensitivities,  simplified  control  arrangement,  color- 
coded  patient  cable  and  pictorial  connection  dia- 
gram on  the  instrument  panel.  Housed  in  a com- 
pact, vinyl-clad  aluminum  case  that’s  easy  to  carry, 
or  effortlessly  rolled  on  a matching  mobile  cart, 
this  newest  Sanborn  contribu- 
tion to  cardiography  costs  only 
$695  complete  (delivered,  con- 
tinental U.S.)  or  $820  with 
mobile  cart.  Call  your  local 
Sanborn  office  now  for  details 
and  a demonstration.  Sanborn 
Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a 
division  of  Hewlett-Packard. 


NEW 

SANBORN 

500 

ViSO 


Isolates  the  noise  so  only  the  cardiac  signal  goes  on  paper 


Seattle  Branch  Office  1 1 1 Second  Ave.  North,  Mutual  2-1  144 
Portland  Sales  & Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  W.  1 6th  Ave.,  Capitol  7-7559 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


G~  ‘CORTISPORIN’!^ 

POLYMYXIN  B— NEOMYCIN— GRAMICIDIN 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 


__  -<■  SSI 


E5| 


m 


r£i  S 

f 


M 


a new  vanishing  cream  base 


1/2  oz. 

‘CORTISPORINM 

POLYMYXIN  B - BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE  IT 

OINTMENT 


a special  low  melting  point  base 

anti-inflammatory 
bactericidal 


antipruritic 
rarely  sensitizing 


CREAM—  Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT  — Ingredients:  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  Vz  oz.  and  % oz. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

C ontraindications  : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Occupational  dermatitis  is  a major  economic,  as  well  as  medical,  problem.  It  has  been  ) 
estimated  that  affections  of  the  skin  constitute  about  60%  of  all  medical  diseases  which  c • 
reported  to  compensation  boards  in  this  country,  and  that  10%)  of  all  dermatoses  in  th 

l' 

general  population  are  of  industrial  origin . 1 The  monetary  loss  resulting  from  occupation 
dermatoses  is  reported  to  amount  to  approximately  100  million  dollars  a year? 

Every  contactant  in  a patient’s  environment  must  be  considered  a possible  irritant  or 
sensitizer;  however,  regardless  of  the  etiology  of  this  disease  category,  the  need  for 
immediate  symptomatic  relief  is  essential.  Synalar  ( fluocinolone  acetonide)  has  been 
documented  as  97%  effective  in  the  management  and  control  of  contact  dermatitis. 

1.  Pillsbury,  D.  M.,  et  al,  in  collaboration  with  Samitz,  M.  H.,  Dermatology,  W.  B.  Saunders  Company,  Philadelphia,  1960,  p.  12' 
2.  Kanof,  N.  B.:  Permanent  Disability  from  Industrial  Dermatitis,  Arch  Environ  Health  4: 622,  1962. 
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provide  your  patients 
with  comfort  after  contact 

For  rapid  and  reliable  reversal  of  the  pruritus 
and  inflammation  of  contact  dermatitis,  pre- 
scribe Synalar  (fluocinolone  acetonide),  the 
topical  corticosteroid  that  is  replacing  hydro- 
cortisone in  the  management  of  inflammatory 
dermatoses. 

Documented  results  show  that  this  unique 
agent  is  highly  effective  in  treating  contact 
dermatitis,  rapidly  relieves  pruritus  and  in- 
flammation, is  nonsensitizing,  and  is  econom- 
ical because  less  medication  is  required  to 
rapidly  achieve  optimum  results. 


AVAILABLE:  For  initiation  of  therapy — Cream  0.025%,  5 a 
15  gm.  tubes.  For  maintenance  therapy — Cream  0.01%,  45  g 
tubes.  For  emollient  effect  — Ointment  0.025%,  15  gm.  tub' 
For  infected  dermatoses — Neo-Synalar®  (0.025%  fluocinolo 
acetonide,  0.5%  neomycin  sulfate)  Cream,  5 and  15  gm.  tub' 
PRECAUTIONS:  Synalar  (fluocinolone  acetonide)  preparatio 
are  virtually  nonsensitizing  and  nonirritating.  Neomycin  ran 
produces  allergic  reactions.  As  with  all  antibiotics,  prolong 
use  may  result  in  overgrowth  of  nonsusceptible  organisms; 
this  occurs,  appropriate  therapy  should  be  instituted.  Althou 
side  effects  are  not  ordinarily  encountered  with  topically  appli 
corticosteroids,  as  with  all  drugs,  a few  patients  may  react  t 
favorably.  Where  there  is  systemic  infection  or  severe  lo< 
infection,  systemic  antibiotics  should  be  considered,  based 
susceptibility  testing.  CONTRAINDICATIONS:  Tuberculoi 
fungal,  and  most  viral  „ ,,om 

lesions  of  the  skin  (in- 
cluding herpes  simplex, 
vaccinia,  and  varicella). 


SYNTEX 


Not  for  ophthalmic  use.  laboratories  inc  palo  alto,  cal 


miilllllli 


in 


virtually  all  diarrheas. 


prompt  symptomatic  control 


LOMOTIL 


TABLETS/ LIQUID  — Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lomotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children's  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 

Research  in  the  Service  of  Medicine 
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SEARLE 


EDITORIAL 


Acute  Defibrination  and  Fibrinolysis 


When  thromboplastic  substances  enter  the  blood 
stream  and  cause  in  vivo  clotting,  plasma 
fibrinogen  is  precipitated  as  fibrin. 

Blood  contains  an  inactive  proteolytic  enzyme, 
plasminogen,  capable  upon  activation  (to  plas- 
min)  of  digesting  fibrin.  Accelerated  fibrinolysis 
can  lead  also  to  the  splitting  of  fibrinogen  into 
abnormal,  large,  molecular  fragments  that  block 
the  orderly  polymerization  of  fibrin  and  result 
in  a severe  hemorrhagic  diathesis. 

Some  or  all  of  these  phenomena  are  responsi- 
ble for  the  uncontrollable  bleeding  sometimes 
complicating  surgery  on  the  lung,  prostate,  liver, 
heart  and  pancreas;  for  certain  hemorrhagic  ac- 
cidents of  pregnancy  (premature  separation  of 
the  placenta,  fetal  death  in  utero,  and  amniotic 
fluid  embolism);  or  for  the  shock  and  oozing 
of  acute  defibrination  caused  by  an  incompati- 
ble blood  transfusion. 

A sample  of  blood  drawn  by  venepuncture 
from  such  patients  and  placed  in  a glass  tube 
without  anticoagulant  may  remain  uncoagulated 
or  may  clot,  then  (usually  within  three  hours) 
reliquify  if  fibrinolysis  is  clinically  important. 
A euglobulinlysis  test  may  yield  an  answer  within 
minutes  under  the  same  circumstances. 

Addition  of  thrombin  to  such  a blood  may 
produce  only  a very  small  ball  of  fibrin  if  severe 
fibrinogenopenia  is  present.  Another  rapid 
screening  test  utilizes  one  drop  of  the  patient’s 


blood  obtained  by  finger-stick.  After  appropriate 
dilution,  a drop  is  mixed  with  one  drop  of  poly- 
styrene latex  combined  with  rabbit  antibodies  to 
human  fibrinogen.  Clumping  occurs  within  20 
seconds  if  normal  levels  of  fibrinogen  are  pres- 
ent. Values  of  less  than  100  mg  of  fibrinogen  per 
100  ml  fail  to  show  clumping. 

Two  approaches  to  therapy  exist:  the  replace- 
ment of  fibrinogen  and  the  inhibition  of  fibrin- 
olysis. 

Epsilonaminacaproic  acid  (EACA),  an  inhib- 
itor of  plasminogen  activation  has  recently  been 
evaluated  and  approved  for  release.  It  inhibits 
fibrinolysis  and  reduces  the  hemorrhagic  state 
resulting  from  the  abnormally  degraded  fibrin- 
ogen derivatives.  EACA  can  be  administered 
either  orally  or  intravenously. 

The  presence  of  generalized  oozing  frequently 
also  demands  the  intravenous  administration 
of  sufficient  fibrinogen  to  supply  fibrin  plugs 
for  the  leaks.  Although  fibrinogen  fractions  are 
known  sometimes  to  be  carriers  of  homologous 
serum  hepatitis  virus,  this  risk  is  overshadowed 
by  the  imperative  need  for  hemostasis.  Subse- 
quent gamma  globulin  administration  may  miti- 
gate the  risk  somewhat. 

The  appropriate  use  of  these  two  approaches, 
plus  transfusions  of  whole  blood,  may  be  life- 
saving. ■ A.J.S. 
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Some  allergic  patients  need  more  relief 
than  a single  antihistamine  can  give 


For  more  complete  relief,  consider  the  antiallergic  formula 
that  includes  a vasoconstrictor  in  addition  to  two  antihis- 
tamines. The  vasoconstrictor  ingredient  in  Co-Pyronil  acts 
to  relieve  swelling  and  to  control  edema,  which  are  common 
symptoms  of  nasal  allergies,  urticaria,  and  minor  drug  reac- 
tions. Co-Pyronil  also  quickly  provides  more  complete  relief 
when  nasopharyngeal  swelling  is  responsible  for  secondary 
symptoms  of  earache  or  sinus  headache. 

Co-Pyroi lil 

Pyrrobutamine  Compound 


Side-Effects:  Drowsiness  is  sometimes  reported  at  the  beginning  of 
treatment  but  is  usually  transient.  In  rare  instances,  symptoms  of 
sympathetic  overstimulation  may  be  noted  from  the  vasoconstrictor 
ingredient  in  Co-Pyronil. 

Precautions  and  Contraindications:  Sensitivity  to  antihistamines  has 
occurred  but  is  rare.  Co-Pyronil  should  be  used  with  caution  in  the 
presence  of  hypertension,  cardiovascular-renal  disease,  and  hyper- 
thyroidism. As  with  any  preparation  containing  antihistamines  and 
sympathomimetics,  overdosage  may  produce  excessive  central-nervous- 
system  depression  or  stimulation. 


Each  Pulvule®contains  Pyronil®(pyrrobutamine.  Lilly).  15  mg./Histadyl® 
(methapyrilene  hydrochloride.  Lilly),  25  mg./Clopane®  Hydrochloride 
(cyclopentamine  hydrochloride,  Lilly),  12.5  mg. 


Additional  information  available  upon  request. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  400644 
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Pathology  of  the  Thymus 

With  Special  Reference  to  Autoimmune  Disease 

SIR  MACF  ARLANE  B U RN  ET,O.M„  F.R.S.  Melbourne,  Australia 


At  the  Hall  Institute,  we  have  had  a continuing 
interest  in  the  thymus  since  Metcalf  demonstrat- 
ed that  his  lymphocyte  stimulating  factor  was 
present  only  in  the  thymus  amongst  normal 
organs  in  mammals.'  With  the  development  of 
the  clonal  selection  theory  in  1958-59, 2 the  lym- 
phocyte was  assigned  a central  role  “as  (a)  the 
carrier  of  genetic  information  . . . and  the  po- 
tential parents  of  the  plasma  cells  . . . and  (b) 
the  mediator  of  the  functions  of  cell-borne  anti- 
body.”3 As  the  major  producer  of  lymphocytes 
in  early  life,  the  thymus  was  recognized  as  po- 
tentially a key  organ  for  immune  function  but 
there  was  no  experimental  approach  until  Mill- 
er’s work  appeared  showing  the  effect  of  neo- 
natal thymectomy  in  the  mouse.1  From  this  and 
the  independent  findings  of  Archer  and  Pierce 
that  neonatal  thymectomy  reduced  immunologi- 
cal capacity  in  the  rabbit5  the  present  deep  in- 


abstract 

burnet,  f.  m.  (Walter  and  Eliza  Hall  Institute  of 
Medical  Research,  Melbourne,  Australia)  Pathology 
of  the  thymus,  with  special  reference  to  autoimmunie 
disease.  Northwest  Med  63:519-522  (Aug)  1964. 

Autoimmune  disease  may  be  regarded  as  a 
form  of  conditioned  malignancy,  somewhere  be- 
tween lymphocytic  proliferation  of  an  immune 
response  and  the  uncontrolled  accumulation  of 
lymphocytes  in  leukemia.  The  thymus  is  the  most 
likely  site  for  emergence  of  pathogenic,  mutant 
lymphocytes.  Appearance  of  germinal  centers 
in  the  thymus,  not  normally  seen,  may  serve  as 
an  index  of  forbidden  clones.  Midtiplication 
of  forbidden  clones  may  produce  pathogenic 
cells,  clinically  important.  If  thymic  cells  re- 
sponsible for  control  of  lymphocyte  differentia- 
tion and  proliferation  are  attacked  by  forbidden 
clones,  catastrophic  loss  of  immunologic  control 
may  result.  At  present,  the  forbidden  clone  hypo- 
thesis appears  to  have  its  greatest  clinical  sig- 
nificance in  systemic  lupus  erythematosis. 

Sommer  Memorial  Lecture  delivered  in  Portland,  Oregon 
on  April  22,  1964. 


terest  in  thymic  function  and  pathology  has 
arisen. 

In  this  paper  I shall  attempt  what  is  essentially 
a review  of  modem  work  on  the  morphological 
and  functional  pathology  of  the  thymus.  I shall 
omit  completely  any  mention  of  the  thymus  and 
bursa  of  Fabricius  in  birds,  despite  their  growing 
interest  and  importance.  I shall  be  concerned 
essentially  only  with  two  mammals,  man  and 
mouse.  Basically,  the  thymus  seems  to  be  func- 
tionally similar  in  these  and  all  placental  mam- 
mals. 

origin  and  normal  structure  of  the  thymus 

The  thymus  arises  as  a pair  of  cords  develop- 
ing from  the  5th  branchial  pouch.  These  epithe- 
lial structures  move  down  toward  the  thorax  in 
embryonic  development  giving  rise  to  the  para- 
thyroids on  the  way.  Following  Auerbach,  we 
can  accept  the  view  that  in  the  mammal  the 
thymus  is  the  source  of  the  earliest  lymphocytes 
to  appear  in  the  body  and,  with  perhaps  less 


abstract  o 

BURNET,  f.  m.  (Walter  and  Eliza  Hall  Institute  of 
Medical  Research,  Melbourne,  Australia)  Pathology 
of  the  thymus,  with  special  reference  to  autoimmune 
disease.  Northwest  Med  63:519-522  (Aug)  1964. 

Procesos  auto-inmunes  pueden  ser  consider- 
ados  como  un  tipo  de  “malignidad  condicionada,” 
en  un  punto  intermedio  entre  la  proliferacion 
linfocitica  inmune  y la  acumulacion  desordenada 
que  se  ve  en  leucemia.  El  timo  es  sitio  mas 
probable  de  produccion  de  mutantes  patogenicas 
de  celulas  linfoides.  La  aparicion  de  centros 
germinales,  los  cuales  no  se  encuentran  normal- 
mente,  puede  servir  como  un  indice  de  “ clones ” 
prohibidos.  La  multiplacacion  de  estos  puede 
producir  celulas  patogenas  y clinicamente  impor- 
tantes.  Si  las  normales  celulas  timicas  respoti- 
sables  para  el  control  de  la  diferenciacion  y 
proliferacion  linfocitica,  son  atacadas  por  estas 
mutantes,  una  perdida  catastrofica  del  control 
inmumologico  puede  acaecer.  Al  momento  esta 
hipotesis  parece  tener  un  gran  significado  cl'inico 
en  lupus  eritematosus  diseminado. 
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confidence,  that  all  lymphocytes  are  descended 
from  epithelial  stem  cells." 

Without  going  into  detailed  reasons  for  doing 
so,  we  find  Clark’s  interpretation  of  the  struc- 
ture of  the  thymus  the  most  generally  satisfactory 
way  of  approaching  the  structure-function  rela- 
tionship.7 He  considers  that,  basically,  the  thy- 
mus consists  of  a series  of  compartments  or  pack- 
ages circumscribed  by  scanty  and  often  tenous 
reticuloepithelial  cells.  In  the  cortex,  these  are 
packed  with  lymphocytes  usually  with  one  or 
two  macrophages  which,  in  older  animals,  are 
PAS  positive.  The  lymphocytes  are  in  active 
mitosis,  particularly  near  the  cortex  and,  ac- 
cording to  Metcalf  and  Ishidate’s  work,  prefer- 
entially in  the  immediate  neighbourhood  of  the 
PAS  cells."  In  the  medulla  of  the  mouse  thymus, 
Clark  finds  a similar  structure  but  far  fewer 
lymphocytes  and  the  few  mitoses  are  of  reticulo- 
epithelial cells. 

In  the  human  thymus  the  medulla  contains 
Hassal’s  corpuscles,  predominantly  epithelial 
structures  of  controversial  origin,  which  are  ab- 
sent in  the  mouse.  The  human  organ  is  divided 
into  lobules  by  fibrous  trabeculae  in  which  run 
blood  vessels  and  limited  numbers  of  lymphatics 
and  nerves.  In  the  mouse  these  are  only  rudi- 
mentary elements  of  fibrous  tissue  apart  from 
the  capsule  but  we  have  found  small  nerves  in 
sections  studied  under  the  electron  microscope 
and  there  is  indirect  evidence  of  lymphatics  in 
the  perivascular  regions. 

It  is  still  far  from  clear  how  and  to  what  ex- 
tent lymphocytes  enter  and  leave  the  thymus. 
Based  largely  on  recent  work  at  Harwell  with 
the  T6  chromosome  marker,  it  seems  likely  that 
there  is  a dynamic  movement  of  cells  to  and 
from  the  thymus.  There  is,  however,  probably  a 
lower  rate  of  entry  and  colonization  by  lym- 
phoid cells  from  the  circulation  than  is  the  case 
for  spleen  and  lymph  nodes. 

influence  of  stress  and  age  on  the  thymus 

The  thymus  is  the  most  susceptible  of  all  or- 
gans to  stress.  Since  most,  or  all,  the  effects  of 
stress  can  be  obtained  by  an  injection  of  cortisol, 
we  can  assume  that  they  are  mediated  by  adreno- 
cortical hormones.  The  primary  effect  is  on  the 
cortical  lymphocytes  which  rapidly  show  pvk- 
nosis  and  degeneration,  and  disappear,  leaving 
a shrunken  cortex  not  distinguishable  from  me- 
dullary tissue.  On  reeoveiy  from  acute  stress, 
there  is  a phase  of  reversal  in  which  the  medulla 


shows  denser  cellularity  than  the  cortex,  pre- 
sumably as  a result  of  the  entry  of  lymphocytes 
from  the  circulation. 

In  a mouse  killed  when  moribund  from  old 
age  or  recognizable  disease,  the  cortex  is  usually 
completely  depleted  and  the  whole  thymus  very 
small.  On  the  other  hand,  even  a very  old  mouse 
killed  when  apparently  healthy  will  show  only 
a moderate  degree  of  atrophy  and  still  has  a well 
developed  cortex.  When  human  thymuses  from 
persons  killed  by  violence  are  examined,  there 
is  evidence  of  progressive  atrophy  from  adoles- 
cence onward  but  definite  cortex  is  present  at 
least  until  middle  life.  Autopsy  material  obtained 
following  illness  of  more  than  a few  days’  dura- 
tion nearly  always  shows  complete  cortical  de- 
pletion of  lymphocytes.  In  the  great  majority  of 
normal  thymuses,  human  or  murine,  there  are 
no  germinal  centres  and  very  few  plasma  cells. 
With  increasing  experience,  however,  exceptions 
are  encountered.  I have  seen  two  instances  of  a 
single  germinal  centre  in  a medullary  area  of 
thymus,  one  from  a child  in  New  Guinea  killed 
in  a road  accident  and  the  other  in  a piece  of 
thymus  obtained  in  the  course  of  surgery  for 
congenita]  heart  disease.  In  two  other  surgical 
specimens  and  in  a post  mortem  thymus  from 
a New  Guinea  patient  with  kuru,  plasma  cells 
were  fairly  conspicuous,  principally  in  relation 
to  the  medium  sized  blood  vessels  leading  to  the 
medulla. 

pathological  changes  in  human  thymuses 

As  we  are  primarily  concerned  with  immu- 
nologic anomalies,  I shall  mention  thymic  tum- 
ours very  briefly.  Most  are  benign  and  lympho- 
epithelial  in  character,  the  relative  proportion  of 
lymphoid  and  epithelial  cells  varying  greatly 
from  one  tumour  to  another.  Where  the  propor- 
tion of  lymphoid  cells  is  high,  the  appearance 
may  closely  resemble  that  of  Hodgkins’  disease, 
and  Thomson  has  even  suggested  that  the  thy- 
mus is  the  site  of  origin  of  a large  proportion 
of  cases  of  Hodgkins’  disease."  The  suggestion 
has  not  apparently  gained  much  subsequent 
support. 

Thymic  tumours  are  relatively  often  associated 
with  myasthenia  gravis  and,  more  rarely,  with 
a variety  of  disorders  of  the  haemopoietic  sys- 
tem. About  an  equal  number  give  no  symptoms 
other  than  local  ones  and  no  correlation  between 
histological  appearance  and  functional  activity 
seems  to  have  been  recognized. 
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The  majority  of  cases  of  myasthenia  gravis, 
particularly  those  in  young  women,  show  no 
thymic  tumour  but  are  associated  with  the  pres- 
ence, often  in  large  numbers,  of  germinal  centres 
in  the  medulla.  Until  very  recently  this  was  the 
only  condition  in  which  germinal  centres  were 
known  to  develop  in  the  thymus.  In  part,  how- 
ever, this  may  have  been  largely  due  to  the  fact 
that  some  cases  of  myasthenia  gravis  have  for 
many  years  been  treated  by  surgical  thymec- 
tomy10 and  that  such  surgically  removed  thy- 
muses have  been  almost  the  only  ones  available 
for  histological  examination  in  the  unstressed 
condition. 

The  etiology  of  myasthenia  gravis  is  far  from 
being  understood.  In  a considerable  proportion, 
circulating  antibody  against  muscle  or  thymus 
can  be  detected  by  fluorescent  or  globulin  con- 
sumption techniques.  The  existence  of  germinal 
centres  in  the  thymic  medulla  is  an  additional 
pointer  to  an  autoimmune  process,  but  it  is  far 
from  clear  how  the  postulated  autoimmune  ac- 
tivity can  give  the  characteristic  functional  dis- 
order of  muscle  which  is  responsible  for  the 
symptoms  and  name  of  the  disease.  In  the  thy- 
mus sections  from  such  cases  as  we  have  seen, 
there  are  no  notable  abnormalities  other  than 
the  germinal  centres.  The  cortex  has  been  well 
developed,  Hassal’s  corpuscles  have  been  normal 
in  character,  but  fewer  than  in  normal  thymuses, 
and  there  has  been  no  excess  of  plasma  cells. 

The  second  human  condition  in  which  ger- 
minal centres  have  been  observed  is  systemic 
lupus  erythematosus  (SLE).  For  obvious  rea- 
sons, thymuses  obtained  at  autopsy  from  patients 
dying  of  SLE  are  unlikely  to  reveal  any  changes 
that  might  have  been  present  at  earlier  stages 
of  the  disease  if  only  because  of  the  high  dosage 
of  corticosteroids  with  which  they  will  have  been 
treated.  It  is  therefore  probably  justifiable  to 
lay  special  emphasis  on  the  findings  in  the  only 
thymus  that  has  been  removed  from  a girl  with 
early  severe  SLE  who  had  not  been  treated  with 
corticosteroids.  A brief  account  of  the  case  has 
already  been  published  by  Mackay  et  al.11 
The  important  features  of  this  thymus  were: 

1.  Complete  disappearance  of  cortical  tissue. 

2.  Patchy  but  often  intense  accumulation  of 
plasma  cells  at  the  margins  of  the  residual 
medullary  areas. 

3.  Very  numerous  large  and  complex  Has- 
sal  s corpuscles,  many  with  cystic  changes. 


4.  Increased  cellularity  of  the  medulla  with 
a wide  variety  of  cell  types  including  spindle 
cells  as  well  as  lymphocytes  and  epithelial 
cells— some  of  the  appearances  could  be  in- 
terpreted as  burnt  out  germinal  centres. 

5.  Other  areas  had  much  the  same  character 
as  areas  of  a thymic  lymphoepithelioma. 

6.  Many  germinal  centres,  more  numerous 
in  some  parts  of  the  thymus  than  others.  Not 
all  the  germinal  centres  were  typical  but, 
in  several,  all  the  essential  features  were 
present  including,  in  the  central  area,  primi- 
tive cells  with  pyroninophil  cytoplasm,  ac- 
tive mitosis,  pyknotic  nuclei  and  nuclear 
fragments  with  a narrow  peripheral  zone 
of  small  lymphocytes. 

Another  thymus,  obtained  at  autopsy  from  a 
young  woman  dying  of  SLE  with  cerebral  hae- 
morrhage and  severe  nephritis,  showed  a very 
similar  histologic  picture.  There  was,  however, 
no  excess  of  plasma  cells  and,  although  the  same 
intense  cellularity  of  the  medulla  often  present- 
ed the  appearance  of  germinal  centres,  we  found 
no  germinal  centres  with  active  mitoses.  The 
difference  could  well  be  accounted  for  by  the 
corticosteroid  therapy  to  which  she  had  been 
subjected. 

In  other  post  mortem  specimens  from  cases 
of  SLE,  we  have  seen  similar  cellularity  of  the 
medulla  but  without  any  characteristic  features 
and  no  certainty  that  anything  could  be  de- 
duced from  the  appearances  other  than  a heavily 
stressed  thymus. 

There  has  also  been  a report  of  germinal 
centres  in  the  thymus  of  a man  with  active, 
chronic  hepatitis  who  was  killed  in  a road  acci- 
dent in  England.12  The  illustration  and  descrip- 
tion are  similar  to  what  was  seen  in  the  other 
two  conditions.  This  example  is  highly  suggestive 
that,  in  a variety  of  autoimmune  conditions, 
tlie  thymus  would  be  found  to  contain  germinal 
centres  if  it  could  be  examined  other  than  at  the 
end  of  a fatal  illness. 

To  complete  this  list,  I should  add  the  recent 
findings  in  a thymus  from  a child  of  13  months 
suffering  from  severe,  acquired,  haemolytic 
anaemia  that  was  uncontrolled  by  splenectomy 
or  corticosteroid  therapy.  Following  thymec- 
tomy, there  was  striking  improvement  in  the 
child’s  condition.13  Through  the  courtesy  of  Dr. 
Doxiadis,  we  have  been  able  to  examine  sections 
of  this  thymus.  It  shows  only  contracted  rem- 
nants of  cortex  and  a highly  cellular,  somewhat 
expanded  medulla  with,  in  some  areas,  an  ab- 
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normally  large  number  of  small  cysts  probably 
representing  Hassal’s  corpuscles.  The  significant 
feature  is  the  presence  of  relatively  large  num- 
bers of  plasmablasts,  many  showing  mitosis,  dif- 
fusely distributed  in  rather  patchy  fashion 
throughout  the  medulla.  Mature  plasma  cells 
were  occasionally  present  in  the  same  areas  as 
the  more  primitive  cells  but  they  were  decidedly 
rare.  In  a number  of  fairly  extensive  areas,  there 
were  large  numbers  of  necrotic  cells  with  pyk- 
notic  nuclei,  often  within  large  macrophages. 
The  picture  resembled  fairly  closely  what  is  seen 
in  the  cortex  of  heavily  stressed  thymus  but  de- 
finitely involved  medullary  areas. 

Having  regard  to:  1.  the  nature  of  the  plasma- 
blasts;  2.  the  existence  of  a severe  serologically 
positive  haemolytic  anaemia;  and  3.  the  sharp  re- 
mission that  followed  thymectomy;  it  is  at  least 
a working  hypothesis  that  these  were  cells  that 
had  arisen  in  the  thymus,  had  escaped  in  some 
fashion  from  normal  control,  and  had  been  a 
major  source  of  pathogenic  antibody. 

abnormalities  of  Hassal's  corpuscles 

The  nature  and  origin  of  Hassal’s  corpuscles 
is  still  controversial.  In  human  thymus  sections 
they  have  an  onion-like  structure,  the  outermost 
cells  appearing  to  be  of  epithelial  character  with 
increasing  degeneration  to  hyaline  cell  remnants 
in  the  central  area.  Striking  findings  are  the 
presence  of  granulocytes,  including  eosinophils, 
and  the  fairly  regular  presence  of  gamma  glob- 
ulin. The  most  frequent  interpretation  is  that 
they  are  derived  from  proliferation  of  epithelial 
cells,  but  Ste.  Marie  and  Le  Blond  have  sug- 
gested that  they  result,  in  the  rat,  from  degenera- 
tion of  large  lymphocytes;14  others  have  said 
they  are  of  vascular  origin.  In  pathological  hu- 
man thymuses  they  present  very  widely  varying 
appearances  and  our  impression  is  strong  that, 
at  least  when  they  are  in  unusually  large  num- 
ber, Hassal’s  corpuscles  are  based  on  vascular 
abnormalities.  They  may  well  be  initiated  around 
short  segments  of  venule  in  which  stasis  has  oc- 
curred and  represent  proliferation  both  of  endo- 
thelium and  of  the  perivascular  epithelial  cells 
described  by  Clark.  This  offers  the  simplest  but 
not  necessarily  the  only  explanation  for  the 
frequent  presence  of  leukocytes  and  gamma  glo- 
bulin in  the  corpuscles. 

In  our  experience  there  are  two  conditions 
associated  with  great  increase  in  the  size  and 
number  of  Hassal’s  corpuscles.  These  are  SLE 


and  thrombotic,  thrombocytopenic  purpura  in 
children.  Both  are  conditions  in  which  one  would 
expect  to  find  damage  to  the  vascular  endothe- 
lium and  an  increase  in  the  number  of  regions 
of  stasis  from  which,  if  the  hypothesis  of  vascular 
origin  is  correct,  new  Hassal’s  corpuscles  could 
arise.  In  both  conditions,  there  are  large  cystic 
bodies  obviouslv  formed  from  the  coalescence 
of  smaller  cysts  or  corpuscles  within  which  can 
still  be  seen  separate  onion-like  masses  of  dead 
cells.  In  Table  1 are  some  numerical  data  in 
regard  to  the  number  per  standard  field  and 
longest  diameter  of  Hassal’s  corpuscles  in  normal 
and  pathologic  conditions. 

anomalies  in  mice 

Until  1961  most  of  the  interest  in  the  mouse 
thymus  was  focussed  on  the  important  part  play- 
ed by  the  organ  in  the  initiation  of  lymphatic 
leukaemia  or  lymphoma.  In  a high  leukaemia 
strain  such  as  AKB,  the  first  macroscopic  and  his- 
tological signs  of  lymphoid  cell  proliferation  are 
usually  seen  in  the  thymus  and  early  thymec- 
tomy will  greatly  diminish  the  subsequent  inci- 
dence of  leukaemia.  It  is  of  further  interest  that 
early  thymectomy  will  also  greatly  reduce  the 
incidence  of  leukaemia  following  irradiation,  ad- 
ministration of  carcinogens  or  injection  with 
Gross  virus.  The  possible  mechanisms  concern- 
ed have  been  extensively  studied  by  Kaplan.15 
As  the  topic  has  been  well  reviewed  and  is  with- 
out any  immediately  visible  bearing  on  autoim- 
mune disease,  it  will  not  be  further  discussed. 

Since  attention  was  directed  to  the  almost 
constant  occurrence  of  germinal  centres  in  the 
thymic  medulla  of  old  NZB  mice,  we  have  ex- 
amined old  mice  of  two  other  breeds  and,  in  each 
case,  have  observed  a small  proportion  of  similar 
lesions.  They  have  never  reached  the  florid  stage 
often  seen  in  NZB  mice  but  they  are  important 
as  indicating  that  the  NZB  thymic  lesions  are 
not  unique. 

The  development  and  appearances  of  the  ger- 
minal centres  and  associated  changes  in  NZB 
mice  have  been  extensively  discussed  and  a com- 
pact summary'  of  the  work  only  need  be  given 
here.18 17  The  germinal  centres  observed  differ 
in  no  essential  respect  from  those  observed  in 
spleen  or  lymph  nodes  of  normal  mice  and  most 
of  the  secondary-  changes  can  also  be  seen  at 
times  in  inflamed  or  stimulated  mouse  lymph 
nodes. 

to  be  concluded  next  month 
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Oral  Antidiabetic  Drags 

JOHN  H.  STALNAKER,  M.D.  Portland,  Oregon 

The  advantages  of  using  oral  antidiabetic  agents  are  easily  nullified  when 
the  fundamentals  of  good  diabetic  care  are  disregarded.  Contrary  to  a rather 
prevalent  present  day  impression,  proper  diet  and  treatment  with  insulin  continue 
to  be  the  cornerstones  in  adequate  management  ivhen  there  is  moderate  to 
marked  impairment  of  islet  cell  reserve.  Out  of  a series  of  160  consecutive 
diabetic  patients,  27  were  controlled  with  diet  alone  and  another  27  with 
chlorpropamide,  tolbutamide,  acetohexamide  or  phenformin.  The  remaining 
106  patients  required  insulin  to  obtain  or  maintain  adequate  control.  The  number 
requiring  insulin  represents  a somewhat  higher  incidence  than  would  be  expected 
in  consecutive  groups  in  less  specialized  types  of  practice.  Success  rate  in  maturity 
onset  cases  was  34  per  cent. 


Control  of  diabetes  mellitus  with  the  use  of 
oral  drugs  is  unquestionably  one  of  the  most 
significant  medical  advances  of  recent  years. 
Nevertheless,  in  the  opinion  of  many  experienced 
clinicians,  the  pendulum  is  swinging  much  too 
rapidly  away  from  tested  and  tried  methods  of 
strict  diabetic  care  toward  the  philosophy  of 
casual  use  of  oral  hypoglycemic  drugs,  often  at 
the  expense  of  satisfactory  blood  sugar  levels. 

Oral  hypoglycemic  agents  are  very  useful, 
provided  patients  are  carefully  selected  for  this 
form  of  therapy  and  as  long  as  recipients  are 
adequately  supervised  regarding  diet,  urine  test- 
ing and  other  fundamentals  of  good  diabetic 
care.  Unfortunately,  the  convenience  of  taking 
tablets  compared  to  insulin  injections  tends  to 
foster  an  unwarranted  sense  of  security  in  those 
who  are  under  the  oral  form  of  management. 

The  purpose  of  this  communication  is  to  con- 
sider the  shortcomings  as  well  as  the  virtues  of 
the  biguanides  and  sulfonylureas  and  to  present 
a discussion  of  the  modes  of  treatment  required 
in  a recent  series  of  diabetic  patients. 

development 

Since  two  of  the  sulfonylureas  were  obtainable 
on  prescription  in  the  United  States  before 
phenformin,  it  is  very  easy  to  overlook  the  fact 
that  the  start  of  development  of  the  biguanides 
dates  back  to  twenty-eight  years  before  the  first 
sulfonylureas  were  investigated.  Interestingly, 
the  development  of  the  first  oral  hypoglycemic 
drug  began  seven  years  prior  to  the  discovery  of 
insulin. 


Early  observations  in  1914,  that  increased 
blood  levels  of  guanidine  were  associated  with 
hypoglycemia,  led  to  further  study  of  the  guani- 
dine derivatives  and  the  subsequent  finding  of 
a homologue,  synthalin  ( Fig.  1 ) in  1926.  Neo- 
synthalin,  a closely  related  compound  was  devel- 
oped in  1928.  These  diguanidines-  appeared 
promising  at  first  but  usage  was  soon  discon- 
tinued because  of  gastrointestinal  side  effects 
and  severe  liver  and  kidney  damage. 

nh2-cnh  -nh(ch2)10-nh-cnh-nh2 

SYNTHALIN 

(CHJ2-  (NH-CNH)-NH2 

PHENETHYL  FORMAMIDINYLIMINOUREA 

(PHENYLETHYLBIGUANIDE ) 

OR 

( PHENFORMIN  ) 

Fig.  1.  Structural  formulas  of  phenformin  and  one  of  its 
distantly  related  predecessors. 

In  1929,  oral  hypoglycemic  activity  of  alkyl 
derivatives  of  biguanidine  was  reported.  A later 
development  along  this  line  was  the  discovery 
in  1957  that  phenformin,  a biguanide,  produced 
a hypoglycemic  effect  in  both  normal  and 
alloxan-diabetic  rats,  rabbits  and  monkeys.  Sev- 
eral individual  investigators  were  soon  able  to 
demonstrate  that  phenformin  had  a similar  effect 
in  humans. 

Hypoglycemic  effects  of  certain  sulfonamide 
derivatives  were  observed  by  French  workers 
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between  the  years  1942-1946.  RP-2254  was  given 
to  patients  with  typhoid  and  the  resulting  symp- 
toms of  hypoglycemia  were  immediately  aborted 
by  the  administration  of  glucose.  In  1946  the 
hypoglycemic  effect  of  sulfanilamidocyclopropvl- 
thiazole  in  rabbits  was  discovered. 

In  1955,  experiences  with  BZ55  (carbutamide) 
were  reported  by  German  investigators.  Subse- 
quent trials  on  many  patients  in  the  United 
States,  Germany  and  Canada  revealed  a signifi- 
cant hypoglycemic  effect  in  certain  individuals. 
However,  frequent  side  effects  and  several 
deaths  were  responsible  for  this  drug  being 
withdrawn  from  further  use  in  October  1956. 

An  excellent  sulfonylurea  which  was  initially 
given  a trial  in  Germany,  was  introduced  in  the 
United  States  as  tolbutamide.  This  has  been 
available  on  prescription  since  June  1957. 


H2NA^S02-NH-C-NH-(CHJ3CH3 

CARBUTAMIDE 

h3c  azf  so -nh-C-nh-  (CH^CH, 

TOLBUTAMIDE 

C L-O-  so2-nh-C-nh-(ch2)2ch3 

CHLORPROPAMIDE 

RC  -f>  so2-nh-C-nh-o 

by\|  METAHEXAMIDE 

CH^O-  so2-nh-c-  NH  —CD 

ACETOHEXAMIDE 

cl^-so2-nh-c-nh-n-o 

AZEPINAMIDE 


FIG.  2 

Fig  2.  Structural  formulas  of  six  sulfonylurea  compounds. 

Early  in  1958,  another  excellent  sulfonylurea 
designated  as  chlorpropamide  was  introduced. 
Its  structural  formula  differs  from  those  of  car- 
butamide and  tolbutamide  in  that  there  is  a 
chlorine  ion  in  the  para  position  of  the  phenyl 
ring  in  place  of  an  amino  or  methyl  group. 
Figure  2 illustrates  the  similarity  of  structure  of 
various  sulfonylurea  compounds. 

Shortly  after  chlorpropamide  was  introduced, 
metahexamide  found  its  way  to  trial  in  humans 


after  being  tested  in  animals.  This  compound 
was  an  effective  hypoglycemic  agent  but  its  use 
was  attended  by  a very  high  incidence  of  toxic 
effects,  particularly  on  the  liver.  In  June  1959 
it  was  withdrawn  from  further  trials  in  the 
United  States.  Analysis  of  structural  formulas 
and  a review  of  knowledge  regarding  drug  per- 
formance suggests  that  the  presence  of  an 
amino-phenyl  grouping  may  enhance  sulfonyl- 
urea toxicity. 

Another  sulfonylurea  designated  as  acetohex- 
amide  has  recently  become  available  on  preemp- 
tion ( March  1964 ) . Although  there  is  evidence1 
that  this  drug  may  exert  an  undesirable  effect 
upon  the  liver  in  an  occasional  patient,  it  should 
not  be  forgotten  that  all  of  the  sulfonylureas  are 
potentially  hepatotoxic. 

Three  promising  sulfonylureas  which  at  pres- 
ent are  in  the  stage  of  clinical  investigation  are 
heptolamide,  tolazamide  and  its  chlorinated  ana- 
logue, azepinamide.  Experience  thus  far  indicates 
these  are  all  effective  hypoglycemic  agents. 
However,  only  time  will  tell  whether  these  drugs 
will  have  any  important  advantages  over  better 
known  compounds. 

mechanisms  of  action 

In  the  past  several  years  many  attempts  have 
been  made  by  various  investigators  to  discover 
the  mechanisms  and  sites  of  action  of  the  digua- 
nide  group  of  drugs.  Unfortunately,  data  have 
frequently  been  contradictory  and  several  au- 
thors interpreting  similar  findings  have  had  dif- 
ferent opinions.  Although  the  question  of  mode 
of  action  is  unsettled  at  present,  it  is  becoming 
apparent  that  at  least  some  of  the  effects  are 
due  to  inhibition  of  oxidative  systems  in  the 
body,  probably  in  the  liver.  Some  workers  have 
suggested  that  phenformin  promotes  tissue 
anoxia,  inhibits  oxidative  phosphorylation  and 
inhibits  several  oxidative  enzymes.  Others  believe 
that  its  point  of  action  is  somewhere  before 
cytochrome  C in  the  succinic  oxidase  system. 
Recent  observations  suggest  an  additional  mech- 
anism involving  inhibition  of  aerobic  glucose 
catabolism  with  a secondary  increase  in  anaero- 
bic glycolysis  leading  to  an  increase  in  lactic 
and  pyruvic  acid  production.2  3 

Another  interesting  hypothesis  has  been  put 
forward  by  Butterfield  and  Whichelow.1  These 
investigators  have  postulated  that  some  meta- 
bolite of  phenformin  acts  by  augmenting  the 
action  of  insulin  in  the  peripheral  tissues.  This 
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metabolic  effect  could  be  brought  about  by 
insulin  being  fixed  at  the  cell  where  it  appears 
to  affect  the  permeability  of  the  membrane  to 
glucose.  This  augmentation  of  endogenous 
insulin  would  lower  the  tissue  glucose  threshold 
and  control  the  diabetes. 

Over  the  past  decade  many  investigative 
studies  have  been  made  and  a voluminous  litera- 
ture pertaining  to  the  sulfonylureas  has  been 
accumulated.  Although  the  exact  mechanism  of 
action  has  not  been  established  it  is  now  general 
ly  accepted  that  at  least  one  mode  of  action  of 
this  group  of  drugs  is  through  stimulation  of 
the  islets  of  Langerhans.  Results  of  previous 
work  by  Loubatieres  suggested  that  the  hypo- 
glycemic effect  of  the  sulfonylureas  was  beta 
cell  dependent  and  involved  the  secretion  of 
endogenous  insulin.'’  Within  the  past  few  years 
this  hypothesis  has  been  confirmed  by  others. 

A considerable  amount  of  evidence  exists 
indicating  that  hepatic  glucose  release  is  inhib- 
ited by  sulfonylurea  administration,  but  exactly 
how  much  of  this  effect  is  due  to  released  insulin 
has  never  been  accurately  determined.  There 
is  no  known  effect  of  these  oral  agents  on  the 
metabolism  of  peripheral  tissue.  Indeed,  much 
also  remains  to  be  learned  about  the  precise 
mode  of  action  of  the  sulfonylureas  upon  beta 
cells.  Clinical  investigations  have  also  suggested 
that  tolbutamide  increases  the  rate  of  utilization 
of  the  inactive  form  of  circulating  insulin  both 
in  nondiabetic  subjects  and  in  patients  with  non- 
insulin dependent  diabetes.6 

Of  further  interest  are  recent  studies  carried 
out  in  mammals  using  ultramicroscopic  and  his- 
tochemical  techniques.  It  has  been  shown  that 
following  the  administration  of  tolbutamide,  beta 
cell  degranulation  takes  place,  thus  providing 
further  evidence  of  a direct  effect  of  this  sub- 
stance upon  these  cells.7’8 

indications  and  contraindications 

Oral  substitutes  are  indicated  when  one  is 
dealing  with  a relatively  mild  and  stable  type 
of  maturity-onset  diabetes.  On  the  other  hand, 
these  drugs  are  usually  contraindicated  in  juve- 
nile and  unstable  diabetes,  pregnancy,  diabetic 
patients  undergoing  major  surgery,  those  with 
severe  injuries,  marked  hepatic  or  renal  dysfunc- 
tion and  acute  complications  such  as  acidosis, 
coma  and  severe  infections.  These  compounds 
should  also  be  used  with  caution  in  patients  who 
have  impaired  thyroid  or  adrenal  function.  Some 


of  the  sulfonylureas  are  dangerous  when  used 
with  barbiturates  or  alcoholic  beverages  because 
of  synergistic  or  disulfiram-like  effects,  respec- 
tively. 

advantages,  disadvantages  and  abuses 

The  most  outstanding  advantage  of  using  oral 
antidiabetic  agents  is  in  the  ease  of  utilization  by 
the  patient.  This  is  of  great  importance  to  those 
with  faulty  eyesight  and  other  physical  handi- 
caps. With  the  sulfonylureas  there  are  potential 
advantages  such  as  release  of  endogenous  pan- 
creatic insulin,  increase  in  the  rate  of  utilization 
of  inactive  circulating  insulin,  possible  increased 
beta  cell  regeneration  as  a result  of  stimulation, 
and  the  effect  of  delaying  progressive  loss  of 
beta  cell  reserve.  With  the  biguanides  there  is 
the  theoretical  advantage  of  avoidance  of 
increased  fat  accumulation  in  obese  diabetics. 

At  first,  freedom  from  the  dangers  of  hypo- 
glycemia was  considered  an  advantage  of  oral 
insulin  substitutes,  but  now  it  is  known  that 
dosages  must  be  carefully  regulated  in  order  to 
avoid  the  possibility  of  dangerous  lowering  of 
the  blood  sugar.  This  difficulty  has  been  en- 
countered especially  in  elderly  patients  or  those 
having  impaired  renal  or  hepatic  function.  One 
of  the  greatest  disadvantages  in  the  use  of  oral 
drugs  is  in  the  false  sense  of  security  they  tend  to 
give. 

In  many  instances  diabetic  patients  have  not 
been  given  a diet  or  instructed  in  urine  testing. 
Frequently,  they  have  been  allowed  to  believe 
that  adequate  control  would  be  assured  as  long 
as  they  kept  taking  the  tablets.  There  have  also 
been  occurrences  in  which  patients  were  allowed 
to  undergo  major  surgical  procedures  with  oral 
coverage  instead  of  insulin. 

Among  other  major  disadvantages  are  primary 
and  secondary  failures,  occasional  side  effects 
such  as  fever,  nausea  and  vomiting  and  possible 
serious  complications  such  as  liver  damage, 
dermatitis,  agranulocytosis,  thrombocytopenia, 
aplastic  anemia  and  neurologic  deficits."  Also, 
one  should  not  disregard  the  fact  that  insulin 
treatment  is  usually  less  expensive  for  the  patient 
in  the  long  run. 

Lastly,  there  is  the  disadvantage  of  possible 
toxic  reactions  or  tissue  sensitivities  produced  by 
long-term  administration  of  these  drugs.  In  the 
case  of  the  biguanides,  even  though  their  distant 
relationship  to  synthalin  does  not  necessarily 
stigmatize  them  as  undesirable,  one  must  realize 
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that  their  safety  on  a long-range  basis  has  not 
been  adequate  determined.  In  the  case  of  the 
sulfonylureas  it  might  appear  on  first  considera- 
tion that  these  substances  act  physiologically 
because  they  stimulate  beta  cells  to  release  endo- 
genous insulin.  Unfortunately  though,  it  is  impos- 
sible to  predict  what  the  effect  of  continuous 
stimulation  of  beta  cells  over  a long  period  of 
time  with  these  substances  will  be.  For  instance, 
when  a patient  has  been  on  such  stimulative 
medication  for  several  or  many  years,  will  there 
be  an  increased  susceptibility  to  the  develop- 
ment of  islet  cell  malignancy  or  will  the  beta 
cells  show  an  exhaustive  phenomenon  with  the 
subsequent  development  of  a more  severe  dia- 
betic state  than  would  have  been  the  case? 
Against  the  possibility  of  the  latter,  however,  is 
the  lack  of  evidence  of  deterioration  of  the  insu- 
lin producing  mechanism  in  a large  series  of 
patients  observed  over  a period  of  five  years  by 
Camerini-Davalos  and  Marble.10  More  time  will 
certainly  be  needed  before  final  assessment  of 
these  questions  can  be  made.  Also,  it  does  not 
seem  too  far-fetched  to  consider  the  possibility 
of  long-term  effects  upon  blood  vessels  and 
other  connective  tissues  in  view  of  the  suspected 
relationship  between  the  use  of  similar  groups  of 
drugs  and  certain  collagen  diseases.  It  is  true, 
though,  that  such  long  range  effects  would  be 
relatively  unimportant  in  patients  who  have  a 
poor  life  expectancy  because  of  progressive  dia- 
betic complications.  But,  these  individuals  are 
the  ones  whose  diabetes  is  usually  severe  enough 
to  make  insulin  administration  a necessity,  any- 
way, and  therefore  the  need  for  such  a consid- 
eration is  almost  always  eliminated. 

Table  1.  Number  of  diabetic  patients  adequately  controlled 
with  various  oral  hypoglycemic  agents  in  conjunction  with  a 
strict  diet. 


Chlorpropamide  17 

Tolbutamide  6 

Acetohexamide  2 

Phenformin  2 

Total  27 


review  of  cases  and  comment 

In  27  out  of  160  consecutive  adult  diabetic  pa- 
tients seen  between  January  1962  and  April  1964 
it  was  possible  to  obtain  or  maintain  adequate 
control  with  the  use  of  diet  alone.  Among  those 
remaining  27  were  satisfactorily  controlled  with 
either  one  of  the  sulfonylureas  or  phenformin 
(Table  1).  In  the  other  106  patients  insulin  ad- 


ministration was  necessary  (Table  2).  By  elim- 
inating from  this  group  those  controlled  by  diet 
and  the  approximately  25  per  cent  who  had  a 
juvenile  or  growth-onset  type  of  illness,  it  may 
be  estimated  that  the  over-all  success  rate  for 
a single  oral  hypoglycemic  drug  in  maturity- 
onset  diabetes  was  about  34  per  cent.  The  re- 
quirement for  adequate  control  was  a one  hour 
post-prandial  true  blood  glucose  level  of  less 
than  160mg/100ml  ( Somogyi-Nelson ) or  not 

over  120mg/100ml  at  three  hours. 


Table  2.  Modes  of  Treatment  in  Consecuti 

vely  Treated 

Diabetic 

Patients 

or 

Patients  controlled  by  diet  alone 

27 

To 

17 

Patients  controlled  by  oral  hvpo- 

gycemic  agent  plus  diet 

27 

17 

Patients  requiring  insulin 

106 

66 

Total 

160 

Maximum  daily  doses  used  were  tolbutamide 
3gm,  chlorpropamide  500mg,  acetohexamide 
1.5gm  and  phenformin  75mg.  Each  of  the  sulf- 
onylureas appears  to  be  about  equally  effective 
in  controlling  mild  to  moderately  severe  maturity- 
onset  diabetes  as  long  as  comparative  doses 
such  as  these  are  used.  The  use  of  combination 
oral  therapy  using  phenformin  plus  one  of  the 
sulfonylureas,  each  in  lowered  dosage,  probably 
would  have  increased  the  percentage  controlled 
with  oral  drugs  in  the  present  series.11 

The  prolonged  duration  of  effect  of  chlor- 
propamide usually  allows  for  adequate  control 
with  only  one  tablet  daily.  Tolbutamide  on  the 
other  hand,  almost  always  has  to  be  given  in 
divided  doses  because  of  its  relatively  short  dura- 
tion of  action.  Acetohexamide,  with  its  inter- 
mediate half-life,  may  be  expected  to  be  effect- 
ive with  a single  dose  in  a certain  percentage  of 
patients. 

This  group  of  privately  seen  patients  repre- 
sents individuals  treated  in  recent  months  in  the 
Pacific  Northwest  by  specialists  in  internal  medi- 
cine having  a particular  interest  in  the  care  of 
the  diabetic  patient.  The  percentage  of  patients 
requiring  insulin  in  this  series  may  be  somewhat 
higher  than  in  consecutive  groups  in  less  special- 
ized types  of  practice  because  of  the  tendency 
of  those  with  a more  severe  form  of  diabetes  to 
be  under  the  care  of  physicians  who  have  had 
extensive  experience  in  this  field. 

summary  and  conclusions 

Case  records  of  160  consecutive  adult  diabetic 
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patients  were  reviewed  in  order  to  study  the 
modes  of  treatment  required.  It  was  found  that 
17  per  cent  could  be  maintained  with  diet  alone 
and  another  17  per  cent  with  chlorpropamide  tol- 
butamide, acetohexamide  or  phenformin.  The 
remaining  66  per  cent  required  insulin  in  order 
to  obtain  or  maintain  adequate  control. 

Contrary  to  a rather  prevalent  present  day 
impression,  proper  diet  and  treatment  with  insu- 
lin continue  to  be  the  mainstays  in  adequate 
management  of  this  disease  when  there  is  mod- 
erate to  marked  loss  of  islet  cell  reserve.  Because 
of  the  relative  newness  of  oral  antidiabetic  drugs 
in  present  use,  considerable  care  must  be  taken 
when  administering  them  since  the  final  chap- 
ters concerning  their  modes  of  action  and  long- 
range  safety  have  not  yet  been  written. 

In  view  of  the  many  remarkable  advances 
continually  taking  place  along  these  lines,  how- 
ever, one  is  reasonably  justified  in  looking  for- 
ward to  the  future  when  newer  preparations 
may  be  effective  enough  to  allow  for  the  virtual 
elimination  of  the  need  for  insulin  injections.  ■ 
511  S.W.  Tenth  Avenue  (97205) 


generic  names 


Chemical  Nomenclature 


trade  names 


chlorpropamide 

tolbutamide 

acetohexamide 

phenformin 


Diabinese 

Orinase 

Dymelor 


DBI 
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abstracto 

Las  ventajas  del  uso  de  medicamcntos  antidia- 
beticos  orales  son  facilmente  contrarrestadas  cu- 
ando  los  preceptos  bdsicos  de  un  buen  cyidado 
general  del  diabetico  son  olvidados.  Contrario  a 
una  falsa  impresion  prevalente,  dieta  adecuada 
e insulina  continuan  siendo  los  pilares  del  trata- 
miento,  cuando  existe  una  moderada  o marcada 
disfuncion  de  los  islotes.  En  una  serie  de  160 
pacientes  diabeticos  consecutivos,  27  se  control- 
aron  unicamente  con  dieta,  y otros  27  con  clor- 
propamida,  tolbutamina,  acetohexamina  o pen- 
formin.  Los  rest  antes  106  pacientes  necesitaron 
insulina  para  obtener  o mantener  control  ade- 
cuado.  Este  numero  representa  una  incidencia 
untanto  elevada  comparado  a lo  que  se  veria  en 
practice  menos  especializada. 


Good  Library  Services  Save  Money 

The  librarian’s  imagination  is  put  to  effective  use  only  when  it  is  supported 
by  sufficient  funds  to  bring  ideas  into  reality.  The  medical  libraries  of  pharmaceutical 
houses,  for  example,  have  exhibited  greater  sophistication  in  services  generally  than 
have  the  libraries  of  medical  schools.  The  reason  is  that  they  are  financially  better 
supported.  There  are  funds  for  more  and  better  trained  personnel,  for  mechanical 
devices  to  streamline  routines,  and  funds  simply  to  turn  into  action  those  ideas  which 
will  meet  the  assessed  needs  of  the  community  to  be  served.  The  motivation  in  pharma- 
ceutical houses  is  neither  benevolence  nor  extravagance;  it  is  simply  a matter  of 
economic  self-interest.  To  them,  cost  studies  have  indicated  that  money  spent  in  library 
services  saves  money  elsewhere  or  makes  money  elsewhere.  Surely,  the  urgency  of 
research  in  a proprietary  institution  should  be  no  greater  than  that  in  an  academic 
institution. 

Harold  Bloomquist,  Assistant  Librarian,  Harvard  University  Schools  of  Medicine 
and  Public  Health,  in  Journal  of  Medical  Education,  March,  1963 
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Cricothyroid  Membrane  Puncture 

D.  G.  M A C K I E,  M.D.  Grants  Pass,  Oregon 


In  the  course  of  a fast  ambulance  ride,  from 
Grants  Pass  to  Medford,  with  only  a pocket 
knife  and  curved  mosquito  forceps,  and  in  the 
dim  light  from  one  small  overhead  bulb,  I saved 
a life  by  using  the  only  technique  suitable  for 
such  an  occasion.  Almost  by  sense  of  touch 
rather  than  sight,  I opened  the  cricothyroid 
membrane  of  a blue,  pulseless,  all  but  dead  child 
who  had  a bean  lodged  in  her  larynx.  The  pro- 
cedure is  worth  remembering. 

CASE  REPORT 

I first  saw  this  year  old  child,  in  respiratory  diffi- 
culty, at  the  Josephine  General  Hospital,  Easter 
Sunday  evening,  April  22,  1962.  She  was  cyanotic 
and  there  was  a whistling  respiratory  sound  over 
the  tracheal  bifurcation.  Her  difficulties  increased 
seriously  during  examination,  and  tracheotomy  was 
considered.  It  became  less  urgent,  however,  when 
change  in  position  seemed  to  ease  the  situation 
slightly. 

She  had  been  left  alone  in  a room  at  her  home, 
playing  with  toys,  including  a bowl  of  navy  beans. 
When  her  father,  returning  later,  observed  her  dis- 
tress, he  immediately  picked  her  up  by  the  heels 
and  started  pounding  on  her  chest.  He  failed  to 
bring  about  any  improvement.  Frightened  by  her 
difficulty  in  breathing,  and  her  alarming  blue  color, 
the  parents  rushed  her  to  the  hospital  where  I saw 
her.  The  diagnosis  was  obvious. 

After  alerting  a specialist  in  Medford,  who  would 
be  ready  for  emergency  bronchoscopy,  we  started 
what  could  only  be  described  as  a wild  ride  in  the 
ambulance.  It  was  late  evening  and  almost  dark. 
With  siren  screaming  and  throttle  wide  open,  the 
ambulance  careened  down  the  old  highway  south  of 
the  Rogue  River  at  seventy  miles  an  hour  while  I 
watched  the  little  patient,  held  in  her  mother’s  arms. 
We  had  thirty  miles  to  go. 

Her  cyanosis  increased  — diminished  — increased 
again.  Small  doses  of  epinephrine  did  nothing  to 
change  the  condition.  With  each  attack  of  deepen- 
ing cyanosis  there  was  retraction  at  the  episternal 
notch  and  in  the  intercostal  spaces  during  attempted 
inspiration.  In  a final,  desperate  effort  to  get  her 
breath  she  collapsed  limply  in  her  mother’s  arms, 
deeply  blue,  pulseless  and  now  without  further 
respiratory  effort.  Medford  was  still  miles  away. 

I ordered  the  ambulance  to  stop  and  quickly 
opened  the  tracheotomy  pack  we  had  brought  for 
this  not  unanticipated  emergency.  At  the  same  time 
I directed  the  mother  to  lay  the  child  on  the 
ambulance  cart,  with  a pillow  under  her  chest  to 
extend  the  neck. 

It  did  not  take  long  to  discover  that  the  trache- 
otomy set  had  not  been  designed  for  use,  without 
help,  in  semidarkness,  in  an  ambulance  stopped  at 
the  side  of  a highway.  The  pack  was  much  more 
bulky  than  necessary  and,  without  a nurse  to  hand 
the  instruments,  I did  not  readily  find  what  I 
needed.  The  scalpel  blade,  of  course,  was  separate 
from  the  handle  and,  with  a dying  child  before 


Fig.  1.  Drawing  showing  cricothyroid  membrane,  located 
in  subcutaneous  position  between  thyroid  and  cricoid 
cartilages  in  about  middle  of  neck.  Larynx  and  trachea 
are  shown  in  outline.  Incision  for  cricothyroid  puncture 
is  indicated  by  solid  transverse  line  (Reprinted  by  per- 
misson  from  JAMA  174:1933,  December  10,  1960,  Nicholas 
and  Rumer,  “Emergency  Airway — A Plan  of  Action.”) 

me,  the  seconds  needed  to  find  and  assemble 
equipment  were  too  precious  to  lose.  I did  find  a 
small  mosquito  forceps,  which  I held  while  reach- 
ing for  an  excellent,  sharp  pocket  knife  I always 
carry. 

In  four  quick  movements,  the  airway  was  opened. 
With  the  thyroid  cartilage  grasped  in  my  left  hand, 
a transverse  incision  was  made  across  the  region 
of  the  cricothyroid  membrane,  the  membrane  was 
punctured  with  the  point  of  the  knife  and  the  open- 
ing was  widened  with  the  forceps.  The  ambulance 
driver  gave  artificial  respiration.  We  had  a clear 
airway  and  the  cyanosis  began  to  decrease  almost 
at  once.  Spontaneous  respiration  was  soon  estab- 
lished. 

The  airway  was  entirely  satisfactory  and  there 
seemed  to  be  no  real  need  for  a tube.  With  every- 
one relaxed,  we  proceeded  to  Medford  at  more 
reasonable  speed  and  the  bean  was  removed  from 
the  larynx  without  difficulty.  The  neck  wound 
was  closed  and  the  patient,  after  the  expected  mild 
respiratory  flare-up,  went  home  in  less  than  a week. 
There  was  no  infection  of  the  wound  in  spite  of 
the  total  lack  of  asepsis  in  the  procedure.  The  final 
scar  is  of  hairline  width  and  can  be  noted  only  on 
close  observation. 
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Fig.  2.  Drawing  showing  larynx  stabilized  between  left 
thumb  and  middle  finger.  Tip  of  index  finger  in  incision 
identifies  cricothyroid  membrane.  To  puncture  mem- 
brane, sharp  instrument  is  directed  along  nail  of  index 
finger  and  through  membrane.  (Reprinted  by  permission 
from  JAMA  174:1934,  December  10,  1960,  Nicholas  and 
Rumer,  “Emergency  Airway — A Plan  of  Action.”) 

comment 

Puncture  of  the  cricothyroid  membrane  is  a 
simple,  effective,  easily  performed  procedure. 
It  can  be  life-saving  when  the  time  available  is 
down  to  seconds.  It  requires  little  preparation 
except  in  the  mind.  I suppose  it  was  this  last 
requirement  that  prompted  me  to  study  the  pro- 
cedure more  than  a year  before  I needed  it, 
and  that  now  prompts  me  to  report  this  case 
with  recommendation  that  others  become  famil- 
iar with  it. 

An  article  by  Nicholas  and  Rumer  was  the  first 
coming  to  my  attention.1  I should  like  to  urge 
every  physician  to  read  it.  These  authors  pro- 
pose a definite,  well  thought  out  plan  of  action 
in  critical  airway  obstruction,  noting  that  not  all 
physicians  have  familiarized  themselves  with 
the  steps  necessary  in  such  emergencies  and 
that  some  do  not  have  the  surgical  experience 
required  for  performing  the  classical,  low  tra- 
cheostomy. Simplicity  and  safety  of  cricothyroid 
puncture  are  such  that  these  authors  recommend 
teaching  it  to  nurses,  dentists  and  veterinarians, 


as  well  as  to  physicians  who  have  had  no  surgi- 
cal training.  Others  have  also  recommended  the 
procedure  for  use  in  emergency.2  ‘ 

Nicholas  and  Rumer  present  a plan  of  action, 
for  restoration  of  ventilation,  in  four  steps. 

Step  1 is  recognition.  Signs  are  cyanosis,  noisy 
breathing  or  absence  of  breathing,  straining 
chest  and  neck  muscles,  unconsciousness,  and 
lack  of  air  flow  at  mouth  and  nose. 

Step  2 is  application  of  nonsurgical  maneuvers. 
The  mouth  should  be  opened  and  fluid  or 
foreign  bodies  removed.  The  neck  and  head 
should  be  extended  and  the  mandible  pulled 
forward. 

Step  3 is  artificial  respiration  and  should  not 
be  delayed  if  step  2 does  not  result  in  im- 
mediate exchange.  Mouth  to  mouth  ventilation 
or  forced  respiration  with  a mask  should  be 
used.  High  inflation  pressure  may  overcome 
some  partial  obstructions. 

Step  4 is  the  establishment  of  an  emergency 
airway.  Choice  of  procedure  depends  on  surgical 
skill,  availability  of  instruments  and  the  ♦situ- 
ation. Creation  of  an  artificial  airway  may  be 
elective,  urgent,  or  emergent.  In  the  first  two 
situations  it  may  be  possible  to  arrange  for 
classical  tracheostomy.  In  emergency,  cricothy- 
roid puncture  is  safest,  simplest,  and  easiest. 

The  cricothyroid  membrane  is  located  by 
first  finding  the  V-shaped  notch  of  the  thyroid 
cartilage  with  the  index  finger,  then  slipping 
the  finger  down  the  soft  depression  between  the 
thyroid  and  cricoid  cartilages.  In  women  and 
children  it  may  be  found  more  readily  by  re- 
versing the  movement,  starting  with  soft  tissues 
of  the  neck  at  the  suprasternal  notch.  This  is 
because  the  cricoid  is  sometimes  a much  more 
prominent  landmark  than  the  thyroid  cartilage. 

Once  the  target  is  located,  the  procedure  is 
simple  indeed.  Nicholas  and  Rumer  say  that  it 
can  be  done  with  almost  any  reasonably  small, 
fairly  sharp  instrument.  They  include  in  this 
category  such  things  as  dull  jack-knives  and 
sewing  scissors.  In  the  animal  laboratory  they 
have  accomplished  it  with  a nail  file.  The  open- 
ing may  be  maintained  by  spreading  the  scissors 
blades,  turning  the  knife  blade  90  degrees,  in- 
serting a pen  barrel,  a piece  of  stethoscope 
tubing  or  even  by  using  a couple  of  keys.  Stand- 
ard tracheostomy  may  be  done  at  any  convenient 
later  time  within  24-48  hours,  if  the  artificial 
airway  must  be  maintained. 
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suggested  cricothyroid  pack 

My  own  suggestion  for  a simple  pack  to  be 
used  for  emergency  cricothyroid  puncture  would 
include: 

1.  Two  Bard-Parker  handles  with  blades  at- 
tached. One  blade  should  be  of  the  number  10 
type  and  the  other,  number  11. 

2.  Two  curved  mosquito  forceps. 

3.  One  curved,  Kelly  type  forceps. 

4.  Metal  tray,  6"  x 8". 

5.  Jackson  tracheotubes,  sizes  0,  1,  2,  3,  4,  5. 
There  should  be  an  accessory  pack  containing 

a spray  antiseptic,  a Mark  II  electric  lantern, 
and  sterile  gloves. 


conclusion 

The  best  of  procedures  may  soon  be  for- 
gotten, or  used  infrequently,  unless  a number 
of  physicians  familiarize  themselves  with  it,  use 
it  when  demanded,  and  report  their  experience. 
This  is  my  motivation  for  making  this  report. 
My  studies  of  cricothyroid  membrane  puncture 
made  more  than  a year  before  I put  the  knowl- 
edge to  practice,  paid  off  handsomely  on  that 
Easter  Sunday  evening  when  I saved  one  child’s 
life.  I hope  the  method  will  receive  wider 
recognition.  ■ 

615  N.W.  5th  Street 
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Effects  of  the  Neic  Drug  Law 

The  physician’s  freedom  to  prescribe  may  be  further  curtailed  if  effective  drugs 
are  unjustifiably  withheld  from  the  market,  or  pressures  mount  for  him  to  prescribe 
by  generic  name.  Furthermore,  the  governmental  insistence  upon  detailed  directions 
for  use  to  accompany  all  prescription  drugs  and  all  promotional  material  for  them 
increases  the  risks  of  malpractice  suits  if  the  practicing  physician  follows  his  judgment 
and  deviates  from  dosage  or  use  directions.  Clinical  investigators  may  be  driven  into 
other  fields  of  research  where  there  is  less  red  tape,  thus  further  slowing  down  the 
march  of  new  medicines  to  the  prescription  counter.  Also,  the  physician’s  confidential 
relationship  with  a patient  is  in  danger  of  invasion  by  the  detailed  reporting  now 
required  and  the  new  authority  given  the  Food  and  Drug  Administration  to  examine 
clinical  records. 

Austin  Smith,  M.D.,  President,  Pharmaceutical  Manufacturers'  Association,  in  New  Physician,  May,  1963 
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Lysosomes  and  Disease 

y 

DAVID  R.  RULLMAN,  M.D.  Portland,  Oregon 

4 

Lysosomes  are  intracelluar  bags,  of  size  approaching  limits  of  optical  resolu- 
tion, susceptible  to  rupture  with  consequent  release  of  several  digestive  enzymes 
in  active  form.  Lysosomal  fragility  is  influenced  by  physiologic  stimuli  and  is 
increased  in  normal  regressive  tissue  changes.  Endotoxins  increase  fragility  and 
cortisone  protects  integrity  of  the  bags.  These  facts  are  significant  in  irreversible 
shock.  Lysosomes  probably  also  have  a significant  role  in  autoimmune  disease. 
There  is  clinical  significance  in  the  relationships  between  lysosomes,  inflamma- 
tion, and  steroids.  Phartnacologic  control  of  lysosome  activity,  already  accomp- 
lished with  cortisone,  offers  interesting  possibilities  in  treatment  of  several  poorly 
undrestood  disease  processes.  Release  of  their  lytic  potential  may  be  brought  to 


bear  in  therapy  of  neoplasms. 

T o account  for  fundamental  physiologic  pro- 
cesses and  to  explain  mechanisms  of  disease, 
the  investigator  has  had  to  look  closer  at  the 
organism,  finally  exploring  the  cell  itself  and 
the  particles  it  contains.  Concurrent  study  by 
the  cell  anatomist  and  the  biochemist  has  re- 
vealed that  intracellular  particles  called  lyso- 
somes play  an  important  role  in  life  and  death, 
not  only  of  the  cell,  but  of  the  whole  individual. 

the  lysosome  concept 

Intracellur  particles  have  been  seen  by  mic- 
roscopists  for  years,  just  as  cells  have  been 
known  by  the  biochemist  to  contain  various  en- 
zyme activities.  In  fact  it  was  wondered  why 
these  enzymes  did  not  act  on  their  substrates  to 
cause  breakdown  of  cell  constituents.  In  1955, 
de  Duve  et  al  found  that  several  different  en- 
zymes were  localized  in  a population  of  granules, 
which  could  be  segregated  by  differential  sedi- 
mentation in  a sucrose  medium.1  Enzymes  with 
widely  different  specificities,  such  as  cathepsin, 
acid  phosphatase,  acid  ribonuclease,  acid  de- 
oxyribonuclease and  B-glucuronidase,  were  asso- 
ciated within  these  particles  which  were  called 
lysosomes  (lytic  bodies).  From  his  biochemical 
studies  de  Duve  conceived  the  lysosome  as  a 
bag  containing  digestive  enzymes.1-3  The  import- 
ant contribution  of  this  concept  is  the  membrane 
aspect.  The  lipoprotein  membrane  that  encloses 
the  enzymes  ( now  known  to  be  at  least  twelve  in 
number ) is  impermeable  to  the  internal  enzymes 
and  external  substrates.  Enzymes  cannot  harm 
the  cell  itself  as  long  as  they  are  isolated  by  the 

Dr.  Rullman  is  a former  Fellow,  Coagulation  Research  Lab- 
oratory, University  of  Oregon  Medical  School,  Portland. 


barrier  of  the  membrane.  However,  the  mem- 
brane can  be  altered  or  injured  by  various  treat- 
ments permitting  release  of  all  enzyme  activities 
simultaneously  in  active  form  so  that  they  are 
free  to  digest  their  substrates. 

digestion  or  cytocide?  the  "suicide  bags" 

Lysosomes  fulfill  important  digestive  tasks  by 
release  of  their  contents  into  other  cytoplasmic 
particles  or  by  rupture  into  the  cell  itself.  By  -a 
process,  of  endocytosis,  food  particles  too  large 
and  complex  for  immediate  utilization  are  en- 
gulfed by  the  cell  to  become  food  vacuoles  (or 
phagosomes1),  free  of  enzyme  activity.  Lyso- 
somes can  empty  their  contents  into  these 
particles  to  form  digestive  vacuoles.  This  com- 
munication of  lysosomes  and  food  vacuoles  has 
been  demonstrated  by  electron  microscopic 
observation  of  rabbit  polymorphonuclear  (PMN) 
leukocytes  digesting  aggregates  of  bacteria58 
and  by  differential  histochemieal  staining  of 
phagosomes  and  lysosomes  in  liver  and  kidney 
cells.  Digestive  products  that  are  formed, 
diffuse  through  the  membrane  into  the  cell  or 
are  extruded  from  the  cell  as  defecated  material. 
Insoluble  end  products  of  metabolism,  such  as 
ferritin  or  lipofuchsin,  may  accumulate  in  the 
digestive  vacuoles  to  form  dense  particles  called 
residual  bodies,7  which  may  be  related  to  certain 
storage  diseases.  At  other  times  various  con- 
ditions lead  to  rupture  of  the  lysosomes  and 
release  of  enzymes  inside  the  cell,  with  conse- 
quent antolysis  of  vital  cell  particles,  such  as 
mitochondria  or  endoplasmic  reticulum,8  or  even 
dissolution  of  the  whole  cell. 

The  lysosomes  in  differentiated  cells  of  higher 
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animals  are  the  counterpart  of  food  vacuoles 
found  in  undifferentiated  cells  such  as  amoeba. 
Their  digestive  function  is  also  analogous  to  that 
occurring  in  the  digestive  tract  of  man."  Food 
is  eaten  by  the  individual,  whether  cell  or  whole 
man,  kept  separate  from  the  rest  of  the  body  as 
digestion  occurs,  with  defecation  as  the  last  event. 
Rupture  of  the  lysosomes,  with  resultant  dis- 
solution of  the  cell,  is  not  unlike  the  pathologic 
rupture  that  may  take  place  in  man’s  digestive 
system. 

Lysosome  enzymes  are  probably  products  of 
the  ribosomes,  and  their  enclosure  by  membrane 
is  a function  of  endoplasmic  reticulum  and  the 
Golgi  apparatus.10  Found  in  representatives  of 
the  main  phyla  of  the  animal  kingdom,11  lyso- 
somes probably  occur  in  all  tissue  of  the  body. 
They  are  readily  identified  in  liver,  kidney, 
spleen,  PMN  leukocytes,  and  macrophages,  both 
by  biochemical  assay  of  enzyme  activity  asso- 
ciated with  the  particles,  and  by  electron  micro- 
scopy after  various  histochemical  staining  re- 
actions.7 Morphologically  they  are  heterogeneous 
and  cannot  be  identified  solely  by  their  micro- 
scopic appearance,  which  might  be  expected  in 
view  of  their  wide  tissue  distribution  and  varied 
digestive  functions.  However,  de  Duve’s  con- 
cept remains  valid  as  long  as  enzymes  can  be 
shown  to  coexist  within  single  individual  parti- 
cles in  fully  active  form. 

lysosomes  and  cell  death 

Some  of  the  best  evidence  for  involvement 
of  lysosomes  in  catabolism  of  cells  has  resulted 
from  study  of  developmental  processes.  Certain 
autolytic  phenomena  related  to  the  lysosomes 
can  be  considered  physiologic,  such  as  the  in- 
volution of  tissue  in  normal  embrvogenesis.  Re- 
gression of  the  Mullerian  ducts  in  male  chick 
embryos,12  and  involution  of  tadpole  tails,13  are 
well  studied  examples.  This  release  of  lysosome 
activity  depends  upon  the  action  of  hormones. 
Androgens  initiate  regression  of  the  Mullerian 
ducts,  and  thyroid  hormone  starts  the  involution 
of  the  tadpole  tail.  Hormones  initiate  these 
events,  with  lysosomes  as  target  organelles.2 

In  the  adult  animal,  also,  lysosomal  fragility 
responds  to  physiologic  stimuli.  Lysosome 
changes  occur  early  in  the  involution  of  mam- 
mary tissue,11  and  in  human  endometrial  gland- 
ular tissue  the  lysosomes  become  progressively 
more  fragile  in  the  secretory  phase.15  It  is  likely 
that  these  alterations  in  fragility  correlate  with 
variations  in  the  concentration  of  hormones. 


While  the  above  are  examples  of  physiologic 
autolvsis,  cell  death  and  tissue  regression  are 
more  frequently  pathologic  events.  Catabolism 
of  muscle  in  experimental  genetic  and  nutritional 
muscular  dystrophy  closely  parallels  increase 
of  free  lysosomal  enzymes  in  the  degenerating 
muscles.11 1,1  These  increases  correlate  with  the 
observed  histologic  changes,  and  with  the  ex- 
cretion of  tissue  breakdown  products  in  the 
urine.  Changes  in  lysosomes  with  release  of  their 
digestive  enzymes  can  be  produced  by  a variety 
of  experimental  methods,  71718  and  frequently 
the  lysosome  alterations  are  the  earliest  observ- 
able change. 

However,  not  all  damage  to  the  lysosome 
membrane  is  irreversible  with  complete  release 
of  enzyme  activity  and  cell  death.  The  severity 
of  membrane  fragility  changes  may  depend  upon 
the  extent  of  injury  the  tissue  is  subjected  to,  as 
shown  by  reversible  liver  lysosomal  changes  pro- 
duced by  anesthesia  and  abdominal  operations.10 
Thus,  under  some  circumstances,  alterations  in 
the  lysosomal  membrane  can  be  followed  by 
return  to  normal. 

lysosomes  and  disease 

Having  cited  examples  in  which  lysosomes 
are  components  in  the  production  of  cell  damage, 
the  interesting  question  of  physiologic  and 
pharmacologic  control  of  lysosome  function 
arises.  Further,  do  lysosomes  merely  act  as 
scavengers  to  remove  damaged  cells,  or  do  they 
perform  a function  in  the  pathogenesis  of  disease 
and  possibly  in  defense  of  the  individual?  Some 
evidence  bearing  on  these  questions  is  available 
at  this  time. 

rabbit  ears  and  tadpole  tails 

Study  of  the  effects  of  vitamin  A has  led 
to  some  understanding  of  the  ways  in  which 
release  of  lvsosome  enzymes  can  be  controlled. 
Thomas  reported  that  large  amounts  of  vitamin 
A given  to  rabbits  caused  remarkable  collapse 
of  their  ears,  and  changes  in  tracheal,  epiphyseal, 
and  articular  cartilages.20  Dingle  showed  that 
vitamin  A causes  release  of  lysosomal  proteolytic- 
enzymes  from  cartilage  cells  into  the  matrix  of 
the  cartilage,  with  consequent  dissolution  of 
the  matrix.21  Excess  vitamin  A also  releases  pro- 
teases from  suspensions  of  liver  lysosomes  in 
vitro,  and  these  proteases  proved  effective  in 
degrading  embryonic  cartilage  grown  in  vitro.22 
Weissmann  treated  larval  amphibia,  by  giving 
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excess  vitamin  A,  with  resultant  release  of  lyso- 
some  enzymes.-3  This  was  followed  by  rapid 
resorption  of  the  tails  prior  to  metamorphosis. 
The  site  of  action  of  vitamin  A is  at  the  lipo- 
protein membranes  of  the  lvsosomes,  and  it  is 
involved  in  control  of  the  permeability  of  these 
membranes.24 

It  is  most  intriguing  that  if  the  animals  treated 
with  vitamin  A are  given  cortisone  beforehand, 
ear  collapse  and  the  other  deliterious  effects  do 
dot  occur.  Cortisone  blocks  the  action  of  vitamin 
A on  cartilage  matrix  by  stabilizing  the  lyso- 
somes,  thus  protecting  the  cell  and  surrounding 
tissues  from  release  of  the  digestive  enzymes.23  20 

light,  lysosomes,  and  lupus 

Ultraviolet  light  also  causes  disruption  of 
lysosomes  with  release  of  the  enzymes.27  Granule 
fractions  of  lysosomes  from  animal  livers  ex- 
posed to  ultraviolet  light  release  the  enzymes 
cathepsin,  deoxyribonuclease,  acid  phosphatase, 
and  B-glucuronidase.  The  ultraviolet  effect  is 
on  the  membranes  rather  than  the  enzymes, 
because  if  the  membranes  are  disrupted  before 
treatment  with  ultraviolet  light,  irradiation  re- 
sults in  no  further  increase  of  free  enzyme 
activity.  Similarly,  when  fetal  rat  skin  is  grown 
in  vitro  and  exposed  to  ultraviolet  light,  striking 
histologic  changes  of  necrosis  and  vesiculation 
develops.28  This  has  been  likened  to  the  abrupt 
skin  changes  that  may  occur  in  the  systemic 
lupus  erythematosis  patient  when  exposed  to 
sunlight.20  The  destructive  action  of  ultraviolet 
light  upon  tissues  in  vitro  is  prevented  by 
steroids,  and  similar  protection  of  human  skin 
from  the  effect  of  ultraviolet  light  has  been 
noted.30 

lysosomes  and  irreversibility  of  shock 

Lysosomes  play  a strategic  role  in  determin- 
ing an  individual’s  response  to  shock  and  endo- 
toxin. YVeissmann  and  Thomas  found  that  when 
animals  were  subjected  to  traumatic  or  endotoxic 
shock  lysosomal  enzymes  were  released  into  the 
circulation.  31  Free  enzymes  appeared  as  early 
as  five  minutes  after  injection  of  bacterial  endo- 
toxin, before  there  was  any  microscopic  evidence 
of  tissue  damage.  Increase  in  serum  proteolytic 
enzymes  can  be  prevented  by  making  the  ani- 
mals tolerant  or  by  administering  cortisone 
before  the  injection  of  endotoxin.32  By  these 
experiments,  it  was  suggested  that  lysosomes  are 
responsible  for  the  irreversibility  of  endotoxic 


shock  because  endotoxin  causes  release  of  the 
enzymes  into  the  blood  stream  where  they  can 
damage  the  circulation  and  splanchnic  viscera. 
The  increased  stability  of  lysosomes  in  cortisone 
treated  animals  constitutes  an  important  com- 
ponent of  the  resistance  of  these  animals  to 
shock.32 

Further  studies  of  the  behavior  of  lysosomes 
in  shock  have  been  made.  The  experiments  of 
Fine  have  shown  that  the  probable  cause  of 
death  in  traumatic  shock  is  failure  of  the  normal 
reticulo-endothelial  detoxicating  system,  with 
irreversible  collapse  of  the  circulation  caused 
by  endotoxin  which  is  absorbed  in  excess  from 
the  bacterial  flora  of  the  intestine.33  The  serum 
from  shocked  animals  is  toxic  because  it  con- 
tains abnormal  amounts  of  endotoxin.  The  ability 
of  the  reticulo-endothelial  system  to  inactivate 
this  endotoxin  determines  the  individual’s  re- 
sistance and  whether  or  not  the  shock  will  be 
reversible.  Bitensky  et  al  subjected  rabbits  to 
hemorrhagic  shock:  when  exposed  to  reversible 
shock  the  lysosomes  in  macrophages  within  the 
spleen  are  modified  to  the  extent  that  some 
entry  of  substrate  occurs;  when  exposed  to  irre- 
versible shock  the  lysosomes  are  disrupted  with 
release  of  enzymes.  This  was  interpreted  to  me.an 
that  lysosomes  may  serve  to  detoxify  endotoxin 
with  milder  degrees  of  alteration,  while  in  irre- 
versible shock  the  integrity  of  the  lysosomes  is 
lost  so  that  they  can  no  longer  detoxify  endotoxin 
which  circulates  and  causes  irretrievable  col- 
lapse of  the  circulation.34 

Both  of  these  experimental  models  demon- 
strate the  importance  of  lysosomes  and  endotox- 
in in  shock,  and  it  is  conceivable  that  lysosomes 
may  be  involved  in  intracellular  “detoxification.’ 

4,10,34 

lysosomes:  a missing  link  in  the  chain  leading  to 
autoimmune  disease? 

It  has  been  shown  that  cortisone  protects  the 
lysosome  against  a variety  of  injurious  agents. 
This  not  only  carries  implications  about  the 
possible  control  of  lysosome  fragility  by  pharm- 
acologic agents,  but  also  makes  one  wonder 
about  the  mechanisms  of  the  very  effective 
action  of  cortisone  in  disease  processes  involving 
inflammation  and  autoimmunity. 

Several  experiments  support  the  concept  that 
lysosomes  are  necessary  for  expression  of  in- 
flammatory responses,  especially  those  involved 
in  immune  mechanisms.  Uhr  et  al  found  that 
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guinea  pigs  given  large  amounts  of  vitamin  A 
had  suppressed  delayed-type  hypersensitivity.35 
Animals  given  enough  vitamin  A to  release  lyso- 
some  enzymes  into  the  circulation,  show  dimin- 
ished response  to  delayed-type  skin  reactions 
and  passive  Arthus  reactions.  This  indicates  that 
lvsosomes  are  necessary  for  the  expression  of 
several  kinds  of  inflammatory  processes  in  the 
skin,  and  cells  lacking  the  normal  amounts  of 
enzymes  might  be  unable  to  participate  normal- 
ly in  inflammatory  reactions.35 

It  is  known  that  these  reactions,  as  well  as 
the  Shwartzman  phenomenon  can  only  be  pro- 
duced in  animals  that  possess  PMN  leukocytes. 
30  37  Cohn  and  Hirsch  have  shown  that  the  cyto- 
plasmic granules  of  PMN  leukocytes  are  rich  in 
hydrolytic  enzymes,  and  can  be  considered  ly- 
sosomes.36  37  The  participation  of  lysosomes  in 
the  induction  of  inflammation  has  been  further 
established  by  the  production  of  local  Shwartz- 
man reactions  in  rabbits.39  If  lvsosome  granules 
separated  from  PMN  leukocytes  are  injected 
into  the  skin,  little  or  no  damage  results.  But 
if  the  skin  injection  is  followed  by  an  intravenous 
injection  of  endotoxin,  a striking,  local,  Shwartz- 
man reaction  occurs,  with  inflammation  and 
vascular  necrosis.  Repeating  this  study  with 
substitution  of  PMN  leukocytes  from  which  the 
lvsosome  granules  have  been  removed,  does  not 
result  in  the  local  reaction.  In  this  case  lysosomes 
participate  in  the  Shwartzman  reaction  without 
any  evidence  of  an  antigen-antibody  reaction. 

Additional  study  of  the  biochemistry  of  con- 
nective tissue  disease  has  shown  that  both  strep- 
tolysins and  antibodies  are  capable  of  causing 
lysosomal  disruption."’-*2  If  minute  amounts  of 
streptolysin  can  actively  release  lysosome  en- 
zymes, these  could  act  upon  the  host  tissues, 
conceivably  playing  a role  in  the  manifestations 
of  acute  streptococcal  infections  or  in  sequelae 
such  as  rheumatic  fever.'0  Bitensky  has  shown 
that  lysosomes  are  sensitive  to  the  action  of  anti- 
body which  attaches  to  the  cell  surface.12  It  has 
been  postulated  that  released  enzymes  that  reach 
the  serum  are  bound  to  a globulin  which  pre- 
vents entry  and  damage  of  tissue;13  however, 
if  the  binding  capacity  for  lysosomal  enzymes 
is  exceeded,  tissue  damage  results. 

a question  of  why  and  whence 

The  many  autoantibodies  that  are  features  of 


autoimmune  diseases,  such  as  systemic  lupus 
erythematosis,  may  cause  release  of  lysosomal 
enzymes  with  consequent  development  of  in- 
flammation and  vascular  changes,  or  the  anti- 
bodies may  be  mere  immunologic  side  reactions, 
having  nothing  to  do  with  the  primary  cause  of 
the  disease.41  In  this  case  the  primary  dysfunc- 
tion would  involve  lysosome  fragility,  leading  to 
denaturation  of  other  tissue  components.  These 
altered  tissue  constituents  may  be  stimuli  to 
autoimmunity,  so  that  they  serve  as  antigens  to 
which  antibodies  could  develop  as  a secondary 
phenomenon. 


Studies  of  these  phenomena  may  lead  to  def- 
inite therapeutic  applications.  Stabilizing  effect 
of  steroids  on  the  lysosome  membrane  is  well 
documented;  thyroid  hormone,  vitamin  A,  and 
various  physical  factors,  have  been  shown  to 
act  at  the  level  of  this  lipo-protein  membrane. 
Better  understanding  of  the  action  of  steroids 
will  follow.  It  has  been  suggested  by  de  Duve 
that  the  lysosomes  of  tumor  cells  could  be  made 
use  of  in  chemotherapy  by  agents  that  might 
bring  about  release  of  the  hydrolases  in  the 
tumor  tissue.15 

Certainly  a relationship  does  exist  between 
lysosomes,  inflammation,  and  steroids,  as  evi- 
denced by  the  changes  in  fragility  and  perme- 
ability of  the  lysosomes  in  pathologic  processes. 
While  lysosome  dysfunction  may  or  may  not 
be  the  primary  abnormality  in  connective  tissue 
disorders,  their  role  as  a component  in  the 
inflammation  involved  seems  established.  Dis- 
ruption of  lysosomal  “structure-linked  latency’’ 
by  various  methods  such  as  ultraviolet  irradia- 
tion, and  the  stabilization  of  lysosomes  by  hor- 
mones such  as  cortisone,  gives  further  credulity 
to  the  importance  of  lysosomes  in  the  pathogene- 
sis of  disorders  such  as  systemic  lupus  erythe- 
matosis. The  various  experimental  models  that 
have  been  developed  for  investigation  of  lyso- 
somes and  their  relations  to  disease,  with  the 
possibility  of  future  therapeutic  applications,  are 
a tribute  to  the  far-sightedness  of  de  Duve  and 
his  concept  of  the  lysosome.  ■ 

1216  S.W.  Yamhill  (97205) 

Spanish  language  abstract  (abstracto)  on  page  551 


the  future 
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Etiologic  Significance  of  Nail  Diseases 

LEON  F.  R A Y,  M.D.  Portland,  Oregon 


Nail  changes  have  long  been  a fascinating 
subject  about  which  there  has  been  much  con- 
jecture. Pardo-Castello,  Ronehese,  and  more 
recently  Samman,  have  delved  thoroughly  into 
this  problem.1-2 

The  relationship  of  systemic  disease  to  nail 
changes  is  inconsistent.  Unfortunately,  nail 
changes  associated  with  systemic  disease  not 
only  seem  unrelated  to  the  severity  of  the  disease 
but  also  occur  in  apparently  normal  people. 
Brittle  nails  have  been  reported  to  be  associated 
with  hypothyroidism,  but  I venture  the  great 
majority  of  hypothyroid  individuals  have  normal 
fingernails,  and  that  even  a larger  number  of 
normal  people  have  brittle  nails. 

Longitudinal  ridging  is  said  to  be  associated 
with  arsenic  poisoning,  iron  deficiency,  macro- 
cytic anemia,  and  avitaminosis,  yet  this  type  of 
ridging  is  not  rare  in  normal,  healthy  people. 
Beau  lines  or  transverse  ridges  are  often  dis- 
cussed as  marks  of  an  infectious  or  toxic  event, 
and  if  one  assumes  nail  growth  at  1 mm  a week, 
it  is  possible  to  measure  and  calculate  approxi- 
mately when  the  event  occurred.  Unfortunately, 
most  people  who  have  suffered  severe  illnesses 
such  as  measles,  influenza,  pneumonia,  Hodg- 
kin's disease,  or  cardiac  infarction,  develop  no 
nail  changes  and,  moreover,  Beau  lines  are 
common  in  the  absence  of  any  history  of  illness. 

Therefore,  let  us  leave  the  problem  of  nail 
changes  and  systemic  disease  to  further  study 
and  turn  to  common  nail  changes  as  seen  in 
clinic  and  private  practice.  Fingernails,  being 
exposed,  are  subject  to  more  frequent  study  than 
toenails.  The  latter  are  much  slower  growers. 
Patients  seldom  complain  of  toenail  changes  un- 
less pain  or  discomfort  demands  attention. 

changes  due  to  trauma 

Nail  changes  commonly  seen  in  practice  are 
classified  in  Table  1.  Nail  changes  due  to  trauma 
are  listed  in  Table  2.  Almost  everyone  has  experi- 
enced acute  trauma  of  a fingernail  from  misuse 
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of  a hammer  or  by  pinching  during  a car  door 
closure. 

Table  1.  Causes  of  Common  Nail  Changes 

I.  Traumatic 

II.  Infective 

A.  Bacterial 

B.  Fungal 

1.  Dermatophytes 

2.  Yeasts 

3.  Opportunistic  fungi 

III.  Psoriasis 

IV.  Onycholysis 

V.  Eczema 

VI.  Circulatory 


Table  2.  Nail  Changes  Due  to  Trauma 

I.  Acute 
II.  Chronic 

A.  Terminal  horizontal  splitting 

B.  Neurotic 

1.  Nail  biting 

2.  Habit  tic 

Terminal,  horizontal  nail  splitting  is  common- 
ly seen  in  the  female  adult  but  seldom  in  the 
male.  Nail  keratin,  on  repeated  immersion  in 
water  with  subsequent  drying,  becomes  brittle 
and  separates  or  splits.  If  the  solutions  are 
alkaline,  this  occurs  more  easily.  Fat  solvents 
like  acetone  produce  a similar  state.  A female 
who  likes  long  fingernails,  uses  nail  enamel 
often,  and  whose  hands  are  in  and  out  of  water 
frequently  will  usually  develop  horizontal  nail 
splitting. 

Nail  biting  is  not  uncommon.  Some  patients 
readily  admit  their  acts  but  some  are  very  loath 
to  recognize  cause  and  effect.  These  latter  are 
in  the  minority  in  my  experience.  They  chew 
the  cuticle  as  well  as  the  nail.  Sometimes  only 
one  nail  is  involved,  sometimes  nearly  all  nails. 
Some  bite  their  nails  at  anytime;  others  bite  only 
during  obvious  stress  such  as  while  observing 
an  athletic  event,  movie  or  television.  Samman 
has  noted  that  the  common  wart  infection  of  the 
bitten  periungual  tissue  is  a complication.  Fig- 
ure la.  shows  the  left  thumbnail  of  a twenty-four 
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Fig.  la.  Neurosis  of  the  nail:  Habit  tic-This  is  the  left  thumbnail  of  a 24  year  old  healthly  female 
who  gouged  it  with  her  right  thumbnail  when  under  nervous  tension:  b.  Bacterial  paronychia, 
moderate:  Usually  responds  to  hot  soaks,  antibiotic  ointments  and  drainage  if  necessary;  c.  Bac- 
terial paronychia,  moderately  severe:  The  nail  plate  has  been  separated  and  will  be  shed.  This 
will  respond  to  local  measures. 


year  old  healthy  female  who  gouged  it  with 
her  right  thumbnail  when  under  nervous  ten- 
sion. After  frank  discussion  of  the  etiology,  at 
the  time  of  consultation,  she  gradually  broke 
the  habit  and  the  nail  plate  returned  to  normal. 

bacterial  infections 

Bacterial  infections  of  nail  and  paronychial 
tissue  usually  follow  implantation  of  pathogenic 
bacteria  with  minor  trauma.  Staphylococci  and 
streptococci  are  common  invaders.  At  times  fre- 
quent immersion  in  water  or  other  fluids  is  more 
injurious  than  the  infecting  organisms.  Chronic 
paronychia  and  onychia  need  study  from  the 
standpoint  of  the  microbial  flora  as  well  as  con- 
tributing traumatic  factors.  As  will  be  men- 
tioned, Candida  albicans,  a yeast,  can  mimic 
bacterial  disease  closely.  This  organism  does  not 
respond  to  ordinary  antibiotics  and  is  unrespon- 
sive to  griseofulvin. 

Figure  lb.  shows  a common  bacterial  par- 
onychia which  responds  to  hot  soaks,  antibiotic- 
ointments  and,  when  necessary,  surgical  drain- 
age. Clinically,  if  this  type  of  paronychia  is  not 
responding  to  treatment,  the  Candida  yeast  type 
of  paronychia  should  be  suspected  and  appro- 
priate smears  and  cultures  done. 

Figure  lc.  depicts  a moderately  severe,  bac- 
terial paronychia  which  has  temporarily  arrested 
nail  growth.  The  nail  plate  separates  and  will 
be  shed.  This  is  beneficial  since  adequate  drain- 
age results.  At  times  pus  under  pressure  beneath 
the  plate  will  produce  excruciating  pain  and 
drainage  can  readily  be  obtained  by  cutting  a 
hole  in  the  nail  plate.  Nail  keratin,  while  firm, 
is  soft  enough  to  be  cut  with  a scalpel,  or  a drill 
may  be  used.  Local  therapy  is  usually  sufficient, 


but  occasionally  systemic  antibiotics  are  indi- 
cated. 

Figure  2a.  shows  a severe  bacterial  paronychia 
involving  all  fingernails.  Systemic  as  well  as 
local  therapy  is  indicated,  but  of  equal  signifi- 
cance is  the  fact  that  this  type  of  flare-up  occur- 
red repeatedly  after  alcoholic  bouts.  Satisfactory 
resolution  only  occurred  after  the  addition  of 
vitamins  and  a nutritious  diet.  The  malnutrition 
factor  of  chronic  paronychia  should  not  be  over- 
looked. 

fungus  infections 

Fungus  infections  of  nails  are  caused  by  three 
groups  of  organisms  which  produce  different 
diseases,  and  respond  to  different  therapeutic 
measures.  What  is  effective  for  one  group  will 
not  necessarily  be  adequate  for  another. 

1.  Dermatophytes 

Dermatophytes  producing  onychomycosis  in 
this  community  are  Trichophyton  rubrum  and 
Trichophyton  mentagrophytes.  They  all  respond 
to  griseofulvin  therapy.  Complete  cure  is  not 
consistently  achieved  but  satisfactory  suppres- 
sion is  common. 

Figure  2b.  shows  a fungus  involvement  of  the 
nail  due  to  T.  rubrum  producing  a thickened 
nail  plate  with  a whitish,  discolored  and  dull 
surface.  Further  involvement  results  in  the  well- 
known  dull  to  brownish  thickening  of  the  nail 
plate. 

Figure  2c.  shows  a pitted  nail  with  whitish 
flecks.  It  is  due  to  T.  mentagrophytes.  There 
may  be  little  or  no  thickening  of  the  nail  plate. 
The  fungi  causing  ( or  involved  in ) either  of 
these  types  of  nail  disease  can  be  demonstrated 
readily  by  soaking  small  bits  of  the  nail  in  30 
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Fig  4.  Yeast  paronychia  due  to  Candida  albicans.  Usually 
mild  to  moderate  inflammation  with  little  purulent  or 
cheesy  exudate.  Unresponsive  to  routine  antibiotics. 
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Fig.  2a.  Bacterial  paronychia,  severe:  Systemic  as  well  as  local  therapy  is  indicated  and  of  equal 
significance  is  correction  of  underlying  malnutrition;  b.  Onychomycosis  due  to  Trichophyton 
rubrum:  The  nail  plate  is  thickened  and  the  surface  is  whitish  and  dull;  c.  Onychomycosis  due  to 
Trichophyton  mentagrophytes:  The  nail  plate  is  pitted  and  contains  tiny  whitish  flecks.  There 
is  little  or  no  thickening  of  the  plate. 


Fig.  3.  KOH  Preparation  from  nail  infected  with  Tricho- 
phyton. Long  branching  hyphae  extending  over  cell 
boundaries  are  visible.  (600x) 

per  cent  aqueous  solution  of  potassium  hydroxide 
with  gentle  heating  for  thirty  minutes. 

Figure  3 illustrates  such  a nail  preparation 
examined  under  reduced  light  and  high  power. 
The  long  branching  hyphae  extending  over  cell 
boundaries  are  clearly  seen.  Cultures  are  neces- 
sary to  determine  the  type  of  fungus,  and  should 
be  done  on  Mycosel  Media  ( Baltimore  Biological 
Laboratory,  Baltimore,  Md. ),  Griseofulin,  using 
the  micronized  form,  125  mg  four  times  a day 
for  a few  months,  is  effective. 

2.  Yeasts 

Candida  albicans,  known  formerly  as  Mon- 
ilia albicans,  is  a yeast  like  organism  which  often 
produces  low-grade  or  chronic  paronychia  and 
onychia.  It  mimics  bacterial  infection.  It  re- 
sponds to  nystatin  and  amphotericin  B by  local 
application  but  not  to  antibiotics  and  not  to 
griseofulvin. 


Figure  4 demonstrates  the  usual  yeast  par- 
onychia caused  by  C.  albicans.  One  or  several 
nails  may  be  involved.  At  times,  vesicles  have 
been  noted  on  the  soft  tissues  of  the  terminal 
phalanx. 

Figure  5a.  shows  a moderately  severe  par- 
onychia due  to  C.  albicans  and  figure  5b.  repre- 
sents a severe  purulent  undermining  of  the 
nail  (onycholysis)  often  treated  as  a bacterial 
infection  with  poor  results.  Small  amounts  of 
material  removed  from  the  inflamed  paronychial 
folds,  or  from  beneath  the  nail  plate  when 
mixed  with  10  per  cent  aqueous  potassium  hy- 
droxide on  a slide,  gently  heated  and  examined 
on  the  microscope  under  reduced  light,  will 
reveal  groups  of  small  round  spores  plus  short 
branching  hyphae  as  seen  in  Figure  6.  This 
picture  is  presumptive  of  a Candida  infection 
but  cultures  on  Nickersons’  media  must  be  done 
to  confirm  it. 

3.  Opportunistic  fungi 

There  are  several  fungi  which  normally  are 


Fig.  5 a.  Yeast  paronychia  due  to  Candida  albicans,  moderately 
severe.  Here  the  nail  plate  is  involved  as  well  becoming  dull, 
brownish  with  an  irregular  surface;  b.  Onycholysis,  severe  due  to 
Candida  albicans.  This  purulent  undermining  of  the  nail  plate 
is  often  treated  as  a bacterial  infection  with  poor  results. 


Fig.  6 KOH  Preparation  from  paronychia  infected  with 
Candida  albicans.  Group  of  small  round  spores  mixed  with 
short  branching  hyphae  are  seen.  The  spores  are  much 
larger  than  bacterial  cocci.  (600x). 

considered  contaminants,  but  which  at  times, 
in  the  presence  of  other  nail  disease,  may  propa- 
gate on  the  diseased  nail,  confusing  the  clinical 
picture.  Scopulariopsis,  Mucor,  Aspergillus,  Pen- 
icillium  are  among  these.  Therapy  must  he  di- 
rected toward  the  underlying  cause. 

Psoriasis  of  the  nails  is  common.  Three  clinical 
types  may  be  observed:  1.  pits,  2.  fungus-like 
lesions,  and  3.  Onycholysis. 

Pits,  while  common  in  psoriasis  are  not  path- 
ognomonic. They  do  occur  also  with  local  infec- 
tions and  allergic  diseases,  such  as  eczema  and 
contact  dermatitis.  Usually  one  can  find  some 
cutaneous  evidence  of  psoriasis  on  the  scalp, 
trunk  or  extremities.  The  fungus-like  form  of 
psoriasis  of  the  nails  (figure  7)  may  require  the 


Fig.  7.  Psoriasis  of  the  nail.  The  thickened  dull,  brownish 
nail  plate  mimics  fungus  infection.  KOH  and  cultures  were 
negative. 


use  of  KOH  and  cultures  to  rule  out  true  fungus 
disease  even  in  the  presence  of  psoriasis  of  the 
glabrous  skin.  Griseofulvin  is  not  effective 
against  psoriasis  of  the  nails. 

Onycholysis  or  terminal  separation  of  the 
nail  is  common  in  psoriasis  which  is  usually 
manifested  by  lesions  elsewhere  on  the  skin. 
This  same  separation  is  seen  in  atopic  derma- 
titis and  various  types  of  eczema.  The  most 
common  causes  of  onycholysis  are  local  and  have 
been  classified  in  table  3. 

Any  dermatitis  ( but  especially  atopic  eczema ) 
if  it  involves  the  fingers,  and  especially  the 
dorsal  nail  folds,  may  produce  various  nail 
changes.  These  changes  start  proximally  and 
proceed  distally.  There  are  usually  transverse 
ridges  and  the  changes  may  be  severe  enough 


! 

t 
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to  cause  the  nail  to  shed.  If  the  dermatitis  sub- 
sides readily,  the  nail  changes  may  not  appear 
until  several  weeks  thereafter.  At  this  late  time 
a fungus  etiology  may  be  entertained  erroneously 
instead  of  relating  the  nail  changes  to  the  pre- 
vious dermatitis. 

Table  3.  Onycholysis,  Local  Causes 

I.  Traumatic 

A.  Clawing  type  (shell  casing,  nut  opening, 
poultry  plucking) 

B.  Pinching  type  (doors,  automobile  hoods) 

C.  Stabbing  type  (manicuring) 

D.  Foreign  body  type  (imbedded  hairs,  metal, 
thorns ) 

II.  Infective 

A.  Mycotic 

B.  Pyogenic 

C.  Viral  ( Herpes  simplex,  H.  zoster) 

III.  Chemical 

A.  Prolonged  immersion  in  (hot)  water  with 
alkalies  or  detergents,  or  both 

B.  Paint  removers 

C.  Sugar  solution 

D.  Gasoline  and  similar  solvents 

E.  Nail  base  coats 

F.  Artificial  fingernails 

IV.  Photo-onycholysis  (demethylchlortetracycline, 
chlortetracycline,  chloramphenicol ) 

Samman  has  reported  excellent  studies  of 
nail  changes  associated  with  impaired  peripheral 
circulation.4  These  changes  are  not  consistent. 


There  are  two  main  types.  One  is  found  in 
Raynaud’s  disease  of  many  years  duration  in 
which  the  nails  are  thin,  brittle,  ridged  longi- 
tudinally and  split  along  the  ridges.  The  surface 
may  become  irregular  or  spoon  shaped.  The 
nails  break  easily.  The  other  type  he  calls  yellow 
nails.  These  have  been  seen  in  patients  with 
edema  of  the  ankles  and  myocardial  degenera- 
tion. These  nails  are  smooth,  excessivelv  curved 
in  long  axis,  and  strikingly  yellow  in  color.  ■ 

Suite  628,  Medical  Dental  Bldg.  (97205) 

Chemical  Nomenclature 

generic  names  trade  names 

nystatin  Mycostatin 

amphotericin  B Fungizone 

demethylchlortetracycline  Declomycin 

chlortetracycline  Aureomycin 

chloramphenicol  Chloromycetin 
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Who  Is  a Clinical  Investigator? 

Proposals  have  been  made  that  one  private  organization  or  another  should 
undertake  the  role  of  certifying  experts  as  qualified  to  evaluate  the  safety  and  effective- 
ness of  new  drugs.  In  my  opinion,  such  proposals  have  not  taken  into  account  all  of 
the  implications  of  such  a censorship  role.  In  the  first  place,  the  government  cannot 
delegate  such  authority  to  any  private  group.  Furthermore,  there  is  no  common  denom- 
inator of  education  or  training  that  distinguishes  a careful,  reliable,  accurate  observer 
from  one  who  is  motivated  by  the  will  to  believe  or,  sometimes,  not  to  believe.  Let  us 
not  forget  that  Charles  Best  was  a medical  student  when  he  did  his  Nobel  Prize 
winning  work  on  Insulin,  and  Beaumont  an  undistinguished  Army  surgeon  when  he 
made  his  epochal  observations  on  gastric  physiology,  utilizing  only  one  patient  and 
without  any  special  clinical  facilities. 

Theodore  G.  Klumpp,  M.D.,  in  Illinois  Medical  Journal,  October,  1963 
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What  are  the  roots  of  a good  soup,  Doctor? 


You  see  five  of  the  roots  of  a 
good  soup  here:  carrots,  white 
potatoes,  sweet  potatoes,  turnips, 
and  onions.  The  roots  of  a really 
good  soup,  of  course,  go  much 
deeper.  They  include  knowledge  and  years  of  experience  in 
selecting  and  blending  the  fine  vegetables  and  tender  meat 
or  poultry  that  should  go  into  a good  soup.  They  also  include 
the  extra  care  in  processing  these  ingredients  to  preserve,  as 
much  as  possible,  natural  flavors  and  nutritive  values. 

That’s  how  all  Campbell’s  Soups  are  made.  As  a result, 
they  offer  your  patients  a wide  variety  of  foods  with  a wide 
variety  of  essential  nutrients. 

For  example,  our  Vegetable  Soup  with  its  15  different 
vegetables  is  ideal  to  recommend  to  the  mother  of  a child 
who  is  a finicky  eater.  The  child  delights  in  spooning  up  the 


“alphabets” . . . while  he  puts  away  about  2500  I.U.  of  Vita- 
min A in  an  average  7 oz.  serving. 

Or,  to  help  stimulate  the  appetite  of  your  elderly  patients, 
you  can  recommend  our  delicious  Cream  of  Potato  Soup.  It’s 
wholesome  and  satisfying,  yet  has  only  about  59  calories 
per  7 oz.  serving. 

You’ll  find  of  course,  that  there’s  a Campbell’s  Soup  suit- 
able for  almost  every  one  of  your  special-diet-patients  — high 
protein,  low  residue,  high  or  low  calorie.  To  help  you  in  plan- 
ning such  diets,  we  have  prepared  a series  of 
nutritive  analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  23,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and  enjoy  them  yourself.  There’s  a soup  SOliP 
for  almost  every  patient  and  diet,  for  every  meal. 


El  Trouble  is  I don’t  see  any  way  out. 
I’m  at  a dead  end  in  this  job  and  with 
the  kids  and  all  I can’t  start  over  now 
learning  another. 5 3 


RECOGNIZE 
THIS  PATIENT? 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 

WALLACE  LABORATORIES/  Cranbury, 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 


CD-1933 
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couldn't  defrost  cool  Katt. 


His  dizzy  notes  got  the  critics'  votes. 


His  doctor  (a  hep  M.  D.  ) prescribed.  . . 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  1 0 PATIENTS* 


Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin, 
increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a 
desirable  physiological  sign  that  the 
nicotinic  acid  is  carrying  out  its 
intended  function  of  vasodilation.  Be- 
cause of  this  vasodilation,  severe  hypo- 
tension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 
•Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

Antiverf# 

(meclizine  HCI,  nicotinic  acid) 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being* 
New  York,  N.Y.  10017 


But.  . . 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (asThi amine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitam 

in  defi- 

ciencies.  Supplied  in  decorative  “re- 

minder"  jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

; 1 8241- 4 


WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

president  Robert  B.  Hunter,  M.D.,  Sedro  Woolley 
secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  13-16,  1964,  Seattle 


High  meeting— low  cost 


surgeons  elect 


Geographic,  electronic,  and  some  physiologic  highs 
will  feature  meeting  of  the  Washington  State  Soci- 
ety of  Internal  Medicine,  high  on  Crystal  Mountain, 
September  11,  12.  The  meeting  will  be  held  at 
Silver  Skis  Chalet. 

One  high  feature  of  the  meeting  will  be  an 
address  by  Mr.  James  Whittaker,  “On  Top  of  Mt. 
Everest.” 

Computers,  electronic  monitoring,  and  auto- 
analyzers will  provide  topics  for  most  of  the  papers 
on  the  first  day  and  clinical  problems  in  cardio- 
vascular physiology  will  feature  the  second.  An 
outstanding  group  of  speakers  has  been  invited. 
The  list  includes,  Joseph  Mount,  Ph.D.,  IBM  Cor- 
poration, John  Evans,  M.D..  IBM  Corporation,  Rob- 
ert Bruce,  M.D.,  University  of  Washington,  Paul 
Lund,  M.D.,  Swedish  Hospital,  Robert  H.  Williams, 
M.D.,  University  of  Washington,  James  M.  Burnell, 
M.D..  University  of  Washington,  Joseph  Goodner, 
M.D.,  King  County  Hospital,  and  William  Dock, 
M.D.,  State  University  of  New  York,  Brooklyn, 
New  York. 

Registration  fee  of  S21  per  person  includes  accom- 
modation two  days,  one  night,  three  meals,  and  a 
round  trip  on  the  Crystal  Mountain  ski  lift.  The 
Society  is  host  at  the  social  hour  preceding  the 
Friday  evening  dinner.  Wives  are  invited.  Reserva- 
tion request  should  be  addressed  to  John  Lindberg, 
M.D.,  1120  Cherry  Street,  Seattle,  Washington 
98104. 

Washington  State  Medical  Disciplinary  Board 

Ballots  are  being  mailed  this  month  for  the  elec- 
tion of  physicians  to  serve  on  the  Medical  Disci- 
plinary Board.  They  must  be  returned  before  the 
election  date  of  September  16. 

Names  of  nominees  will  be  printed  on  the  ballot; 
however,  write  in  votes  cast  for  licensed  physicians 
residing  in  the  district  of  the  voter  are  valid. 

For  further  information  on  this  election,  see  your 
May  issue  of  northwest  medicine,  page  323. 


Washington  State  Chapter  of  American  College 
of  Surgeons  installed  Eric  R.  Sanderson  as  presi- 
dent at  the  annual  meeting  held  June  26-27.  Other 
officers  elected  are:  President-Elect,  Peter  Brooks, 
Walla  Walla;  Secretary-Treasurer,  Thomas  Jones, 
Seattle;  and  Counselors,  Stanley  Tuell,  Tacoma, 
and  Everett  Coulter  of  Spokane. 


ROBERT  G.  PETERSDORF,  M.D. 


change  in  faculty 

Dean  Hogness  has  named  Robert  G.  Petersdorf  as 
Chairman,  Department  of  Medicine,  and  Phvsician- 
in-Chief  at  University  Hospital.  Dr.  Petersdorf, 
who  succeeds  Robert  H.  Williams,  is  presently 
Physician-in-Chief  of  King  County  Hospital  and 
Professor  of  Medicine  at  University  of  Washington. 

Dr.  Williams  is  remaining  at  the  University  as 
Professor  of  Medicine. 

Before  moving  to  Seattle  in  1960,  Dr.  Petersdorf 
was  at  Johns  Hopkins  LTniversity  as  assistant  pro- 
fessor of  medicine.  He  is  a 1952  graduate  of  Yale 
University  School  of  Medicine  and  received  internal 
medicine  training  at  Yale,  Peter  Bent  Brigham  Hos- 
pital in  Boston,  and  Johns  Hopkins  Hospital  in 
Baltimore. 
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OBITUARIES 

dr.  john  hem  men,  43,  of  Tacoma,  died  en  route 
to  a local  hospital  on  June  6.  His  degree  was  award- 
ed at  St.  Louis  University  School  of  Medicine  in 
1946.  He  was  on  the  Veteran’s  Administration  medi- 
cal staff  at  American  Lake. 

dr.  francis  edgar  SHOvLAiN  died  March  25  of 
cerebrovascular  accident  in  Gig  Harbor.  His  degree 
was  granted  by  Creighton  University  School  of 
Medicine  in  1923.  Dr.  Shovlain,  who  specialized  in 
administrative  medicine  and  psychiatry,  was  66. 

DR.  MARCELLUS  CLAY  SHURTLEFF,  51,  died  J line  23. 
He  was  awarded  his  degree  from  University  of 
Nebraska  College  of  Medicine  in  1937,  then  interned 
at  Marine  Hospital,  Seattle.  He  had  lived  and 


practiced  in  Seattle  since  1946.  During  World  War 
II,  he  served  as  a Naval  flight  surgeon. 

dr.  james  p.  mooney,  of  Roslijn,  died  June  10  of 
cerebrovascular  accident.  He  was  85.  Retired  since 
1962,  he  had  served  in  Kittitas  County  for  46  years. 
Dr.  Mooney  was  granted  his  degree  by  Lincoln 
Memorial  University  Medical  Department  in  Knox- 
ville in  1906.  For  four  years  he  was  a medical  mis- 
sionary in  China,  and  for  two  years  was  with  the 
Department  of  Interior  in  Alaska. 

dr.  loren  g.  shroat,  Seattle  general  practitioner 
since  1924,  died  June  14.  He  was  a former  president 
of  the  King  County  Chapter  of  Washington  Acad- 
emy of  General  Practice.  Dr.  Shroat  graduated,  in 
1911,  from  Barnes  Medical  College,  St.  Louis.  A 
World  War  1 veteran,  he  was  77. 
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PAIN  RELIEF  % 
XPU  CAN ' RELY  ON 
cpmesmminutes .. 
lasts 


PERCODAN 


in  moderate  to 
moderately  severe  pain.. . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  2 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2.628.185  and  2,907,768  I 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York  I 


IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Corwin  E.  Groom,  Pocatello 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-26,  1965,  Sun  Valley 


Idaho  Academy  of  GP 


The  Idaho  Academy  of  General  Practice  will  hold 
its  Annual  Meeting  September  14-16  at  the  Hay- 
den Lake  Country  Club,  Hayden  Lake,  Idaho.  The 
meeting  will  run  from  8:30  a.m.  to  3:00  p.m.  each 
day. 

Recreational  activities  are  planned  for  later  each 
day  which  will  include  a golf  tournament,  boating 
and  fishing  for  the  men;  and  for  the  ladies  a boat 
trip  on  St.  Joe  River  on  Monday,  September  14. 

Guest  speakers  for  the  event  include,  Ralph  De- 
Palma,  M.D.,  Professor  of  Orthopedic  Surgery, 
Jefferson  Medical  College,  Philadelphia,  who  will 
speak  on  “Office  Orthopedics— Uncommon  Treat- 
ment of  Common  Fractures,”  and  “Back  Injuries, 
Minor  and  Major;”  Melvin  W.  Breese,  M.D.,  De- 
partment of  Obstetrics  and  Gynecology,  University 
of  Oregon  Medical  School,  to  speak  on  “The  Pill- 


Oral  Contraceptives,”  “Management  of  the  Patient 
with  Ruptured  Membranes,”  and  “Thyroid  Carci- 
noma of  the  Young  Female;”  Robert  King,  M.D., 
Cardiologist,  Virginia  Mason  Clinic,  Seattle,  “Cor- 
onary Artery  Disease— Signs  and  Prognosis,”  “Car- 
dioversion of  Arrhythmias  and  the  Artificial  Pace- 
maker,” “Hypertensive  Treatment;”  Delbert  Small, 
M.D.,  Anesthesiologist  Group,  Spokane,  “Modern 
Rescusitation,”  and  “Choice  of  Anesthesia;”  Edward 
Hamacher,  M.D.,  LL.B.,  Spokane,  “Maxillo  Facial 
Injuries,”  “Medico-Legal  Problems;”  and  Corwin 
E.  Groom,  M.D.,  President,  Idaho  State  Medical  As- 
sociation, who  will  give  introductory  remarks  and 
a special  welcome. 

Dr.  King  will  be  the  featured  speaker  for  the 
banquet  on  Tuesday  evening,  September  15.  Sub- 
ject of  his  talk  is  “Medicine  in  the  Land  of  Hip- 
pocrates.” 


State  Board  of  Medicine  Section 

The  regular  meeting  of  the  State  Board  of  Medi- 
cine was  held  in  Boise,  July  13,  14,  15  to  conduct 
business  and  grant  licensure. 

Members  of  the  Board  are:  S.  M.  Poindexter, 
Boise,  Chairman;  W.  Wray  Wilson,  Coeur  d’Alene, 
Vice-Chairman;  John  E.  Comstock,  Pocatello; 
Charles  E.  Kerrick,  Caldwell;  James  S.  Newton, 
Lewiston,  and  Charles  A.  Terhune,  Burley. 

A total  of  20  physicians  applied  for  licenses  to 
practice  medicine  and  surgery  in  Idaho. 

Three  physicians  obtained  Temporary  Licenses  in 
June.  They  are: 

John  J.  Jestadt,  Boise,  Graduate  of  University  of 
Manitoba,  Winnipeg,  Manitoba,  Canada,  1950. 
Internship  St.  Boniface  General  Hospital,  St.  Boni- 


face, Manitoba,  1951.  Residency  in  Radiology  at  the 
Bismarck  Hospital,  Bismarck,  North  Dakota,  1955- 
58.  Granted  TL-323,  June  3,  1964.  Radiology. 

Rulon  D.  Robison,  Idaho  Falls.  Graduate  of 
George  Washington  University,  Washington,  D.C., 
1959.  Internship,  L.D.S.  Hospital,  Salt  Lake  City, 
Utah,  1960.  Residency  in  surgery,  L.D.S.  Hos- 
pital and  Salt  Lake  General  Hospital,  Salt  Lake 
City,  Utah,  1964.  Granted  TL-324,  June  5,  1964. 
Surgery. 

Edward  E.  Fisher,  Pocatello.  Graduate  of  Univer- 
sity of  Cincinnati  College  of  Medicine,  Cincinnati, 
1958.  Internship  Denver  General  Hospital,  1959. 
Residency  in  pathology  at  the  University  of  Colo- 
rado Medical  Center,  Denver,  1964.  Granted  TL- 
325,  June  23,  1964.  Pathology. 
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72nd  Annual  Meeting 

Armand  L.  Bird,  Executive  Secretary 


The  72nd  annual  meeting  of  the  Idaho  State 
Medical  Association  was  another  huge  success, 
marred  only  by  a seige  of  rainy,  cool  weather.  At- 
tendance was  good  considering  the  competition, 
social  events  were  fun  and  the  scientific  program  was 
outstanding. 

In-state  physician  registration  totaled  142  with 
all  1 1 component  societies  represented.  Non-resi- 
dents numbered  30.  Four  physicians  on  military 
duty  were  association  guests. 

The  sincere  thanks  and  congratulations  of  the 
entire  association  are  extended  to  George  W.  Warner 
of  Twin  Falls,  Chairman  of  the  1964  Program  Com- 
mittee for  his  outstanding  efforts  in  arranging  and 
planning  the  meeting. 

Social  activities  were  entertaining,  with  the  “Wine 
Taste”  on  Friday  evening  from  6:00  to  8:00  p.m., 
exceedingly  different,  tasty,  pleasant  and  a lot  of 
fun.  Twenty-one  varieties  of  delightful  California 
wines  were  available. 

Officers 


the  meeting  include  Paul  M.  Ellis  of  Wallace,  E.  V. 
Simison  of  Pocatello,  Donald  K.  Worden  of  Lewis- 
ton, George  C.  Halley  of  Twin  Falls,  Alexander 
Barclay  of  Coeur  d’Alene,  and  Robert  E.  Staley  of 
Kellogg. 

Paul  B.  Heuston,  Twin  Falls,  was  awarded  custody 
of  the  “Circulating  Cuspidor”  for  the  coming  year. 
Executive  Secretary  Bird,  the  1963  winner,  made 
the  presentation  to  a much-surprised  retiring  Presi- 
dent. 

Feature 

Thomas  F.  Hornbein  of  Seattle,  featured  speaker 
of  the  session,  was  truly  outstanding  in  telling  the 
thrilling,  action  packed  story  of  his  climb  up  Mount 
Everest  via  the  West  Ridge  Route.  The  Opera  House 
was  packed  to  capacity.  For  nearly  two  hours  the 
audience  sat  spell-bound  while  listening  to  Dr. 
Hornbein  relate  his  experiences  on  the  mountain. 
The  event  was  certainly  the  highlight  of  the  excellent 
meeting. 


Officers  of  the  Idaho  State  Medical  Association 
during  the  coming  year  are:  President,  Corwin  E. 
Groom,  Pocatello;  President-Elect,  Wallace  H. 
Pierce,  Lewiston;  Immediate  Past-President,  Paul 
B.  Heuston,  Twin  Falls;  Secretary-Treasurer,  A.  Cur- 
tis Jones,  Boise;  Councilors,  District  One— John  M. 
Ayers,  Moscow;  District  Two— John  F.  Stecher,  Cald- 
well; District  Three— James  R.  Kircher,  Burley;  and 
District  Four— O.  D.  Hoffman,  Rexburg;  Idaho  Dele- 
gate to  the  AMA,  Alexander  Barclay,  Coeur  d’Alene; 
and  Alternate  Delegate,  Donald  K.  Worden,  Lewis- 
ton. Trustees  to  Northwest  Medicine  are:  Melvin 
M.  Graves,  Pocatello,  1967;  William  T.  Wood, 
Coeur  d’Alene,  1966;  J.  B.  Marcusen,  Nampa,  1965. 

President  Groom  reports  that  the  1964-65  com- 
mittee appointments  are  being  prepared  and  let- 
ters of  appointment  will  be  mailed  to  physicians 
throughout  the  state  within  the  next  two  months. 

New  officers  of  the  Woman’s  Auxiliary  to  the 
Idaho  State  Medical  Association  for  the  coming 
year  are:  Mrs.  David  C.  Miller,  Pocatello,  Presi- 
dent; Mrs.  Otto  M.  Husted,  Coeur  d'Alene,  Presi- 
dent-Elect; Mrs.  Willard  M.  Peterson,  Twin  Falls, 
First  Vice-President;  Mrs.  William  R.  Tregoning, 
Boise,  Second  Vice-President;  Mrs.  Dauchy  Migel, 
Idaho  Falls,  Third  Vice-President;  Mrs.  Wallace  H. 
Pierce,  Lewiston,  Fourth  Vice-President;  Mrs.  Fred- 
erick W.  Durose,  Bonners  Ferry,  Secretary;  Mrs. 
Claude  W.  Barrick,  Boise,  Treasurer;  and  Mrs.  E.  R. 
Carlsson,  Nampa,  Immediate  Past-President. 

Past-Presidents  of  the  Association  who  attended 


Banquet 

Robert  E.  Staley  of  Kellogg,  turned  in  an  excellent 
performance  as  Toastmaster  at  the  association’s 
annual  banquet  honoring  retiring  President  and 
Mrs.  Paul  B.  Heuston  and  incoming  President  and 
Mrs.  Corwin  E.  Groom.  The  party  was  a fitting 
climax  to  another  outstanding  meeting  of  the  Idaho 
State  Medical  Association. 

President  Heuston  announced  that  the  following 
physicians  were  the  newest  members  of  the  associ- 
ation’s “Fifty  Year  Club”  and  would  receive  ap- 
propriate certificates:  W.  W.  Brothers  of  Pocatello, 
Harold  W.  Stone  of  Wilder,  and  Albert  B.  Boeck 
of  Boise. 

The  officers  and  councilors  and  the  Program 
Chairman,  George  W.  Warner,  extend  a very  special 
thank  you  to  the  following  for  their  assistance  in 
serving  as  hosts  and  hostesses  to  the  guest  speakers 
for  this  year’s  meeting:  Dr.  and  Mrs.  Loy  T.  Swine- 
hart  of  Boise,  Dr.  and  Mrs.  J.  Gordon  Daines  of 
Boise,  Dr.  and  Mrs.  James  D.  Ball  of  Sun  Valley, 
Dr.  and  Mrs.  Oliver  M.  Mackey  of  Lewiston,  Dr. 
and  Mrs.  A.  Curtis  Jones  of  Boise,  Dr.  and  Mrs.  John 
R.  Moritz  of  Sun  Valley,  Dr.  and  Mrs.  E.  D.  Parkin- 
son of  Boise,  Dr.  and  Mrs.  Richard  A.  Forney  of 
Boise,  Dr.  and  Mrs.  Claude  W.  Barrick  of  Boise, 
and  Dr.  and  Mrs.  James  R.  Kircher  of  Burley. 
Thanks  goes  also  to  Mrs.  William  T.  Wood  and  Dr. 
Jane  D.  Gumprecht,  both  of  Coeur  d’Alene,  for 
serving  as  Auxiliary  Convention  Co-Chairmen. 
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abstracto—Lysomes  and  Disease,  pages  531-535 


abstract  o 

Lisosomas  son  paquetes  intracelulares  de  tin 
tarnano  llegando  al  Umite  de  resolucion  optica  y 
capaces  de  ruptura  con  la  consecuente  liberacion 
de  varias  enzimas  digestives  en  forma  active.  La 
fragilidad  de  las  lisosomas  estd  bajo  la  influencia 
de  estimulos  fisiologicos  y estd  aumentada  en 
los  cambios  regresivos  normales  de  los  tejidos. 
Las  endotoxinas  aumentan  la  fragilidad  y por 
otro  lado  la  cortisone  protege  la  integridad  de 
estos  sacos.  Estas  observaciones  son  importantes 
en  casos  de  shock  irreversible.  Las  lisosomas 


probablemente  tiencn  tambien  un  papel  signifi- 
cative en  procesos  autoinmunes.  Hay  impor- 
tance clinica  entre  las  relaciones  de  las  lisosomas, 
la  inflamacion  y los  esteroides  suprarrenales.  El 
control  farmacologico  de  la  actividad  lisosomica, 
ya  logrado  con  la  cortisona  ofrece  posibilidades 
prometedoras  en  el  tratamiento  de  algunos  pro- 
cesos patologicos  que  no  son  bien  entendidos. 
La  liberacion  del  potencial  Htico  de  las  lisosomas 
puede  ser  importante  en  el  tratamiento  de 
ta  mores. 


Just  Below  the  Waistland 

Many  medical  fields  are  representated  on  television,  all  with  their  special  heroes. 
Among  them  are  a sullen  neurosurgeon,  a serious  internist,  a psychiatrist,  a Navy 
GP,  and  even  nurses.  The  field  of  urology  has  not  been  heard  from.  Why?  When 
something  befalls  one’s  urethra,  is  he  not  at  least  as  unhappy  as  if  it  had  occurred 
to  his  spleen  or  fourth  ventricle?  Statesmen  get  prostatism  at  least  as  frequently  as 
ileitis,  but  it  is  seldom  heard  of.  Urological  residents  are  in  the  same  hospitals, 
wear  the  same  uniforms,  and  are  often  as  good  looking  as  other  trainees.  TV  faith- 
healers  do  not  practice  the  “laying  on  of  hands”  to  cure  strictures,  hydroceles,  and 
the  like. 

In  short,  television  is  a urological  wasteland! 

To  remedy  this  situation,  enter  young  Dr.  McTurate,  perpetual  resident  urologist, 
played  by  Richard  Chamberpott.  With  his  kindly  old  mentor.  Dr.  Aristotle  D’Artos 
(Sam  Raphe)  and  worshipful  nurse,  Miss  Tess  Tickular,  Dr.  McTurate  embarks  on 
TV  exploits  every  bit  as  dramatic  as  those  of  the  Caseys  and  Kildares. 

Suggested  weekly  programs,  with  their  title,  may  include  the  following: 

The  Lost  Cord,  in  which  the  heir  to  a large  fortune  is  abducted  and  vasectomized 
by  a band  of  hired  hoodlums  (the  infamous  Inguinal  Ring)  so  that  he  will  have  no 
heirs  of  his  own  and  will  end  his  days,  as  it  were,  intestate.  Dr.  McTurate  and  Dr. 
D’Artos  run  down  the  culprits  and  repair  the  defects  before  a spellbound  audience. 

Water  Music  Suite,  Dr.  D’Artos  performs  a TUR  on  a famous  concert  musician. 
Shakingly,  the  artist’s  beauteous  daughter  asks  the  resident,  “Will  Father  ever  play 
the  violin  again?”  “Not  only  will  he  play,”  rejoins  Dr.  McTurate,  “but  he  will  get  through 
entire  concertos  now  without  having  to  leave  every  half  hour  as  before.” 

General  Surgery,  wherein  a famous  military  personality  comes  through  the  first  of  a 
two-stage  prostatectomy.  As  he  leaves  the  hospital  between  stages  (for  economy), 
he  turns  to  Dr.  McTurate  and  Miss  Tickular,  saying  prophetically,  “I  shall  return!” 
The  Upper  Chamber,  a southern  senator,  about  to  deliver  a filibuster,  consults 
Dr.  D’Artos  for  a legbag  urinal  to  make  possible  a continuous  24-hour  speech.  As 
Dr.  McTurate  affixes  the  appliance,  he  utters  the  immortal  words:  “I  may  not  agree 
with  what  you  say,  but  I will  defend  to  the  death  your  right  to  drain  while  saying  it.” 
The  International  Caper,  following  a trip  to  the  new  African  nation  of  Neisseria 
to  investigate  a gonococcal  epidemic  (in  which  they  absolve  the  Peace  Corps), 
Drs.  D’Artos  and  McTurate  visit  the  great  Soviet  urological  center  of  Retrograd,  on  the 
Caspian  Sea.  There,  they  register  a protest  against  the  instigation  of  the  events  in 
Neisseria  which  they  strongly  believe  originated  in  the  Kremlin.  The  urological  congress 
at  Retrograd  is  in  progress,  but  is  overshadowed  by  the  launching  of  the  first  hound 
into  space.  As  all  listen  intently  to  the  radio,  the  world-shaking  signal,  “I  am  Beagle,”  is 
heard  throughout  the  hall.  As  the  conservation  then  turns  to  hydrants  in  the  space 
age,  our  heroes  set  out  for  home  via  International  Airlines. 

These  are  only  a few  possibilities.  It  is  expected  that,  when  the  orthopedists, 
proctologists,  and  gynecologists  demand— and  get— equal  time,  all  fields  will  be 
represented.  Harold  J.  Elner,  M.D.,  Richland,  Washington 
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spastic 

gut, 

soothe 

smooth 

muscle 

with 


BRAND  OF  PHENOBARBITAL  AND  BELLADONNA  EXTRACT 


It's  enthusiasm  for  Belap  relief  that  brings  on  this 
exuberance.  Belap  simultaneously  relaxes  nervous 
tension  and  soothes  smooth  muscle  spasm  due  to 
Gl  hypermotility.  The  natural  belladonna  alkaloids 
combined  with  phenobarbital  provide  safe,  predict- 
able antispasmodic  and  sedative  action  to  relieve 
pain  and  distress  of  visceral  spasm  in  peptic  ulcer, 
abdominal  pain  and  cramps,  pylorospasm,  nausea 
of  pregnancy,  nervous  indigestion  and  motion  sick- 
ness. Use  Belap  Ty-Med  tablets  whenever  timed- 
release  medication  for  smooth,  round-the-clock  anti- 


cholinergic and  sedative  action  is  desired.  Even  the 
price  is  designed  to  keep  your  patient  calm  and 
collected. 

Each  Belap®  Tablet  contains: 

No.  0 No.  1 No.  2 

Phenobarbital  (Warning, 

may  be  habit  forming)  8 mg.  15  mg.  30  mg. 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 

One  tablet  three  times  daily. 

Available  in  bottles  of  100  and  1000. 


Belap  Ty-Med*  (Modified  formula) 

Each  tablet  contains: 

Amobarbital  (Warning,  may  be  habit  forming)  50  i. 
Homatropine  Methylbromide  7.5  r. 

* Lemmon  brand  of  timed-release  medication. 

One  Ty-Med’  tablet  morning  and  night. 

Available  in  bottles  of  30  and  100  tablets. 
Observe  the  usual  precautions  for  barbiturates 
parasympatholytic  compounds. 

Caution:  Federal  law  prohibits  dispensing  with t 
prescription. 


HAACK  LABORATORIES,  INC.,  Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


TAKE  5 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 

UNCAPA  TINE  TEST- 
PRESS-DISCARD 

THAT  S ALL 

THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 

TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 

7699-4 
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“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (y4  gr) 

(warning:  May  be  habit  forming)  {q  gase  nerVOUS  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (fc  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  nm 


Ames  Company,  Inc.,  Elkhart,  Indiana,  ames 
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How  much  does  the  average  American 
spend  each  year  on  these? 


1TOBACCO 

f n«i9 

•E  □ *63 
□ *42 


ALCOHOL 

□ *36 

□ *84 

□ *57 


Rx  DRUGS 

□ *141 

□ *76 

□ *13 


icore  yourself  100%  if  you  checked  the  bottom  per  week  per  person  for  drugs  that  helped  them 
igure  in  each  column.  Yes,  the  U.S.  Department  of  stay  well,  get  well,  or  possibly  helped  save  their 
Commerce  reports  that  1962  per  capita  expendi-  lives.  Can  you  think  of  a bigger  bargain? 
ure  was  $42  for  tobacco,  $57  for  alcohol,  only  Your  patients  might  like  to  take  this  test,  too.  May 
i>13  for  prescription  drugs.  That’s  about  25  cents  we  send  you  25  copies  for  your  waiting  room? 

’harmaceutical  Manufacturers  Association  — 1411  K Street,  N.W,  Washington,  D.C.  20005 
his  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 


SUPERSEDING  BARRIER  METHODS 
OF  CONTRACEPTION 


■ medically  controlled  method  of  fertility  timing 

■ provides  maximum  protection  against  unplanned  preg- 
nancy with  few  disturbances. ..few  patient  "dropouts" 

■ economical  2 mg.  dosage  brings  the  advantages  of 
fertility  timing  to  larger  numbers  of  patients 

■ promotes  marital  happiness  and  family  harmony 


and  to  help  your  patient  maintain  her  schedule-attractively  packaged 
in  an  easy-to-use  economical  dispenser 


Contains  20  tablets  numbered 
consecutively  from  1 to  20. 


Provides  calendar  on  which  the 
patient  marks  the  days  she  takes 
medication,  beginning  with  the 
first  day  the  first  tablet  is  taken. 


Each  number  and  day  on  the  cal- 
endar will  then  correspond  to 
the  tablet  number  on  the  dis- 
penser package. 
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NO  UNPLANNED  PREGNANCIES  REPORTED 
IN  114  STUDIES  INVOLVING  OVER  4,000  WOMEN 


Clinical  use  of  nore- 
thindrone  2 mg.  with 
mestranol  0.1  mg.  for 
fertility  control 

No.  of 
Studies 

No.  of 
Patients 

No.  of 
Cycles 

Prior 

Pregnancies 

Average 

Age 

Unplanned 

Pregnancies 

Private  Practice  (U.S.A.) 

80 

1,268 

5,013 

2.7 

27.0 

0 

Private  Practice  (Canada) 

25 

1,027 

4,575 

2.1 

26.7 

0 

Clinics  (U.S.A.) 

9 

1,899 

14,821 

3.6 

26.0 

0 

TOTAL 

114 

4,194 

24,409 

2.8 

26.6 

0 

Clinical  use  for  control  of  fertility  has  been  ex- 
tensive. In  114  studies  involving  4,194  women 
during  a total  of  24,409  cycles,  no  unplanned 
pregnancies  were  reported. 

FEW  TROUBLESOME  REACTIONS... 
FEW  "DROPOUTS" 

In  general,  the  few  side  reactions  that  may  occur 
with  Norinyl  tend  to  lessen  or  disappear  after 
the  first  cycle.  Side  reactions  reported  consist 
mainly  of  changes  in  the  menstrual  cycle,  symp- 
toms resembling  early  pregnancy,  weight  gain, 
nausea,  and  a few  minor,  generally  transient, 
subjective  complaints. 

The  use  of  Norinyl  can  extend  the  role  of  the 
physician  in  family  planning  and  in  overcoming 
certain  marital  problems.  He  now  can  offer  a 
dependable,  medically  controlled  method  of 
fertility  timing  that  can  free  his  patients  from  the 
fear  of  pregnancy ...  help  promote  marital  hap- 
piness and  family  harmony. 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past);  cardiac, 
renal  or  hepatic  dysfunction;  carcinoma  of  the 
breast  or  genital  tract;  severe  depression. 

Precautions:  Existing  uterine  fibroids  may  in- 
crease in  size.  In  lactating  mothers  delay 
Norinyl  until  nursing  needs  are  established. 
Withhold  Norinyl  before  liver  or  endocrine 
function  testing.  In  metabolic  or  endocrine  dis- 
orders careful  clinical  preevaluation  of  patients 
is  indicated.  Because  progestational  agents  with 
estrogen  in  general  may  cause  some  degree  of 
fluid  retention,  patients  with  a history  of  epi- 
lepsy, migraine  or  asthma  require  careful  ob- 
servation. 

Side  Effects:  According  to  observations  thus 
far,  side  effects  consist  mainly  of  changes  in 
the  menstrual  cycle,  symptoms  resembling 
early  pregnancy,  weight  gain,  nausea,  and  a 
few  minor,  generally  transient,  subjective 
complaints  (headache,  dizziness,  nervousness 
and  irritability). 

Dosage  and  Administration:  One  Norinyl  Tab- 
let orally  for  20  days,  commencing  on  day  5 
through  and  including  day  24  of  the  menstrual 
cycle.  (Day  1 of  the  cycle  is  the  first  day  of 
menstrual  bleeding.) 


norethindrone’-an  original  steroid  from 


v\iTrv 

l \ 1 IjA 

CU 

LABORATORIES  INC.  PALO  ALTO,  CALIF. 


•First  synthesized  by  Syntex  Laboratories  (Djerassi  et  al  Paper 
presented  before  the  Division  ol  Medicinal  Chemistry,  American 
Chemical  Society  Meeting,  Milwaukee,  Wisconsin,  April  3, 1952). 
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PROFESSIONAL  class  if  led 


Practice  Opportunities 

INTERNIST  WANTED 

To  join  specialty  group  in  North  Seattle.  Write  Box 
30-A,  Northwest  Medicine,  500  Wall  Street,  Seattle, 
Wash. 

PRACTICE  UNDERWRITING  PLAN 

Unusual  opportunity  for  physician  desiring  to  estab- 
lish practice  in  Portland  metropolitan  area.  Client 
will  construct  clinic  for  lease  with  option  to  pur- 
chase, defer  1st  year  rental,  underwrite  equipment 
and  furnishings,  make  $5,000  operating  capital  loan 
without  interest  to  assist  physician  in  establishing 
practice.  Hal  S.  Whiteside  Associates,  233  S.W. 
Front  Ave.,  Portland,  Oregon,  97204,  phone  code 
503,  227-2772. 

GENERAL  PRACTITIONER  WANTED 

To  practice  in  association  with  another  GP.  Excellent 
salary  plus  benefits.  Office,  personnel  and  car  furn- 
ished. On  staff  of  101  bed  hospital  within  3 blocks 
of  office.  Progressive  school  system,  diversified  rec- 
reational facilities  winter  and  summer.  Write  Box 
36-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

GP  OPPORTUNITY-BREMERTON,  WASH. 

Rent  20  year  established  office,  fully  equipped,  $200 
monthly  plus  share  of  expenses.  Downtown  street 
level.  100  ma  Fluoro-x-ray,  EKG,  Diathermy,  Medco- 
Sonlator,  Hyfrecator,  NCR  billing  machine,  patient’s 
files.  No  partnership.  Owner  needs  office  3 nights 
weekly  and  alternate  Saturdays.  Write  Box  35-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

GP  PRACTICE  FOR  SALE-SEATTLE 

Gross  $30,000  last  year.  Completely  furnished  office 
including  Profex  x-ray  machine,  Burdick  EKG  and 
lab  equipment.  Records  on  microfilm  will  be  made 
available.  Write  Box  38-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

LOCUM  TENENS  WANTED 

Physician  for  4 to  6 months  beginning  in  December 
or  January.  Have  a large  practice  with  a great  num- 
ber of  injury  cases  and  limited  general  practice. 
Reason  is,  I am  running  for  political  office,  but 
locum  tenens  is  okay  if  election  is  won  or  lost. 
Will  need  Oregon  basic  science  requirements.  Will 
guarantee  $500  per  month,  plus  percentage.  Write 
Box  37-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 


LOCUM  TENENS  WANTED 

Terms  to  be  arranged.  Write  E.  F.  Leibold,  M.D., 
Box  368,  Forks,  Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 


GENERAL  PRACTITIONER  WANTED-LACEY,  WASH. 

Space  available  and  ready  for  occupancy  in  new  air- 
conditioned  building.  Private  reception  room,  3 
exam,  rooms,  lab,  and  private  lavatory,  office  and 
business  office.  Ample  parking.  Two  dentists  occupy 
rest  of  building.  Area  one  of  the  fastest  growing  in 
Northwest.  Write  Mr.  T.  R.  Sauls,  Rt.  10,  Box 
562,  Olympia,  Wash. 

NEW  PROFESSIONAL  BUILDING— EVERETT 

Suites  available  in  new  medical  building  located  off 
Broadway  Interchange  at  Eastmont  Shopping  Plaza, 
South  Everett.  Interiors  finished  as  desired.  Indi- 
vidually controlled  heating;  ample  parking,  one 
block  from  new  Eastmont  elementary  school.  Com- 
pletely landscaped.  Phone  Mr.  Martin  Selig,  Seattle, 
MA  2-6816,  evenings  EA  5-8519  or  EA  4-0549 
collect,  or  write  to  2609  First  Ave.,  Seattle,  Wash. 

SPACIOUS  AIR-CONDITIONED  OFFICE,  EUGENE 

Located  in  growing  residential  area.  Home  of  the 
University  of  Oregon.  Very  reasonable  lease.  Will 
sell  practice  for  value  of  equipment.  Suitable  for 
GP,  pediatrician  or  internist.  L.  E.  Trombley,  M.D., 
1027  River  Road,  Eugene,  Oregon. 

MEDICAL  OFFICE  FIRST  HILL-SEATTLE 

For  rent  a fully-equipped  office  with  an  adjoining 
examining  room  available.  This  includes  a recep- 
tionist-typist and  a convenient  near-by  parking  area 
for  patients.  Call  EA  2-5966. 

MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 


Office  Space 
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SPACE  AVAILABLE— EDMONDS,  WASH. 

New  outstanding  Medical-Central  Building,  one 
block  from  Stevens  Hospital.  Excellent  opportunity 
in  expanding  community,  15  miles  north  of  Seattle. 
Lease  terms  reasonable.  PR  8-4333,  PR  8-2205  or 
write  Box  366,  Lynnwood,  Wash. 

LARGE  MEDICAL  OFFICES-TACOMA 

Pacific  Professional  Center,  8641  Pacific  Avenue. 
New,  will  complete  to  specifications.  Liberal  lease 
arrangements.  Call  LE  7-5434  or  write  Mr.  Lawrence 
Bayer,  12229  W.  Pipeline  Road,  Tacoma,  Wash. 

MARINE  DRIVE  MEDICAL  BLDG.  DES  MOINES,  WN. 

Area  urgently  needs  obstetrician,  pediatrician  and 
other  specialists.  Every  innovation  including  refrig- 
erated air  conditioning,  lead  lined  x-ray  room,  and 
natural  birch  cabinets.  All  electrical  and  plumbing 
requirements,  wiring  for  music  system,  off-street 
parking,  and  a magnificent  view  of  Puget  Sound. 
Suite  contains  waiting  room,  business  office,  private 
office,  2 examining  rooms,  one  large  treatment  room, 
laboratory,  x-ray  room  and  lavatory.  Jack  A.  Ben- 
aroya  Co.,  MU  2-3750,  Seattle. 


FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Physician  suite  of  800  sq.  ft.  Adequate  facilities  and 
plumbing.  If  desired  will  remodel  to  needs.  Ample 
parking.  Rent  to  be  negotiated.  Contact  Wm.  Tara- 
day,  D.D.S.,  EA  5-4343. 

SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT 

In  building  with  2 dentists,  near  Northgate.  Reason- 
able rent.  Call  EM  3-0363,  Seattle. 

PHYSICIANS'  CLINIC,  KINGSTON,  WASH. 

Seven-room  suite  adjoins  dental  clinic.  $300  monthly 
guarantee  from  nearby  Army  base.  Reasonable  lease. 
Robert  Ganz,  Realtor,  1006  Dexter  Horton  Bldg., 
MA.  4-1393,  Seattle. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring 
St.,  Seattle,  Wash.  Call  MA  3-2971. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 


EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 


by  Conditioned  Reflex 
and  Adjuvant  Methods 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 


Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


MEDICAL  STAFF 
John  R.  Montague,  M.D. 

Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D., 

Consulting  Psychiatrist 
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directory  of  Advevtisevs 


Ames  Company,  Inc. 

Decholin  BB  554 

Burroughs-Wellcome  & Company 

Cortisporin  513 

Campbell  Soup  Company 

Soup  (Roots)  541 

Coca-Cola  547 

Cutter  Laboratories 

Temrin  562 

Endo  Laboratories,  Inc. 

Percodan  548 

Florida  Citrus  Commission 

Real  Orange  Juice  505 

Haack  Laboratories,  Inc. 

Belap  552 

Obestat  56 1 

Lederle  Laboratories 

Hydromox  492-493 

S tresscaps  545 

Tuberculin  Tine  Test  553 


Lilly,  Eli  and  Company 

Co-Pyronil  518 

Parke,  Davis  and  Company 

Chloromycetin  Inside  Front  Cover 

Pharmaceutical  Manufacturer's  Ass'n  555 

Raleigh  Hills  Hospital 

Treatment  of  Alcoholism  559 


Roche  Laboratories,  Inc. 

Librium  496 

Roerig,  J.  B.  and  Company 

Antivert  544 

Atarax  sio-sn 

Sanborn  Company 

500  Viso-Cardiette  5 1 2 

Searle,  G.  D.  and  Company 

Lomotil  516 


Shadel  Hospital 

Treatment  of  . 

Alcoholism  495 

Sherman  Laboratories 

Protamide 

491 

Smith  Kline  & French 

Laboratories 

Thorazine 

489 

Syntex  Laboratories,  Inc. 

Norinyl 

556-557 

Synalar 

514-515 

Wallace  Laboratories 

Deprol 

542-543 

M iltown 

508-509 

West  Coast  Airlines 

Prop-jet  fleet, 

convenient 

schedules 

507 

Winthrop  Laboratories 

P.N.S. 

506 

Meetings  OF  medical  societies 


AMA  Annual — New  York,  June  20-24, 

1965,  Chicago,  June  26-30,  1966. 

AMA  Clinical — Miami  Beach,  Nov.  29- 
Dec.  2,  1964.  Philadelphia,  Nov.  28- 
Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 

1966. 

Idaho  Academy  of  General  Practice — 
Hayden  Lake,  Sept.  14-16,  1964 
Idaho  State  Medical  Association — June 
23-26,  1965,  July  6-9,  1966,  June  28- 
July  1,  1967,  Sun  Valley. 

North  Pacific  Society  of  Neur.  & Psy. — 
April  8-10,  1965,  Portland. 

Pres.,  Edward  K.  Kloos,  Portland 
Sec.,  W.  W.  Thompson,  Portland 
Oregon  State  Medical  Association  — 
Oct.  13-17,  1964,  Eugene. 
Washington  State  Medical  Association — 
Sept.  13-16,  1964,  Seattle. 

West  Coast  Allergy  Society — December 
2-4,  1964,  Los  Angeles. 

Pres.,  B.  C.  Eisenberg,  Huntington 
Park,  Cal. 

Sec.,  G.  M.  Robins,  Portland 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept. -May. 
Pres.,  Robert  M.  Hansen,  Portland 
Sec.,  Thomas  E.  Talbott,  Portland 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association 
Pres.,  Emanuel  I.  Silk,  Pendleton 
Sec.,  Henry  H.  Dixon,  Jr.,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 

Pres.,  George  R.  Satterwhite,  Port- 
land 

Sec.,  Robert  S.  Miller,  Beaverton 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  F.  Keith  Markee,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 

Pres.,  Arnold  Rustin,  Portland 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr.,  Portland 
Sec.,  J.  W.  Bussman,  Portland 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May),  University  Club,  Port- 
land 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  exc.  June,  July,  Aug.,  Dec. 
Pres.,  William  F.  Mead,  Seattle 
Sec.,  Jack  W.  Brown,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle  or  Tacoma. 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr„  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 

Pres..  E.  B.  Parmelee,  Seattle 
Sec.,  W.  S.  Brown,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Robert  M.  Campbell,  Bellevue 
Sec.,  Robert  J.  Lowden,  Seattle 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  E.  J.  Wollenweber,  Seattle 
Sec.,  A.  L.  Skinner,  Seattle 

Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June) 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 


Spokane  Society  of  Internal  Medicine — 
Quarterly.  Rockwood  Clinic 

Pres.,  Loren  Gothberg,  Spokane 
Sec.,  Arch  Logan,  Jr.,  Spokane 


Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 


Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  R.  O.  Diefendorf,  Bremerton 
Sec.,  Stanley  W.  Tuell,  Tacoma 


Washington  Academy  of  Clinical  Hyp 
nosis — 3rd  Friday  (Sept.-June) 

Pre.,  Ivar  W.  Birkeland,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 


Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green,  Seattle 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose,  Seattle 
Sec.,  Samuel  H.  Tarica,  Seattle 


Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson,  Yakima 
Sec.,  Donald  K.  Williams,  Yakima 
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One  Ty-Med'  taken  before  breakfast 
provides  timed-release  anorectic, 
calorigenic  and  mood  elevating  medication 
for  all  day  appetite  control. 

OBESTAT  Ty-Med* 

Each  green  and  white  tablet  or  capsule  contains: 
Methamphetamine  Hydrochloride  10  mg. 

Amobarbital  (Warning,  may  be  habit  forming)  60  mg. 
Thyroid  150  mg. 

‘Lemmon  brand  of  timed-release  medication. 
Nervousness,  excitability  or  insomnia 
are  mild  and  infrequent. 

Any  increase  in  blood  pressure  or  BMR 
should  be  observed  carefully. 

Contraindicated  in  myocardial  and  coronary  disease, 
diabetes,  marked  hypertension,  hyperthyroidism 
or  idiosyncrasy  to  the  ingredients. 

Available  in  bottles  of 

30,  100  and  1000  tablets  or  capsules. 

Caution:  Federal  Law  prohibits 
dispensing  without  prescription. 

Haack  Laboratories,  Inc. 

Division  of  Lemmon  Pharmacal  Company 
Portland,  Oregon  97208 


uAura ry. 


bouth  22nd  Street 

Philadelphia  3, Pa. 


C/em/im 

STAINLESS  (WASHABLE)  GENTIAN  VIOLET  AEROSOL  FOAM 


The  problem:  Vaginitis  and  external  mycosis  caused  by 
Candida  albicans  (Monilia) 

The  specific:  Temrin — for  more  effective  foam  treatment 
that  penetrates  into  every  part  of  the  vaginal  vault  and 
adheres  to  the  tissues. 

The  result:  Quick  relief  of  itching  and  burning.1  Cure, 
as  a rule,  with  as  few  as  4 to  6 applications.1 

And  Temrin  is  the  most  convenient  form  of  gentian 
violet  therapy  for  vaginal  moniliasis  yet  devised  for  the 
fastidious  patient.  It  is  easily  washed  off,  so  there  is 
never  the  embarrassment  of  purple  stains  on  the  peri- 
labial  area,  thighs  or  underclothing.1 


Temrin — a different  gentian  violet  that  considers  the 
patient  as  well  as  the  problem. 

SUPPLIED  IN  2 SPECIAL-PURPOSE  CONTAINERS: 
COMPACT — For  home  use  and  office  demonstration 

Vz  oz.  prescription  size,  for  self-administration,  holds 
enough  for  6 applications,  in  aerosol  bottle  with  re- 
usable plastic  applicator. 

LARGE — For  office  use  only 

2 oz.  physician  size  holds  enough  for  24  applications,  in 
aerosol  container  with  4 reusable  plastic  applicators. 

1.  Karnaky,  K.  J.:  Tri-State  M.  J.  70:5,  1962. 


'JemfiiiP 


Contents:  Each  aerosol  can  contains  (exclusive  of  propellant)  Gentian  Violet 
1.35%;  Polyvinylpyrrolidone;  Bentonite,  U.S.P. ; Kaolin,  N.F. ; Corn  Starch; 
Propylene  Glycol,  U.S.P. ; Dioctylsodium  Sulfosuccinate,  N.F.;  Sodium  Lauryl 
Sulfate;  Glycerine,  U.S.P.;  Polysorbate  80;  Benzalkonium  Chloride.  Contra- 
indications: Temrin  is  virtually  nonsensitizing  and  nonirritating,  but  if  sensitization 
appears,  discontinue.  Precaution:  Coexisting  infection  not  susceptible  to  gentian 
violet  therapy  may  be  accentuated  upon  suppression  of  moniliasis. 


CUTTER  Jlalt&uUo'U&i  Prescription  Products  Department  Berkeley  10,  California 
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One  Ty-Med'  taken  before  breakfast 
provides  timed-release  anorectic, 
calorigenic  and  mood  elevating  medication 
for  all  day  appetite  control. 

OBESTAT  Ty-Med* 

Each  green  and  white  tablet  or  capsule  contains: 
Methamphetamine  Hydrochloride  10  mg. 

Amobarbital  (Warning,  may  be  habit  forming)  60  mg. 
Thyroid  150  mg. 

'Lemmon  brand  of  timed-release  medication. 
Nervousness,  excitability  or  insomnia 
are  mild  and  infrequent. 

Any  increase  in  blood  pressure  or  BMR 
should  be  observed  carefully. 

Contraindicated  in  myocardial  and  coronary  disease, 
diabetes,  marked  hypertension,  hyperthyroidism 
or  idiosyncrasy  to  the  ingredients. 

Available  in  bottles  of 

30,  100  and  1000  tablets  or  capsules. 

Caution:  Federal  Law  prohibits 
dispensing  without  prescription. 
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(PA/N  RELIEF  ? ? 
YVU  CAN  RELY  ON 
cjome^jn^m 
lasts  ■fdr^hour^iM^ 


PERCODAN 


in  moderate  to 
moderately  severe  pain. . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  1 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PerC0DAN®-Demi,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2.628.185  and  2.907.768 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York 


SUPERSEDING  BARRIER  METHODS 
OF  CONTRACEPTION 


■ medically  controlled  method  of  fertility  timing 

■ provides  maximum  protection  against  unplanned  preg- 
nancy with  few  disturbances. ..few  patient  "dropouts" 

■ economical  2 mg.  dosage  brings  the  advantages  of 
fertility  timing  to  larger  numbers  of  patients 

■ promotes  marital  happiness  and  family  harmony 


and  to  help  your  patient  maintain  her  schedule  — attractively  packaged 
in  an  easy-to-use  economical  dispenser 


Provides  calendar  on  which  the 
patient  marks  the  days  she  takes 
medication,  beginning  with  the 
first  day  the  first  tablet  is  taken. 


Each  number  and  day  on  the  cal- 
endar will  then  correspond  to 
the  tablet  number  on  the  dis- 
penser package. 


Contains  20  tablets  numbered 
consecutively  from  1 to  20. 
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NO  UNPLANNED  PREGNANCIES  REPORTED 
IN  114  STUDIES  INVOLVING  OVER  4,000  WOMEN 


Clinical  use  of  nore- 
thindrone 2 mg.  with 
mestranol  0.1  mg.  for 
fertility  control 

No.  of 
Studies 

No.  of 
Patients 

No.  of 
Cycles 

Prior 

Pregnancies 

Average 

Age 

Unplanned 

Pregnancies 

Private  Practice  (U.S.A.) 

80 

1,268 

5,013 

2.7 

27.0 

0 

Private  Practice  (Canada) 

25 

1,027 

4,575 

2.1 

26.7 

0 

Clinics  (U.S.A.) 

9 

1,899 

14,821 

3.6 

26.0 

0 

TOTAL 

114 

4,194 

24,409 

2.8 

26.6 

0 

Clinical  use  for  control  of  fertility  has  been  ex- 
tensive. In  114  studies  involving  4,194  women 
during  a total  of  24,409  cycles,  no  unplanned 
pregnancies  were  reported. 

FEW  TROUBLESOME  REACTIONS... 
FEW  "DROPOUTS" 

In  general,  the  few  side  reactions  that  may  occur 
with  Norinyl  tend  to  lessen  or  disappear  after 
the  first  cycle.  Side  reactions  reported  consist 
mainly  of  changes  in  the  menstrual  cycle,  symp- 
toms resembling  early  pregnancy,  weight  gain, 
nausea,  and  a few  minor,  generally  transient, 
subjective  complaints. 

The  use  of  Norinyl  can  extend  the  role  of  the 
physician  in  family  planning  and  in  overcoming 
certain  marital  problems.  He  now  can  offer  a 
dependable,  medically  controlled  method  of 
fertility  timing  that  can  free  his  patients  from  the 
fear  of  pregnancy ...  help  promote  marital  hap- 
piness and  family  harmony. 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past);  cardiac, 
renal  or  hepatic  dysfunction;  carcinoma  of  the 
breast  or  genital  tract;  severe  depression. 
Precautions:  Existing  uterine  fibroids  may  in- 
crease in  size.  In  lactating  mothers  delay 
Norinyl  until  nursing  needs  are  established. 
Withhold  Norinyl  before  liver  or  endocrine 
function  testing.  In  metabolic  or  endocrine  dis- 
orders careful  clinical  preevaluation  of  patients 
is  indicated.  Because  progestational  agents  with 
estrogen  in  general  may  cause  some  degree  of 
fluid  retention,  patients  with  a history  of  epi- 
lepsy, migraine  or  asthma  require  careful  ob- 
servation. 

Side  Effects:  According  to  observations  thus 
far,  side  effects  consist  mainly  of  changes  in 
the  menstrual  cycle,  symptoms  resembling 
early  pregnancy,  weight  gain,  nausea,  and  a 
few  minor,  generally  transient,  subjective 
complaints  (headache,  dizziness,  nervousness 
and  irritability). 

Dosage  and  Administration:  One  Norinyl  Tab- 
let orally  for  20  days,  commencing  on  day  5 
through  and  including  day  24  of  the  menstrual 
cycle.  (Day  1 of  the  cycle  is  the  first  day  of 
menstrual  bleeding.) 


norethindrone’- an  original  steroid  from 


SY  NT  EX  EE 


LABORATORIES  INC  , PALO  ALTO.  CALIF. 


•First  synthesized  by  Syntex  Laboratories  (D)erassi  et  al  : Paper 
presented  belore  the  Division  of  Medicinal  Chemistry,  American 
Chemical  Society  Meeting,  Milwaukee,  Wisconsin,  April  3,  1952). 
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Just  turned  hypertensivi 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  wel 

For  suitably  gradual,  physiologu 
hypotensive  treatment 


HYDROMOX 

QUINETHAZONE  TABLETS 
antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


CYANAMID  COMPANY,  Pearl  River.  N.Y. 


ANY  PAIN 

not  severe  enough 
to  require  morphine 
is  an  indication  for 

‘Empirin’  Compound 
with  Codeine 


T7?  *77771  t i'i  V : — 

# ' % 


‘EMPIRIN’®™ 
Compound  lu> 

with 

Codeine  Phosphate,  No.  3 

Eoch  toblet  contains 

Codeine  Phosphate  (32.4  mg.)  gr.  1/2 
Warning. — May  Be  Habit  Forming 
Phenacetin  gr.  2-1/2 


‘EMPIRIN’  COMPOUND  with  CODEINE  No.  3 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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pain 

and 

swelling 
of  hemorrhoids 

effectively  relieved 

with  NEW  formula 

PNS* 

suppositories 


Each  suppository  contains: 

Pontocaine®  (brand  of  tetracaine)  HC!  . . 10  mg. 

Neo-Synephrine®  (brand  of  phenylephrine)  HCI  5 mg 

Superinone®  (brand  of  tyloxapol) 25  mg. 

Bismuth  subcarbonate . . 100  mg. 


PNS  Suppositories  contain  Pontocaine  (tetracaine  — 
Winthrop)  for  long-acting,  nonirritating  anesthesia, 
Neo-Synephrine  (phenylephrine  - Winthrop)  for 
dependable  decongestion,  bismuth  subcarbonate  for 
protective  coating  of  ulcerations  and  Superinone 
(tyloxapol  - Winthrop)  for  its  spreading  effect. 

Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting 
a minute  or  two,  has  occurred  in  a few  instances. 
However,  should  evidence  of  sensitivity  appear, 
use  of  the  suppository  should  be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 


Winthrop  Laboratories 
New  York,  N.  Y. 
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nnouncing  a new  intramuscu 


reserve 
this  much 
space  in 
your  bag 
for 


NEW  OLEANDOMYCIN; 


£3  C3  — : 

•-.* 

*6."  us.  *§Lj| 

Oleandomycin  IM  is  the 
intramuscular  form  of 

TAO  (triacetyloleandomycin) 
This  product  should  be 
dissolved  by  adding  2 cc.  of 
sterile  water  to  each  vial. 

The  solution  will  then  contain 
200  mg.  of  oleandomycin 
(as  the  phosphate)  per  2 cc., 
with  1%  (w/v)  Xylocaine®.* 
This  product  should  not  be 
given  intravenously. 

Four  reasons  to  consider  this  convenient  new  dosage  toy 
your  bag,  emergencies  or  hospital  use: 


the  bacterial  spectrum  includes:  streptococci,  pneumococrlgo 
ococci  and  staphylococci;  particularly  effective  againstfcon 
strains  of  staphylococci  resistant  to  other  antibacterial  zfint 


2 most  strains  of  staphylococci  do  not  demonstrate  cross  s 
ance  between  oleandomycin  and  erythromycin. 


^ allergic  reactions  or  other  systemic  side  effects  have  bei  a 
countered  only  rarely  with  parenteral  use  of  oleandomycin. i 


4 easily  reconstituted— freely  water  soluble. 


precautions  Significant  adverse  reactions  or  idiosyncrasy  require  discontinuation  of  medication.  Asidfrc 
occasional  instances  of  mild  pain  at  the  site  of  injection,  adverse  reaction  to  an  intramuscular  injecti  It! 
been  rare.  Allergic  reactions  to  oleandomycin  rarely  have  been  observed  but  constant  observation  fosuc 
effects  should  be  maintained.  When  used  for  local  infiltration,  allergic  manifestations  and  sensiz:~ 
reaction  to  Xylocaine  (lidocaine  hydrochloride)  have  not  been  reported.  *Xylocaine  is  the  Registered  ac 
mark  of  Astra-Pharmaceutical  Products,  Inc.  for  its  brand  of  lidocaine. 


J.  B.  Roerig  and  Company  • New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  Well-Being; 


limpanion  to 


TAO® 

(triacetyloleandomycin) 

a leading  antibiotic 
r nationwide  hospital  survey 


jtpatient  Department-Overall  in  vitro  Susceptibility  Results: 

TAO 

; ORAMPHENICOL 
ERYTHROMYCIN 
' TETRACYCLINE 
PENICILLIN 


10 


20  30 


40 


50 


60  70  80  90  100 


Ilie  1963  antibiotics  survey'  provides  a nationwide  comparison  of 
■fcrobial  susceptibility  to  5 leading  antibiotics.  In  all,  susceptibility 
suits  of  9,331f  cultures  were  obtained  from  66  hospitals  in  26 
, ates.  These  in  vitro  findings  confirmed  the  over-all  superiority  of 
•>0.  When  analyzed  by  results  from  1,746ft  cultures  obtained  from 
le  Outpatient  Department  of  hospitals,  TAO  also  produced  the  best 
ler-all  susceptibility  results,  as  shown  above.' 


d confirmed  in  clinical  practice.2  Of  129  patients  with  upper  or  lower  respira- 
r nfections  treated  with  TAO,  120  had  a good  response.  A “good”  response  gener- 
; howed  reduction  in  temperature  and  toxicity  within  48  hours  after  initiation  of 
e py,  with  subsequent  clinical  and  bacteriological  cure  of  infection. 

cations:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumo- 
i and  gonococci.  Recommended  for  acute,  severe  infections  where  adequate 
r. tivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance 
ss  toxic  agents.  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infec- 
i processes  which  may  require  more  than  ten  days  continuous  therapy.  In  view 
re  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
'ssary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgment 
: tes  continuation  of  therapy  for  longer  periods,  serial  monitoring  of  liver  profile 
:ommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any 
' of  liver  abnormality. 


Available  as:  Capsules 
(250  mg.;  125  mg.)  Ready- 
Mixed  Oral  Suspension 
(raspberry-flavored,  125 
mg./5  cc.)  Pediatric  Drops 
(100  mg./cc.) 


i raindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  contraindicated 
e-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hyper- 
itivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are  infrequent  and 
>m  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions, 
d upon  the  usage  of  this  drug,  the  evidence  of  jaundice,  considering  all  reports 
able  to  J.  B.  Roerig  and  Company  referable  to  this  effect  is  5.5  per  million 
ses  of  therapy.  When  only  those  which  definitely  can  be  related  to  this  drug  are 
ted  to  usage,  the  incidence  is  1.6  per  million  courses  of  treatment. 

'ences:  1.  Isenberg  Henry  D.,  Ph.D.:  “A  Comparison  of  Nationwide  Microbial  Susceptibility 
ng  Using  Standardized  Discs,”  Health  Laboratory  Science,  1:1-72  (July)  1964.  2.  Shubin, 
al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (Mar.)  1959. 

J on  the  following  number  of  cultures:  staphylococcus  aureus  (coagulase  positive),  5,440; 
:occus  pneumoniae,  1,130;  streptococcus  pyogenes  (d-hemolytic),  1,519;  streptococcus 
enes  Group  D (enterococcus),  1,242. 

J on  the  following  number  of  cultures:  staphylococcus  aureus  (coagulase  positive),  1,023; 
coccus  pneumoniae,  134;  streptococcus  pyogenes  (0-hemolytic),  455;  streptococcus 
enes  Group  D (enterococcus),  134. 


Rx  New,  improved 

VITERRA5-1  THERAPEUTIC 

Tablets  for 

high-potency  nutritional 
build-up  following  infection. 


CORRESPONDENCE 


This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Oral  Antidiabetic  Drugs 

EDITOR,  Northwest  Medicine: 

I wish  to  call  your  attention  to  a slight  discrep- 
ancy which  appeared  in  my  article  on  oral  anti- 
diabetic drugs  published  in  the  August  1964  issue. 
The  estimation  of  the  success  rate  for  a single  oral 
hypoglycemic  drug  in  that  series  should  have  been 
25  per  cent  instead  of  34  per  cent. 

Sincerely, 
John  H.  Stalxaker,  m.d. 

Portland,  Oregon 


Congenital  Disorders 

EDITOR,  NORTHWEST  MEDICINE: 

A Workshop  in  Teratology  will  be  held  at  the 
University  of  California,  Berkeley,  on  January  25- 
30,  1965.  It  is  sponsored  jointly  by  the  Drug  Re- 
search Board  of  the  National  Academy  of  Sciences— 
National  Research  Council,  the  Teratology  Society 
and  the  University  of  California,  under  a grant  from 
the  Pharmaceutical  Manufacturers  Association.  Its 
planning  is  an  outgrowth  of  the  first  such  confer- 
ence, held  recently  at  the  University  of  Florida 
under  the  auspices  of  the  Commission  on  Drug 
Safety.  Fundamental  considerations  in  research  on 
problems  of  congenital  disorders  will  be  presented 
in  a series  of  lecture  and  laboratory  sessions.  De- 
tails of  the  program  and  applications  for  participa- 
tion may  be  obtained  by  writing  to  me  c/o  Work- 
shop in  Teratology,  Department  of  Anatomy,  Uni- 
versity of  California,  Berkeley,  California  94720. 

Sincerely, 

C.  W.  ASLING,  M.D. 

University  of  California 


Medical  Aspects  of  Sports 

EDITOR,  NORTHWEST  MEDICINE: 

The  Sixth  National  Conference  on  the  Medical 
Aspects  of  Sports  sponsored  by  the  American  Medi- 
cal Association,  under  the  auspices  of  the  AMA 
Committee  on  the  Medical  Aspects  of  Sports,  will 
be  held  in  Miami  Beach,  Florida,  at  the  Deauville 
Hotel  on  November  29,  1964.  The  Conference  will 
be  held  in  conjunction  with  the  Clinical  Conven- 
tion of  the  AMA,  November  29-December  2,  1964. 

Those  interested  in  receiving  announcements 
concerning  the  Conference  should  write  to  me  at 
the  address  given  below. 

Sincerely, 

FRED  V.  HEIN,  PH.D., 

Secretary,  Committee  on  the  Medical 
Aspect  of  Sports 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


Poison  Control  Services  in  Oregon 

EDITOR,  NORTHWEST  MEDICINE: 

The  Oregon  Poison  Registry,  formed  in  1957 
under  the  joint  sponsorship  of  the  Oregon  Medical 
Association,  the  Oregon  State  Board  of  Health  and 
the  University  of  Oregon  Medical  School,  offers 
the  following  services  to  the  medical  profession  of 
the  State  of  Oregon: 

Physicians  Considtation  Center— A 24-hour  tele- 
phone information  service  is  maintained  at  the  Uni- 
versity of  Oregon  Medical  School.  It  is  currently 
staffed  during  daytime  hours  by  the  Department 
of  Toxicology  and  at  night  by  the  resident  staff  in 
Pediatrics.  Those  physicians  on  call  will  provide 
information  concerning  the  toxic  content  of  various 
commercial  and  pharmaceutical  products  and  natural 
poisons,  and  suggestions  regarding  acceptable  anti- 
dotes. They  do  not  give  specific  treatment  advice. 
For  consultation,  call  228-9181  (Area  Code  503). 
Ask  for  the  Poison  Consultation  Center. 

Registration  of  all  poisoning  is  a function  of  the 
Oregon  Poison  Control  Registry,  which  is  maintained 
at  the  State  Board  of  Health  in  Portland.  All  cases 
referred  to  the  Consultation  Center  as  well  as  all 
cases  reported  by  physicians  are  received  and  coded. 
Additional  clinical  data  are  obtained  for  cases  receiv- 
ing hospital  treatment.  A final  epidemiological  data 
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sheet  is  completed  by  the  physician  or  by  staff  of  the 
health  department,  if  so  requested  by  the  physician. 
Information  derived  is  used  in  promoting  educational 
programs  in  prevention  of  poisonings. 

The  Registry  does  not  give  any  information  as 
to  the  toxicology  of  substances,  or  possible  antidotes. 
It  is  purely  a registry  for  cases,  and  any  calls  for 
consultation  must  be  referred  to  the  Consultation 
Center. 

Remember:  1.  If  you  need  assistance  in  diagnosis 
and  suggestions  for  antidoes  in  poisoning  cases,  call 


the  Consultation  Center— 228-9181,  (Area  Code 
503);  2.  Report  all  cases  of  poisonings  to  the  Oregon 
Poison  Control  Registry,  Box  231,  Portland,  Oregon 
97207. 

Cards  for  this  purpose  are  sent  periodically  to 
all  physicians  in  the  State  of  Oregon.  If  an  additional 
supply  of  cards  is  needed  please  write  to  the  above 
address. 

Sincerely  yours, 

CARL  G.  ASHLEY,  M.D. 

Director,  Oregon  Poison  Control  Registry 


arlidin  (nylidrin  HCI) 


ARLIDIN  (nylidrin  HCI),  administered  orally  for  more  than  two  weeks,  increased  cerebral 
blood  flow  43%  in  patients  with  cerebrovascular  insufficiency,  with  a decrease  in  cerebrovas- 
cular resistance  in  most  cases.1 

ARLIDIN  (nylidrin  HCI)  has  been  found  “of  particular  value  clinically  in  relieving  some  of  the 
symptoms  of  cerebral  vascular  insufficiency  (vertigo,  lightheadedness,  mental  confusion, 
diplopia)’’  and  in  the  rabbit  it  increased  both  cerebral  vascular  flow  and  clearance  of  radio- 
active 1 13i  from  both  the  white  and  gray  matter  of  the  brain. 

ARLIDIN  (nylidrin  HCI)-treated  patients  with  cerebral  vascular  insufficiency  improved  sig- 
nificantly in  intellectual  performance  compared  to  a placebo-treated  control  group.3 

Indicated  whenever  an  increase  in  blood  supply  is  desirable  in  circulatory  insufficiencies  of  the 
extremities,  brain,  eye  and  ear.  Use  with  caution  in  the  presence  of  a recent  myocardial  lesion, 
severe  angina  pectoris  and  thyrotoxicosis.  Contraindicated  in  acute  myocardial  infarction. 

6 mg.  scored  tablets,  bottles  of  100  and  1000 

REFERENCES:  1.  Eisenberg,  S.:  Am.  J.  Med.  Sciences  240:85,  July  1960.  2.  Winsor,  T.  et  al Am.  J.  Med. 
Sciences  239:594,  May  1960.  3.  Treptow,  K.  R.  et  al.:  Arch.  Neurol.  9:52,  Aug.  1963. 

u.  s.  vitamin  & pharmaceutical  corp. 

800  Second  Avenue,  New  York,  N.Y.  10017 
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IN  FUNCTIONAL 
G.l.  DISTURBANCE 


“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (y4  gr) 

(Warning:  May  be  habit  forming)  {g  ease  nerVOUS  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets. 


Ames  Company,  Inc.,  Elkhart,  Indiana,  ames 
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“If  food  makes  him  feel  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  when  times  are  tough,  and  his  tension  mounts.”1 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


ESI C A T ROL  Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSULE 

brand  of  sustained  release  capsules 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 
Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Dorfman,  W.,  and  Johnson,  D. : Overweight  IsCurable,  New  York,  The  Macmillan  Company,  1948,p.  16. 


Smith  Kline  & French  Laboratories 
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for 

The  Age  of 
Anxiety 


LIBRIUM 

(chlordiazepoxide 

HGI) 


In  prescribing:  Dosage— Adults:  Mild  to  moderate  anxij'l 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  ' 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.ij 
Cautions  — Occasional  side  effects,  often  dose-related, 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregu  ■ 
ities,  nausea  and  constipation.  Paradoxical  reactions  n " 
occasionally  occur  in  psychiatric  patients.  Individual  main;- 
nance  dosages  should  be  determined.  Advise  patients  agar 
possibly  hazardous  procedures  until  maintenance  dosage, 
established.  Though  compatible  with  most  drugs,  use  carei 
combining  with  other  psychotropics,  particularly  MAO  inhi 
tors  or  phenothiazines;  warn  patients  of  possible  combinj 
effects  with  alcohol.  Observe  usual  precautions  in  impair 
renal  or  hepatic  function,  and  in  long-term  treatment.  1 
Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles 
50  and  500. 


Roche  Laboratories,  Division  of  Hoffmann- La  Roche  lr ,| 
Nutley,  N.J.  07110 


Look  to  Baxter  for  new  products  medically 
engineered  to  give  you  safety  through  simplicity 


1 

2 

3 

4 

1.  Metriset  —for  I.V.  administration  of  small, 
measured  amounts  of  fluids.  2.  Disposable 
Administration  Set  with  Two  Injection  Sites— clear 
igid  injection  sites— needle  cannot  puncture  tubing. 


3.  I.V. Tray— complete  with  I.V.  injection  set,  18-inch  tape, 
gauze  pads  and  alcohol  sponges.  4.  Surgical  Extension 
Tube  with  Two  Injection  Sites— resists  leakage  even 
after  numerous  injections  or  under  pressure. 


□on  Baxter.  Inc. 


® Trade-mark 


Glendale,  California  91201 


Pour  with  Confidence 


Baxter  irrigating  fluids  are  proved  safe  and  sterile 
through  up  to  50  tests. . . including  in  vivo  pyrogen  tests 
in  rabbits.  For  added  convenience  they  are  available 
in  250  ml.,  500  ml.,  1000  ml.,  and  2000  ml.  containers. 


• Normal  Saline.  • 33%  Sorbitol  Solution. 

• Distilled  Water.  • 5%  Dextrose  in  Water. 

• Physiological  Irrigating  Solution. 


□on  Baxter,  Inc. 


Glendale,  California  91201 


—colloidal  solution  of  denatured 


proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
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JLomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
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Research  in  the  Service  of  Medicine  . 
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EDITORIAL 


The  Science  and  The  Art 


M edicine  has  long  been  described  as  a science  and 
art.  For  more  than  a hundred  years  the  objectives 
of  the  American  Medical  Association  have  been  “to 
promote  the  science  and  art  of  medicine  and  the 
betterment  of  public  health.”  The  words  are  fami- 
liar. What  do  they  mean?  Do  they  clarify,  or  do  they 
confuse?  Perhaps  the  old  idea  of  a blend  should  be 
re-examined.  It  could  be  wrong. 

Medicine  is  not  so  much  bipartite  as  it  is  tripartite, 
and  better  understanding  of  many  of  medicine’s 
problems  might  be  gained  by  careful  delineation  of 
the  separates  that  are  so  essential  to  production  of 
the  whole.  Among  other  difficulties,  failure  of  town 
and  gown  to  understand  and  respect  each  other 
might  be  alleviated  by  more  accurate  analysis  of 
the  place  of  each  in  the  tripod. 

Medicine  is  not  a blend  of  science  and  art— it  is 
basic  science,  clinical  science,  and  practice.  There 
are,  therefore,  three  kinds  of  doctors.  Each  is  as 
essential  to  the  whole  as  each  leg  to  the  stability 
of  a tripod,  but  one  cannot  replace  the  other  and 
he  weakens  the  whole  when  he  tries. 

The  basic  scientist  must  discover,  and  teach, 
basic  truth.  He  may  be  interested  in  anatomy,  path- 
ology, physiology,  chemistry,  pharmacology,  bacteri- 
ology, or  any  of  a dozen  more,  or  several  of  them. 
His  field  of  interest  and  his  investigations  may  be 
practical  or  not,  related  closely  to  medicine  or  not, 
and  he  may  or  may  not  hold  a medical  degree.  The 
work  he  does  today  may  produce  an  advance  tomor- 
row, next  week,  next  year,  or  never.  He  remains 
a basic  scientist.  He  does  not,  and  should  not,  deliver 
medical  care. 

The  clinical  scientist  must  take  the  discoveries  of 
the  basic  scientist  as  the  raw  material  from  which 
he  is  to  fashion  a new  medicinal,  a new  method,  or 
another  advance.  He  is  an  explorer  and  a developer. 


He  creates  the  new  tools  and  points  to  defects  in 
the  old.  He  does  not  deliver  medical  care  for,  if 
he  tries,  he  destroys  part  of  himself  as  a scientist. 
Science  is  cold,  rigid,  exacting,  unemotional,  precise. 
Art  is  none  of  these.  Art  may,  and  must,  grow  out  of 
science,  but  when  it  does  it  is  no  longer  science. 
The  practitioner  of  clinical  science  who  views  him- 
self as  a practitioner  of  art  is  a practitioner  of  neither. 
He  is  confused. 

The  doctor  who  delivers  medical  care  should 
properly  be  called  the  healer.  He  is  neither  basic 
scientist  nor  clinical  scientist.  He  ministers  to  the 
sick,  the  distraught,  and  the  injured.  He  heals  the 
wounds,  mental  and  physical,  and  in  doing  so  he  uses 
everything  science  can  give  him.  His  role  calls  not  for 
science  but  for  art. 

Sometimes  the  healer  also  mistakes  his  role.  Some- 
times he  believes  those  who  seek  his  aid  are  not  pa- 
tients but  subjects,  and  that  they  may  be  used  to 
answer  a problem  or  develop  a new  principle.  He 
orders  laboratory  tests  or  prescribes  a new  drug  in 
order  to  satisfy  his  curiosity,  not  with  his  full  atten- 
tion directed  toward  what  he  knows  is  best  for  the 
one  who  would  be  a patient.  He  weakens  his  effec- 
tiveness as  a healer.  He  too  is  confused. 

The  public  demands,  and  deserves,  the  best  and 
most  modern  methods  of  healing  but  healing  it  wants. 
The  man  who  reads  the  newspaper  may  be  interested 
in  the  wonders  of  science  but  the  man  in  bed  wants 
to  be  protected  and  healed.  He  wants  art— not  science. 
He  wants  the  art  that,  if  it  is  great  art,  must  be  the 
finished,  utilizable  product  of  great  science. 

Medicine  will  stand  more  firmly  when  each  of  its 
three  supporting  members  sees  its  own  responsibility 
clearly  and  respects  fully  the  efforts  of  the  other  two 
to  do  likewise.  ■ 

H.L.H. 


587 

Northwest  Medicine,  September  1964 


not  all  but  cl %CoSt 
bacterial  respiratory 
tract  infections 
yield  to* — > 


therapeutically 
the  zJKCoSt  active 
erythromycin 


PUIVUIIS 

, ILOSONE 

I * TMROM  YC  IN  ISTOU 
CAPSULES  U S.P 

250  mg,  ^ 


iU  VA.|  fa 


o ILOSONE 

CHEWABIE 

*»»TH#OM»CIN  IStOCAM  U.SJ 

12  5 mg. 


ILOSONE  , 

naowiciM 


'ipsoNt*. 

°*OPS 


In  the  patient,  Ilosone  eradicates , rather  than  merely  inhibits,  streptococci  and  pneu- 
mococci. This  increased  action  is  due  to  the  fact  that  more  erythromycin  reaches 
the  infection  site  because  Ilosone  (i)  is  acid  stable  in  the  stomach,  even  in  the  pres- 
ence of  food,  and  (2)  is  better  absorbed  from  the  intestine. 

Ilosone  produces  peak  levels  of  antibacterial  activity  two  to  Jour  times  those  of 
other  erythromycin  preparations.  Furthermore,  these  peak  levels  are  attained  earlier 
with  Ilosone  and  are  maintained  much  longer. 


Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  fatal  or  definite  residual  effects. 
Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  are  observed  in  a small  pro- 
portion of  patients  as  a result  of  a local  stimulat- 
ing action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon 
with  the  use  of  erythromycin,  there  have  been 
occasional  reports  of  urticaria,  skin  eruptions, 
and, on  rare  occasions,  anaphylaxis.  Contraindi- 
cations: Ilosone  is  contraindicated  in  patients 
with  a known  history  of  sensitivity  to  this  drug 


and  those  with  preexisting  liver  disease  or  dys- 
function. Dosage:  Children  under  23  pounds — 
5 mg.  per  pound  of  body  weight  every  six  hours. 
Children  25  to  30  pounds — 125  mg.  every  six 
hours.  Adults  and  children  over  30  pounds — 250 
mg.  every  six  hours.  For  severe  infections,  these 
dosages  may  be  doubled.  Ilosone  Chewable  tab- 
lets should  be  chewed  or  crushed  and  swallowed 
with  water. 

ILOSONE® 

ERYTHROMYCIN  ESTOLATE 

Additional  information  available  to  physicians 
upon  request. 


ELI  LILLY  AND  COMPANY 


INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


Sfiety 


401171 


588 

Northwest  Medicine,  September  1964 


Hospital  Acquired  Infections  in  Surgery  and  Their 

Significance 

W.  A.  ALTEMEIER,  M.D.  Cincinnati,  Ohio 


Although  antibiotic  therapy  has  had  a profound 
impact  on  the  practice  and  extension  of  sur- 
gery1-13 the  evidence  today  clearly  indicates  that 
infections  occurring  in  hospitalized  patients  and 
caused  by  antibiotic  resistant  and  highly  viru- 
lent bacteria  present  many  problems  of  special 
significance  for  hospitals  and  surgeons  through- 
out the  world.14-27  Judging  from  the  expanding 
mass  of  scientific  writings  on  this  subject,  the 
many  letters  I have  received  requesting  informa- 
tion and  help  with  local  problems,  and  the 
increasing  number  of  malpractice  suits  against 
hospitals  and  surgeons  throughout  the  United 
States,  there  is  little  doubt  but  that  many  hos- 
pitals already  have  a serious  problem  with 
hospital  acquired  sepsis  and  that  all  hospitals 
are  potentially  faced  with  it.28-28  During  a recent 
four  month  period,  I received  inquiries  for  in- 
formation or  requests  for  testimony  in  18  suits 
that  had  been  filed  throughout  the  United  States 
against  hospitals,  surgeons,  or  other  hospital 
personnel. 

The  prevention  of  infection  in  elective  surgical 
wounds  has  been  generally  considered  to  be  one 
of  the  great  milestones  in  surgery.  It  was 
achieved  through  the  development  of  antiseptic 
and  aseptic  technique  made  possible  by  the 
discoveries  of  Pasteur,  Lister,  Von  Bergmann, 
and  others.  Surgery  was  thus  relieved  of  one  of 
its  greatest  terrors,  and  its  boundaries  have  been 
progressively  extended  during  the  past  75  years. 
Recent  evidence  indicates,  however,  that  this 
heritage  had  been  taken  for  granted,  and  that 
infection  has  continued  to  be  a problem  of 
increasing  importance.  The  present  reservoir  of 
antibiotic  resistant  bacteria  in  hospital  environ- 
ments and  a high  infection  rate,  despite  antibiotic 
prophylaxis,  have  resulted  in  the  appointment 
of  committees  by  the  American  College  of 
Surgeons,  the  American  Medical  Association,  the 
American  Hospital  Association,  and  others  to 
study  this  problem  and  make  recommendations 
for  its  solution. 


From  the  Department  of  Surgery,  University  of  Cin- 
cinnati College  of  Medicine  and  the  Cincinnati  General 
Hospital,  Cincinnati,  Ohio. 

Delivered  as  the  Fourteenth  Annual  Strauss  Lecture  at 
the  University  of  Washington  in  Seattle,  on  February  7, 
1964. 


conferences 

National  and  international  conferences  have 
been  held  to  bring  the  various  aspects  of  this 
situation  into  proper  perspective,  to  disseminate 
existing  knowledge  between  countries  and  scien- 
tific disciplines,  and  to  stimulate  research.  A 
National  Conference  on  Hospital  Acquired 
Staphylococcal  Disease  was  organized  and  held, 
September  15-17,  1958,  in  Atlanta,  Georgia,  under 
the  joint  sponsorship  of  the  United  States  Public 
Health  Service  and  the  National  Research  Coun- 
cil. A similar  Conference  on  Hospital  Infections 
was  held  in  Minneapolis  at  the  University  of 
Minnesota,  September  5-7,  1963.  An  International 
Seminar  on  Hospital  Infections  was  also  held  by 
the  Council  for  International  Organizations  of 
Medical  Sciences  in  London,  September  24-28, 
1962.  Delegates  from  26  countries  and  the  World 
Plealth  Organization  participated  in  the  discus- 
sions, representing  a considerable  body  of  re- 
source knowledge  and  research  potential.  There 
were  111  delegates  in  attendance.  Each  was  an 
expert  on  some  aspect  of  hospital  acquired  in- 
fection; each  represented  his  country  and  a 
scientific  medical  organization. 

These  conferences  have  been  very  helpful,  but 
the  facts  remain  that  the  problem  of  hospital 
infection  persists,  and  that  considerable  confusion 
exists  in  the  minds  of  surgeons,  physicians,  hos- 
pital administrators,  lay  hospital  boards,  bacteri- 
ologists, epidemiologists,  sanitary  engineers, 
architectural  engineers,  attorneys,  judges,  and 
others  regarding  the  significant  factors  actually 
responsible  for  these  infections. 

Before  discussing  my  investigative  work  on 
the  nature  and  epidemiology  of  hospital  acquired 
sepsis  in  surgical  practice,  a brief  review  of 
some  of  the  general  trends  and  practices  con- 
tributing to  the  over-all  problem  might  be  of 
interest. 

unwarranted  sense  of  security 

Considerable  evidence  has  now  been  accumu- 
lated to  show  that  antibiotic  therapy  has  actually 

This  work  was  supported  in  part  by  U.S.  Army  Con- 
tracts MD-551  and  MD-2094  and  U.S.P.H.S.  Grant  E-2797. 
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Table  1 

Comparison  of  the  Percentage  of  Bacteria  Cultured  from  Burn  Wounds  at  the  Time  of  Injury  and 
from  Areas  of  Infection  During  the  First,  Second,  and  Third  Weeks  Postburn 
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Cl.  icelchii 

59 

6 
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increased  the  complexity  of  the  problems  of 
preventing  surgical  infections.  Widespread  ex- 
tension of  antibiotic  prophylaxis  to  patients 
undergoing  any  operation  produced  an  unfortu- 
nate over-dependence  on  its  effectiveness  and 
an  unwarranted  sense  of  security.15-24  It  often 
led  to  de-emphasis  or  disregard  for  established 
surgical  principles  and  important  operating  room 
techniques.  Gradual  relaxation  of  the  “surgical 
conscience"  has  been  the  result.  Reliance  upon 
chemical  or  cold  sterilization  techniques,  use  of 
inadequate  surgical  masks,  carelessness  in  prep- 
aration of  the  operative  area  and  hands  of  the 
surgical  team,  failure  to  change  punctured  gloves 
promptly  during  operations,  and  adoption  of 
some  of  the  hospital  labor  saving  methods  of 
sterilization  and  prepackaging  of  instruments, 
dressings,  and  other  materials  are  some  of  the 
important  manifestations  of  this  let  down  in  vigil- 
ance against  infection.25-30 

A particularly  important  effect  of  indiscrim- 
inate antibacterial  therapy  in  hospitals  has  been 
the  progressive  development  of  resistance  to 
penicillin,  and  many  of  the  other  antibiotic 
agents,  acquired  by  a large  variety  of  important 
bacteria  which  have  then  become  concentrated 
in  the  hospital  environment.25  27  31  In  this  con- 
tinuing reservoir  these  virulent  organisms  have 
had  the  potential  of  becoming  active  in  the 
patients  weakened  by  disease,  injury,  metabolic 
conditions,  and  other  debilitating  factors.  Post- 
operative and  post-traumatic  infections  develop- 
ing under  such  conditions  thus  have  presented 
a doubly  serious  problem  since  such  patients  are 
deprived  of  treatment  by  effective  antibacterial 
agents. 

Probably  one  of  the  most  significant  changes 
in  medical  and  surgical  practice  during  the  past 
20  years  has  been  loss  of  regard  for  importance 
of  the  principal  of  isolation  and  discontinuance 
of  its  practice  in  patients  with  various  types  of 
virulent  infections.  Several  interesting  observa- 


tions have  recently  emphasized  this  fact. 

In  patients  undergoing  elective  operation  at 
the  Cincinnati  General  Hospital  during  the  two 
and  one-half  year  period  ending  February  1, 
1962,  the  incidence  of  postoperative  wound  in- 
fection was  found  to  be  approximately  four  times 
greater  in  those  who  had  been  hospitalized  for 
14  or  more  days  before  operation  than  in  those 
admitted  the  day  preceding  operation.32  Similar 
findings  were  reported  by  Hare28  of  London, 
and  in  both  studies  Staphylococcus  aureus  played 
an  important  etiologic  role.  The  phenomena  of 
staphylococcal  cross-infection  and  super-infec- 
tion in  surgical  patients  were  thought  to  be 
largely  the  results  of  poor  isolation  and  hygienic 
techniques  in  the  studies  of  J.  D.  Allan  Gray 
and  his  associates  in  Great  Britain. 

changing  bacterial  flora 

In  recent  years,  relatively  little  effort  has  been 
made  to  isolate  realistically  patients  with  major 
bums.  In  the  period  between  January  19,  1942, 
and  September  1,  1960,  a total  of  1,683  patients 
with  cutaneous  burns  were  treated  and  studied 
in  the  Department  of  Surgery  of  the  University 
of  Cincinnati  College  of  Medicine  and  the  Cin- 
cinnati General  Hospital.27  The  number  of  bums 
seen  each  year  varied  between  72  in  1949  and 
114  in  1957,  the  average  number  being  88.  Care- 
ful baeteriologic  studies  of  the  bum  wounds 
within  one  or  two  hours  of  injury  and  then  at 
the  end  of  the  first,  second,  and  third  weeks 
showed  changing  bacterial  flora  and  an  unstable 
state  in  the  types  and  degree  of  infection  in 
three  sub-groups  studied  in  the  periods  between 
1942-1944,  1951-1953,  and  1957-1960  (Table 
l).33 

The  predominant  and  most  important  infect- 
ing bacteria  during  these  study  periods  were 
Staph,  aureus  (coagulase  positive),  the  beta 
hemolytic  streptococcus,  the  proteus,  and  Pseudo- 
monas aeruginosa.  These  organisms  accounted 
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for  50  per  cent  of  all  bacteria  recovered  from 
the  infected  burn  wound  or  the  blood  stream  and 
represented  90  per  cent  of  the  bacteria  causing 
death  by  infectious  complications. 

There  was  a significant  increase  in  the  inci- 
dence of  strains  of  Staph,  aureus  from  20  to  50 
per  cent  in  the  burn  wounds  of  Group  I treated 
between  1942  and  1944.  This  high  incidence 
persisted  through  the  second  and  third  weeks, 
while  many  of  these  patients  were  under  active 
systemic  sulfadiazine  therapy. 

During  the  period  of  1951  to  1953,  when  the 
patients  of  Group  II  were  under  antibiotic  ther- 
apy with  penicillin  and  chloramphenicol,  the 
incidence  of  the  Staph,  aureus  in  the  infected 
wound  was  less,  being  32  per  cent  for  the  first 
week,  16  per  cent  for  the  second  week,  and 
12  per  cent  for  the  third  week.  Similarly,  in  the 
third  period  of  1958  to  1962,  when  the  patients 
of  Group  III  were  treated  with  penicillin  and 
specific  antistaphylococcal  antibiotics,  the  inci- 
dence was  additionally  reduced  to  17  per  cent 
during  the  first  week,  4 per  cent  during  the  sec- 
ond week,  and  8 per  cent  during  the  third  week. 

This  relative  decrease  in  incidence  was  not 
noted  for  the  gram-negative  bacteria  during  the 
latter  two  periods,  particularly  in  the  case  of 
the  proteus  and  pseudomonas  groups.  Instead, 
there  has  been  a continuing  high  incidence  of 
these  two  groups  of  gram  negative  bacteria 
which  was  progressive  over  the  three  weeks  post- 
burn period.  Both  types  of  organisms  reached  an 
incidence  of  approximately  50  per  cent  of  all 
cultures  during  the  third  week  in  all  three  groups, 
except  proteus  during  the  third  week  of  Group  I. 
This  is  particularly  striking  when  it  is  recalled 
that  these  organisms  were  infrequently  found 
as  contaminants  in  the  initial  wound  cultures, 
(Table  1). 

Burned  patients  of  this  type  provide  not  only 
highly  susceptible  tissues  for  hospital  acquired 
infections,  but  also,  when  not  effectively  iso- 
lated, sources  of  active  and  prolonged  contamina- 
tion for  other  hospitalized  patients. 

In  a current  investigation  of  165  patients  who 
contracted  staphylococcal  enterocolitis  during 
hospitalization  and  antibiotic  therapy  in  the  four 
hospitals  of  the  University  of  Cincinnati,  Alte- 
meier,  Hummel,  and  Hill34  have  found  evidence 
that  this  disease  is  often  iatrogenic  and  second- 
ary to  hospital  contamination  resulting  from  a 
breakdown  in  isolation  methods.  We  will  re- 
turn to  this  particularly  study  again  later. 


types 

It  is  generally  agreed  that  the  hemolytic  Staph, 
aureus  is  the  organism  of  greatest  importance  in 
the  problem  of  acquired  resistance  and  hospital 
infection.  There  is  considerable  evidence,  how- 
ever, as  we  have  just  seen  in  the  case  of  burns, 
that  it  is  but  one  facet  of  a more  general  phe- 
nomenon involving  other  micro-organisms.  Re- 
cent reports  indicate  that  resistant  gram-negative 
bacteria  such  as  Escherichia  coli,  Bacillus  pro- 
teus, Ps.  aeruginosa,  and  Aerobacter  aero  genes 
are  also  producing  an  appreciable  number  of  seri- 
ous infections  in  surgical  wounds  as  well  as  in 
the  urinary  tract,  and  that  this  number  appears 
to  have  increased  during  the  past  15  years.  The 
enterococcus,  Streptococcus  viridans,  and  Myco- 
bacterium tuberculosis  have  also  manifested  abil- 
ity to  acquire  resistance.  Fortunately,  the  Type 
A Strepotococcus  hemolyticus  and  pneumococci 
have  remained  uniformly  and  highly  sensitive 
to  penicillin  and  other  antibiotics. 

incidence 

There  are  no  accurate  figures  to  indicate  ‘the 
incidence  of  the  many  types  of  infection  acquired 
by  hospitalized  surgical  patients,  but  I am  con- 
vinced that  it  is  much  greater  than  generally 
suspected.  Emphasis  has  been  focused  on  certain 
areas  such  as  postoperative  wound  infections, 
furunculosis,  breast  abscesses,  neonatal  infec- 
tion, and  staphylococcal  pneumonia.  Many  other 
types  exist,  however,  and  those  related  to  the 
urinary,  genital,  and  gastrointestinal  tracts  are 
very  important,  yet  usually  overlooked  as  a mani- 
festation of  this  over-all  problem. 

To  emphasize  the  magnitude  of  the  problem 
of  postoperative  wound  infections,  a recent  two 
and  one-half  year  collaborative  study  of  15,613 
consecutive  operative  procedures  by  five  Ameri- 
can university  centers  revealed  an  over-all  in- 
fection rate  of  7.4  per  cent  under  close,  energetic, 
and  continuing  surveillance.32 

In  the  11,690  clean  elective  operative  wounds 
in  this  series,  the  over-all  average  rate  of  infection 
was  5.1  per  cent.  A wound  was  considered  to  be 
clean  when  the  procedure  had  been  performed 
under  aseptic  conditions  without  a break  in  tech- 
nique, and  was  an  operation  which  did  not 
transect  the  gastroenteric,  genitourinary  or  tra- 
cheobronchial systems  and  was  not  performed 
in  the  vicinity  of  any  inflammatory  reaction.  A 
clean  contaminated  wound  was  one  with  the  same 
characteristics  except  that  it  included  transection 
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Table  2 


Type  of  Operative 

Incidence 

of  Infection 

Wound 

No. 

No. 

No. 

Clean 

11,690 

594 

5.1 

Clean  contaminated  2,589 
Contaminated 

280 

10.8 

and  dirty 

1,262 

277 

21.9 

Not  reported 

72 

6 

8.3 

or  opening  viscera  known  to  contain  bacteria.  A 
contaminated  wound  was  considered  to  be  one 
produced  by  violence,  associated  with  gross  spill- 
age at  the  time  of  the  transection  of  a hollow 
viscus,  or  complicated  by  a major  break  in  asep- 
tic technique.  A dirty  wound  was  one  in  which 
there  was  continuing  contamination  by  fecal, 
tracheobronchial,  or  genitourinary  discharges,  or 
through  which  drainage  of  purulent  material 
had  been  provided. 

Another  aspect  of  this  collaborative  study, 
however,  was  of  considerable  interest  although 
entirely  unanticipated.  There  was  a wide  vari- 
ation in  the  incidence  of  postoperative  infection 
in  clean  elective  wounds  in  the  five  medical 
centers  which  was  continuing  and  consistent. 
This  incidence  varied  from  11.4  per  cent  to  0.7 
per  cent  for  the  period  between  November  1, 
1959,  and  February  17,  1961.  Thereafter  adjust- 
ments of  various  operating  room  technical  fac- 
tors which  were  thought  to  be  responsible  for 
the  variation  were  made.  In  a group  of  6,288 
subsequent  clean  elective  surgical  wounds  stud- 
ied in  the  same  five  hospitals,  the  differences 
between  the  extremes  were  decreased  to  be- 
tween 0.8  per  cent  and  6.1  per  cent,  the  average 
for  the  entire  group  being  3.5  per  cent. 

Similar  variations  were  noted  in  the  incidence 
of  infections  at  the  five  medical  centers  develop- 
ing in  clean  contaminated  and  contaminated 
wounds.  When  the  rates  of  incidence  at  the 
Cincinnati  General  Hospital  (Table  3)  were 
compared  with  the  totals  of  all  of  the  five  cen- 
ters (Table  2)  these  differences  become  sur- 
prisingly evident. 

The  reasons  for  these  differences  are  probably 
unknown  for  the  most  part. 

factors 

The  opportunities  for  the  development  of  in- 
fection in  surgical  patients  are  almost  countless. 
Bacteria  of  many  types  find  their  way  into  the 
wound,  and  fortunately  only  relatively  few  be- 
come successful  in  establishing  an  infection.  Ex- 
perimental studies2"  indicate  that  the  origin  of 
these  bacteria  may  be  endogenous,  exogenous, 
or  both,  (Table  4).  Endogenous  bacteria  are 
generally  introduced  into  the  patient  from  his 


Table  3 

Incidence  of  Postoperative  Infection 
Cincinnati  General  Hospital 
December  1,  1959 — February  1,  1961 
Number 

of  Cases  Number  of  Infections 
Type  No.  % 

Clean  operative  wounds  817  16  0.7 

Clean  contaminated  wounds  333  17  5.1 

Contaminated  wounds  96  7 7.3 

environment,  including  the  attending  personnel 
or  materials  and  instruments  used  in  his  care. 

The  inoculation  of  endogenous  bacteria  is 
most  likely  to  occur  during  the  operative  pro- 
cedure and  frequently  requires  transection  or 
entry  into  the  alimentary,  respiratory,  or  genito- 
urinary tracts  for  consequential  contamination  to 
occur.  Sufficient  bacterial  contamination  may 
occur  from  the  skin  of  such  patients,  particularly 
when  there  has  been  inadequate  preoperative 
preparation.  Theoretically,  endogenous  contam- 
ination may  also  follow  lymphogenous  and  hema- 
togenous inoculation  of  the  wound  or  some 
other  area  of  reduced  local  resistance  during  the 
operative  or  postoperative  period. 

Table  4 

Sources  of  Surgical  Infections 

I.  Exogenous 

A.  Surgical  team  or  operating  room  personnel 

B.  Patient’s  skin 

C.  Equipment,  instruments,  and  other  material 
used  in  operating  room 

D.  Air 

II.  Endogenous 

A.  Skin 

B.  Patient’s  upper  or  lower  respiratory  tract 

C.  Gastrointestinal  tract 

D.  Genitourinary  tract 

E.  Regional  lymphatics 

F.  Blood  stream 

Exogenous  inoculation  may  occur  during  the 
operative  procedure  or  in  the  postoperative  per- 
iod during  dressing  change  or  other  manipula- 
tions. It  may  originate  from  countless  sources 
such  as  the  environmental  air,  the  skin  or  respir- 
atory tract  of  attending  personnel,  unsterile  dres- 
sings or  other  fomites,  instruments,  linens,  blank- 
ets, or  catheters. 

The  source  will  influence  the  types  of  the 
infecting  bacteria  to  some  extent,  and  the  endo- 
genous sources  will  be  more  likely  to  supply 
aerobic  gram-negative  bacilli,  clostridia,  bacter- 
oides,  and  anaerobic  streptococci,  in  the  major- 
ity of  postoperative  infections.  On  the  other 
hand,  the  dominant  bacteria  from  exogenous 
sources  are  usually  the  gram-positive  cocci. 

most  frequent  invaders 

Infections  following  surgical  procedures  may 
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be  monomicrobic  being  caused  by  a single  or- 
ganism or  may  be  polymicrobic,  being  the  result 
of  the  cumulative  effect  of  two  or  more  organ- 
isms. Both  the  number  and  types  of  bacteria 
are  influenced  by  the  location  and  type  of  surgi- 
cal procedure.  The  three  most  frequently  encoun- 
tered organisms  responsible  for  postoperative 
wound  infections  in  the  series  of  15,613  cases 
cited  above  were  Staph,  aureus,  proteus  species, 
and  Ps.  aeruginosa .32  These  three  organisms  were 
also  commonly  found  in  the  hospital  reservoir, 
(Tables  5 and  6).  The  infectious  complications 
in  wounds  following  surgery  may  of  course  in- 
volve many  other  bacteria  also. 

Table  5 

Organisms  Recovered  from  OR  Personnel  Cultures 


Type  of  Organism  Total 

Total  Cultures  9263 

Staphylococcus,  coag.  pos.  1920 

Staphylococcus,  coag.  neg.  7298 

Beta  hemolytic  streptococcus  39 

None  of  above  689 

Table  6 

Bacteriological  Results  of  Operating  Room  Air 
Sedimentation  Plates 

Mean  plate  count  15.6 

Organism  cultured 

None  174 

Staphylococcus,  coag.  pos.  50 

Staphylococcus,  coag.  neg.  752 

Alpha  streptococcus  10 

Beta  hemolytic  streptococcus  17 

Nonhemolytic  streptococcus  24 

Escherichia  species  6 

Aerohacter  Klebsiella  2 

Paracolon  species  1 

Proteus  species  4 

Pseudomonas  species  4 

Bacteroides  species  1 

Other  organisms  647 

Total  number  of  plates  cultured  1,221 


Careful  clinical  and  laboratory  experience  has 
shown  that  it  is  usually  very  difficult  to  deter- 
mine the  actual  source  of  contamination  which 
led  to  the  development  of  a given  infection.  In 
my  studies,  however,  the  evidence  indicates  that 
endogenous  sources  of  contamination  are  of 
particular  importance  and  that  contact  spread 
is  more  important  than  aerial. 

In  the  six  infections  referred  to  in  Table  2,  one 
was  monomicrobic  and  the  remaining  five  were 
polymicrobic.  There  was  a striking  lack  of  cor- 
relation between  the  specific  infecting  bacteria 
and  those  recovered  from  the  nasal  flora  of  the 
operating  personnel  or  the  environmental  air. 
It  is  interesting  to  note,  however,  that  the  bac- 
teria recovered  from  the  wound  at  the  end 
of  the  operation  in  two  instances  and  the  gastro- 
intestinal tract  in  two  more  were  the  same  as 


those  recovered  from  the  subsequent  wound 
infections. 

A similar  analysis  was  done  of  the  333  patients 
who  were  classified  as  having  clean-contaminat- 
ed operative  wounds,  during  the  same  period. 
Seventeen  of  these  became  infected,  giving  an 
incidence  of  5.1  per  cent.  It  is  interesting  that 
the  incidence  of  infection  was  increased  seven- 
fold when  the  gastrointestinal,  genitourinary,  or 
tracheobronchial  tracts  were  transected. 

Fourteen  of  the  17  patients  had  operations 
which  included  resection  of,  or  entry  into,  or- 
gans of  the  digestive  system.  In  four  of  these 
the  operation  was  cholecystectomy.  In  the  re- 
maining nine,  the  surgical  procedure  involved 
the  colon  in  six  instances,  the  esophagus  in  one 
instance,  the  small  intestine  in  two,  and  the  ap- 
pendix in  one.  The  infections  were  monomicrobic 
in  seven  infected  patients  and  polymicrobic  in 
nine,  one  being  reported  as  having  a negative 
culture. 

Staph,  aureus  was  found  in  ten  of  the  in- 
fected wounds,  being  of  the  bacteriophage  type 
80,81  in  two  cases,  but  being  untypable  in  the 
remaining  eight.  Various  types  of  gram-negative 
intestinal  bacilli  were  also  noted  in  ten.  The 
beta  Str.  hemolyticus  was  found  in  two.  The 
source  of  the  80,81  type  staphylococcal  infections 
was  not  apparent  since  none  of  the  operating 
room  personnel  concerned  harbored  this  organ- 
ism then.  In  the  case  of  the  untypable  strains 
of  Staph,  aureus,  there  was  a suggestive  cor- 
relation between  the  nasal  flora  of  surgical  team 
members  and  the  infected  wound.  There  was 
no  evidence  of  significant  bacterial  infection 
from  aerial  spread,  as  monitored  hv  the  sedi- 
mentation plates. 

In  six  patients  the  operative  wound  culture 
revealed  a type  similar  to  that  responsible  for 
the  subsequent  wound  infection.  Of  these,  two 
patients  developed  wound  infections  caused  pri- 
marily by  the  hemolytic  Staph,  aureus,  bac- 
teriophage type  80,81,  which  is  most  commonly 
encountered  in  the  hospital  environment  and 
which  is  responsible  for  most  of  the  epidemics 
of  hospital  acquired,  staphylococcal  infections. 
This  particular  causative  organism  could  not  be 
found  in  the  nasopharynx  of  any  of  the  opera- 
tive personnel  or  in  general  collection  from  the 
air  of  the  operating  room  used  during  operations 
on  these  two  patients.  It  is  particularly  interest- 
ing to  note  that  at  least  three  of  the  operating 
personnel  concerned  with  one  case  were  carriers 
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of  beta  hemolytic  streptococci  in  their  naso- 
pharynx, and  that  wound  operative  culture  at 
completion  of  the  operation  showed  this  same 
organism.  The  subsequent  infection  which  de- 
veloped, however,  was  not  caused  by  Str.  hemo- 
lyticus,  but  by  a completely  different  organism. 
This  suggests  the  possibility  that  bacteria  reached 
the  patient’s  wound  by  the  hematogenous  route. 

The  comparison  of  the  sources  and  mechan- 
isms resulting  in  infection  of  the  clean  operative 
wounds  with  the  same  factors  relating  to  clean- 
contaminated  operative  wounds  suggests  that 
contamination  by  direct  contact  is  responsible 
for  the  majority  of  these  infections  from  endo- 
genous and  exogenous  sources.  Endogenous  in- 
fection is  probably  more  important  than  is 
generally  realized.  It  has  been  shown  by  others 
that  a high  proportion  of  the  staphylococci  caus- 
ing hospital  infections  are  carried  by  the  patient 
at  the  time  of  his  admission  to  the  hospital. 
This  would  explain  the  marked,  increased  inci- 
dence of  postoperative  infection  following  oper- 
ations on  the  gastrointestinal,  respiratory,  or  geni- 
tourinary tracts. 

It  should  be  pointed  out,  however,  that  al- 
though bacteria  are  necessary  for  wound  infec- 
tion, there  are  many  other  factors  responsible 
for  its  development. 

studies 

A number  of  research  projects  have  been  in 
progress  in  the  Department  of  Surgery  at  the 
Cincinnati  College  of  Medicine  and  the 
Cincinnati  General  Hospital  during  the  past 
five  years  which  have  shed  considerable  light 
on  the  nature,  diagnosis,  and  methods  of 
control  of  staphylococcal  enterocolitis.  A review 
of  these  projects  should  be  of  interest  since  this 
complication  may  occur  in  patients  under  anti- 
biotic therapy  in  all  types  of  medical  practice. 
In  a review  of  165  cases  studied  by  Hummel, 
Hill,  and  Altemeier,  betwen  1958  and  1962, 
this  fact  became  very  apparent  since  a large 
group  of  pre-existing  diseases  or  operations 
appeared  to  be  predisposing  etiologic  factors, 
(Table  7).34 

It  is  apparent  that  most  of  the  patients  in  this 
series  had  other  serious  conditions  prior  to 
onset  of  enterocolitis.  The  largest  single  group 
(63  patients)  developed  staphylococcal  entero- 
colitis after  a surgical  operation  on  the  gastro- 
intestinal tract.  Thirty-two  had  colonic  resection, 
usually  for  carcinoma,  while  22  had  undergone 
subtotal  gastric  resection. 


Pneumonia  was  the  second  most  common  pre- 
existing disease,  occurring  in  22  patients.  Staphy- 
lococcal pneumonia  was  proved  in  about  one- 
third  of  the  cases,  but  this  was  probably  an 
associated  manifestation  of  the  same  infection. 


Table  7 

Associated  Pre-Existing  Diseases  in  165  Patients 
with  Staphylococcal  Enterocolitis 

Operation  on  gastrointestinal  tract 


Large  bowel  resection  32 

Subtotal  gastrectomy  22 

Small  bowel  resection  7 

Appendectomy  2 

Pneumonia 
Peritonitis 
Cirrhosis  of  liver 
Mvocardial  failure 


Cellulitis  and  abscess  formation 

Cholecystitis 

Multiple  fractures 

Pyelonephritis 

Miscellaneous 


63 


22 

13 

12 

10 

9 

8 

8 

6 

18 


The  development  of  staphylococcal  enteritis 
in  12  patients  with  cirrhosis  and  hepatic  failure 
seemed  to  be  related  directly  to  neomycin  ther- 
apy. In  each  instance  this  antibiotic  had  been 
the  only  one  given  prior  to  onset  of  the  entero- 
colitis. 


Peritonitis  was  present  in  13  cases  and  cellu- 
litis with  superficial  abscess  formation  was  found 
upon  nine  occasions.  The  same  strain  of  staphylo- 
coccus was  often  cultured  from  these  areas  prior 
to  its  discovery  in  the  stool. 

Approximately  one-third  of  the  patients  stud- 
ied, however,  had  no  operative  procedure  prior 
to  development  of  staphylococcal  enterocolitis. 

Majority  of  the  patients  studied  received  some 
combination  of  broad  spectrum  antibiotics  along 
with  penicillin  prior  to  the  onset  of  entrocolitis. 
Five  patients  received  penicillin  alone,  and  85 
received  pencillin  in  combination  wth  a broad 
spectrum  antibiotic.  Eightv-one  patients  received 
tetracycline.  Forty-nine  patients  were  given 
neomycin  alone  or  with  sulfasuxidine  prior  to  de- 
velopment of  enterocolitis,  (Table  8). 


Table  8 

Antibiotics  Prior  to  Enterocolitis 
165  Patients 

Antibiotic 

Penicillin 

T etracycline 

Neomycin 

Chloromycetin 

Terramycin 

Erythromycin 


No.  of  Patients 

90 


81 

49 

42 

12 

4 


Development  of  mild  to  moderate  cases  of 
staphylococcal  enterocolitis  following  neomycin 
preparation  of  the  gastrointestinal  tract  has  been 
noted  by  us  and  others  in  the  past  two  years. 
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Table  9 

Table  10 

Patients  Developing  Staphylococcal 

Enterocolitis 

Staphylococcal  Enterocolitis:  Patterns  in  55 

Patients 

after  Neomycin  Therapy 

Tested  with 

Standard  International  Series- 

-Phages 

(49  Patients) 

1960-1961 

Cirrhosis 

13 

No.  of 

Colon  resection 

25 

Phage  Pattern 

Patients 

% 

Carcinoma 

17 

53,77 

14  > 

25.4 

Polyps 

2 

80,81 

2 

3.7 

Diverticulitis 

2 

53,77,83 

1 

1.8 

Ulcerative  colitis 

2 

53,75,77 

1 

1.8 

Tbc,  ileum,  and  cecum 

1 

83 

1 

1.8 

Rectal  prolapse 

1 

Untypable 

36 

65.4 

Gastric  resections 
Carcinoma 
Gastric  ulcer 
Gastric  lymphoma 
Miscellaneous 


Of  the  49  patients  who  developed  staphylo- 
coccal enterocolitis  after  treatment  with  neo- 
mycin, 13  had  hepatic  cirrhosis  and  received  neo- 
mycin in  doses  of  4 to  8 gm  a day  for  three  to 
twenty  days,  (Table  9). 

The  other  36  patients  had  received  neomycin 
to  decrease  the  number  of  organisms  in  the 
gastrointestinal  tract  prior  to  operation,  (Table 
10).  Twenty  patients  had  colonic  resections  and 
seven  had  subtotal  gastric  resections.  In  two 
others  the  operation  was  a resection  of  an  ab- 
dominal aortic  aneurysm  with  replacement  with 
a graft,  in  one  an  esophagectomy  for  carcinoma, 
in  one  a radical  perineal  prostatectomy  and  in  an- 
other incision  and  drainage  of  an  intra-abdominal 
abscess. 

Of  these  36  patients,  25  received  either  sulfa- 
suxidine  or  sulfathalidine  along  with  neomycin. 
Approximately  half  of  these  patients  received  no 
postoperative  therapy,  while  the  other  half  re- 
ceived a combination  of  penicillin  and  some 
broad  spectrum  antibiotic. 

It  is  interesting  to  note  that  most  of  these 
patients  had  received  a “24  hour  gastrointestinal 
preparation”  with  a total  of  8 to  10  gm  neomycin. 
For  these  reasons,  we  have  become  particularly 
concerned  about  the  use  of  neomycin  in  pre- 
operative bowel  preparation. 

In  a more  recent  study  conducted  by  Hummel 
and  Hill,35  stool  cultures  were  made  on  30  pa- 
tients during  preoperative  intestinal  prepara- 
tion: 1)  Stool  specimen  before  start  of  neomycin 
therapy;  2)  First  stool  specimen  postoperatively; 
3)  Stool  specimens  after  onset  of  diarrhea. 

Only  four  patients  had  hemolytic  Staph,  aureus 
in  their  stools  before  institution  of  neomycin 
therapy.  However,  after  neomycin  and  opera- 
tion, Staph,  aureus  was  present  in  27  of  the  30 
cases.  In  two  of  these  patients,  fulminating  en- 
terocolitis developed.  In  one  it  was  fatal.  The 


other  patient  recovered,  but  developed  multiple 
wound  abscesses. 

Four  other  patients  also  developed  staphylo- 
coccus wound  abscesses  with  the  same  phage 
type  of  staphylococcus  as  that  developing  in  the 
intestinal  tract.  These  studies  are  being  contin- 
ued. At  the  present  time  we  are  emphasizing 
the  importance  of  mechanical  cleansing  in  pre- 
operative bowel  preparation. 

Another  fascinating  aspect  of  our  studies  has 
been  study  of  results  of  bacteriophage  typing  of 
the  staphylococci  isolated  from  patients  with 
enterocolitis. 

During  1960  and  the  first  half  of  1961,  55 
patients  with  clinical  signs  and  symptoms  of 
enterocolitis  at  the  Cincinnati  General  Hospital 
had  positive  stool  cultures  for  Staph,  aureus. 
Only  19  of  these  55  staphylococcal  isolates  were 
typable  by  the  standard  set  of  bacteriophages. 
Fourteen  isolates  were  of  phage  pattern  53,  77; 
two  were  phage  pattern  80,  81;  and  remaining 
three  were  of  phage  pattern  53,  75,  77,  and  83. 
Thirty-six  isolates  or  65.4  per  cent  were  untyp- 
able  by  any  of  the  standard  phages,  (Table  10). 

new  bacteriophages 

Struck  by  the  high  incidence  of  untypable 
isolates  of  staphylococci  in  this  study  as  well  as 
in  the  early  155  cases  (69  per  cent),  I assigned 
the  project  of  developing  new  phages  to  Dr.  Hill 
and  Mr.  Thomas  to  find  means  of  characterizing 
these  untypables.  The  possibility  of  an  important 
single  strain  of  staphylococcus  being  buried  in 
this  high  percentage  was  suggested. 

A series  of  new  bacteriophages  ( UC-13,UC-14, 
UC-16,  UC-18,  and  UC-20)  which  had  been  iso- 
lated in  the  Research  Surgical  Bacteriology  Lab- 
oratory of  the  University  of  Cincinnati  College  of 
Medicine  by  Thomas,  Hill,  Culbertson,  and  Alte- 
meier,3  was  employed  in  the  reinvestigation  of 
isolates  from  55  patients  with  staphylococcal 
enterocolitis  in  1960  and  1961.  These  isolates 
had  been  previously  typed  by  the  standard 
bacteriophages.4 
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Only  19  of  the  55  staphylococcal  isolates  were 
tvpable  by  the  standard  set  of  bacteriophages. 
Fourteen  isolates  were  of  phage  pattern  53,77; 
two  were  phage  pattern  80,81;  and  the  remain- 
ing three  were  of  phage  pattern  53,77,83;  53, 
75,77;  and  83.  Thirty-six  isolates  (65.4  per  cent) 
were  untypable  by  any  of  the  standard  phages 
as  noted  above. 

Analysis  of  these  same  55  isolates  after  re- 
typing with  the  new  phage,  however,  revealed 
that  52.7  per  cent  were  tvpable  with  the  new 
UC-18  phage  and  25.4  per  cent  were  tvpable 
with  53,77  phage  types.  Only  four  strains  (7.3 
per  cent ) in  this  entire  group  remained  un- 
typable, as  compared  to  65.4  per  cent  in  the 
studies  using  the  Standard  International  Series, 
(Table  11). 

Table  11 


Patterns  of  36  Untypable  Strains  Tested  with  New  UC  Phages 


Phage  Pattern 

No.  of 
Isolates 

Untypable  Isolates 

o/ 

UC-18 

25 

/o 

69.4 

UC-13,  UC-18 

4 

11.1 

UC-13 

1 

2.8 

UC-14 

1 

2.8 

UC-16 

1 

2.8 

Untypable 

4 

11.1 

Significance  of  the  predominance  of  the  UC-18 
phage  type  is  further  emphasized  by  the  results 
of  a survey  of  normal  hospitalized  patients  who 
were  selected  at  random.  Eleven  of  the  45  nor- 
mal patients  who  had  a stool  specimen  cultured 
were  found  to  have  Staph,  aureus  in  their  gastro- 
intestinal tracts  along  with  the  usual  intestinal 
bacteria.  There  were  no  strains  of  UC-18,  how- 
ever, among  the  phage  patterns  of  those  patients 
who  did  not  have  enterocolitis. 

In  summary,  our  studies  indicate  that  use  of  the 
various  broad  spectrum  antibiotics,  including 
neomycin,  may  be  an  important  iatrogenic  factor 
in  the  cause  of  enterocolitis  in  patients  under- 
going operation.  Enterocolitis  of  varying  degrees 
caused  by  the  hemolytic  Staph,  aureus  may  result 
from  such  treatment  administered  by  the  physi- 
cian, thereby  establishing  it  as  an  iatrogenic 
disease. 

The  source  and  pathways  of  these  staphylo- 
cocci are  unknown  and  are  subjects  of  continu- 
ing investigation  at  the  University  of  Cincinnati 
College  of  Medicine.  While  the  mechanism  of 
contamination  and  infection  is  still  unknown, 
it  is  recommended  that  antibiotic  agents,  includ- 
ing neomycin  as  a preoperative  preparation  of 
the  gastrointestinal  tract,  be  employed  with  cau- 


tion and  vigilance  if  used  at  all,  and  that  the 
responsible  physician  be  alert  to  the  earliest 
signs  and  symptoms  of  this  disease  should  it 
develop. 

It  has  been  shown  in  Cincinnati,  and  other 
widely  separated  areas  throughout  the  United 
States  and  Europe,  that  the  majority  of  staphylo- 
coccal isolates  from  patients  developing  iatro- 
genic staphylococcal  enterocolitis  are  of  the 
UC-18  phage  type.  Other  studies  have  demon- 
strated the  ability  of  this  strain  to  produce  entero- 
toxin. 

infection  following  open  chest  surgery 

In  the  search  for  significant  factors  influencing 
development  of  postoperative  wound  infections, 
my  attention  has  been  attracted  to  an  interest- 
ing group  of  patients  in  whom  emergency  thora- 
cotomy had  been  done  for  cardiac  resuscitation 
under  adverse  and  grossly  unsterile  conditions.3” 
The  desperate  circumstances  attending  this  oper- 
ation generally  precluded  antiseptic  and  aseptic 
technique.  Moreover,  episodes  of  cardiac  arrest 
frequently  occurred  during  operations  for  severe 
infection.  As  a result,  gross  bacterial  contamina- 
tion of  the  wounds  was  inevitable.  Continuing 
trauma  of  the  tissues  produced  by  the  cardiac 
massage,  in  the  face  of  such  contamination, 
should  have  been  an  effective  means  of  locally 
irritating  the  tissues  and  exciting  a high  inci- 
dence of  post-thoracotomv  infection. 

My  personal  observation  of  such  patients  led 
to  the  growing  impression  that  this  was  not  so, 
and  that  wound  infection  rarely  occurred  under 
these  adverse  circumstances.  A review  of  the 
extensive  surgical  literature  on  cardiac  arrest  has 
revealed  only  casual  and  brief  reference  to  the 
infrequency  of  postoperative  wound  infection  as 
a complication. 

Hospital  records  of  all  patients  with  cardiac 
arrest  upon  whom  an  emergency  thoracotomy 
for  cardiac  massage  had  been  performed  in  the 
four  hospitals  of  the  University  of  Cincinnati 
College  of  Medicine  and  in  three  large  private 
Cincinnati  hospitals  have  been  reviewed.  All 
patients  who  survived  longer  than  72  hours  after 
closure  of  the  chest  wound  were  selected  for 
study.  Each  was  investigated  carefully  in  rela- 
tion to  his  general  health  prior  to  cardiac  arrest, 
the  factors  contributing  to  occurrence  of  cardiac 
arrest,  the  unsterile  conditions  under  which  the 
thoracotomy  was  performed,  technical  aspects 
of  the  associated  operative  procedure,  use  and 
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types  of  postoperative  antibiotic  therapy,  and  any 
clinical  or  laboratory  evidence  of  sepsis. 

Forty-three  patients  were  included  in  this 
study. 

Thirty-two  (74  per  cent)  of  this  series  of  43 
patients  survived  and  were  discharged  from  the 
hospital.  Seven  died  between  the  third  and  sev- 
enth postoperative  days,  and  three  during  the 
second  postoperative  week.  One  patient  died  on 
the  twenty-first  postoperative  day.  Except  for  one 
patient  who  died  following  a massive  pulmonary 
embolus  on  the  eighth  postoperative  day,  all 
patients  dying  during  the  first  two  postoperative 
weeks  had  severe  central  nervous  system  dam- 
age. 

In  the  entire  group  of  43  patients,  infection  of 
the  thoracotomy  wound  developed  in  only  two 
instances,  giving  an  incidence  of  4.65  per  cent 
of  postoperative  wound  infections.  In  both  pa- 
tients the  wounds  had  been  closed  in  layers  with 
catgut,  the  four  wounds  closed  with  silk  healing 
per  primam.  Necropsies  were  performed  on  all 
11  patients  who  died  in  the  hospital.  Descrip- 
tion of  the  thoracotomy  wound  was  present 
in  all  reports,  and  in  none  of  these  cases  was 
suppuration  or  infection  of  the  wound  noted. 

While  the  number  of  thoracotomy  wound 
infections  in  this  group  of  patients  was  limited 
to  two,  other  infections  developed  in  eight  of 
the  patients  during  convalescence.  There  were 
four  other  infected  wounds,  two  of  the  abdomen, 
one  of  the  neck,  and  the  fourth  a gunshot  wound 
of  the  chest.  Severe  bilateral  pneumonia  devel- 
oped in  two  cases  and  urinary  tract  infections 
occurred  in  two.  The  only  case  of  pleural  empy- 
ema found  in  this  group  of  cases  was  in  a 60- 
year-old  man  who  developed  cardiac  arrest  as  a 
result  of  bilateral  tension  pneumothorax  during 
subtotal  gastrectomy.  In  addition  to  the  left 
thoracotomy  for  cardiac  massage  and  pleural 
decompression,  a tube  thoracotomy  was  per- 
formed on  the  right  side,  and  emypema  requir- 
ing numerous  thoracenteses  and  prolonged  anti- 
biotic therapy  developed  in  the  right  pleural 
cavity. 

As  we  saw  earlier,  the  incidence  of  post- 
operative wound  sepsis  following  clean  elective 
operations  is  generally  reported  to  vary  from 
1 to  5 per  cent.  In  contaminated  wounds  associ- 
ated with  trauma  it  has  varied  from  8 to  26 
per  cent  under  planned  operative  treatment  us- 
ing aseptic  and  antiseptic  technique  in  various 
studies.  Results  obtained  in  the  selected  group 


of  patients  in  this  series  treated  without  bene- 
fit of  aseptic  technique  were  unexpectedly  low 
and  approximated  the  incidence  of  infection  in 
clean  or  clean  contaminated  cases  reported  from 
many  of  our  better  institutions.  Explanations  for 
failure  of  infection  to  develop  in  most  or  all  of 
these  wounds  are  obscure. 

The  local  circumstances  for  wound  sepsis 
should  have  been  unusually  good.  It  is  gener- 
ally agreed  that  heavy  bacterial  contamination 
of  wounds  is  the  basis  of  wound  infection. 
Since  these  wounds  were  made  in  the  hospital 
environment,  contamination  by  virulent  and  anti- 
biotic resistant  bacteria  in  the  hospital  reservoir 
was  almost  inevitable.  Moreover,  in  some  of  the 
patients,  bacteria  were  transferred  to  the  thorac- 
otomy wounds  from  areas  of  established  and 
severe  infections  such  as  peritonitis.  With  this 
degree  and  variety  of  bacterial  contamination, 
suppuration  of  the  wound  would  appear  to  have 
been  highly  probable. 

It  is  also  well  known  among  surgeons  that 
there  are  other  factors  of  equal,  and  possibly 
greater,  etiological  importance,  such  as  devital- 
ized tissue,  trauma,  retained  foreign  bodies,  im- 
paired circulation,  steroid  therapy,  and  co-exist- 
ent diseases  such  as  diabetes  mellitus,  leukemia, 
far  advanced  malignancy,  and  debility.  Many  of 
these  conditions  were  present  in  the  patients 
studied  and  significant  degrees  of  trauma  were 
present  in  all. 

host  resistance 

A review  of  the  pre-Listerian  era  showed  that 
patients  in  civilian  hospitals  almost  never  re- 
covered uneventfully  from  operations  or  open 
trauma.  Surgeons  in  large  hospitals  seldom  saw 
a wound  heal  by  first  intention  and  without 
inflammation  or  suppuration.  Putrefactive  dis- 
charges accompanied  by  inflammation  were  re- 
garded as  inevitable  after  an  operation.  The 
kindly  healing  of  all  but  two  of  the  forty-three 
wounds  in  our  series  without  cellulitis,  suppura- 
tion, or  even  stitch  abscesses,  was  thus  consid- 
ered to  be  most  striking  and  intriguing. 

The  data  suggest  that  host  resistance  may 
have  played  an  important,  preventive  role.  While 
this  may  be  true  to  a certain  extent,  its  im- 
portance must  be  questioned  because  it  was 
unsuccessful  in  preventing  other  types  of  in- 
fection in  these  patients,  such  as  peritonitis,  ab- 
dominal wound  suppuration,  pneumonitis,  septi- 
cemia, and  retroperitoneal  abscess. 
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Effectiveness  of  antibiotic  therapy  must 
be  considered  as  a significant  explanation  of 
the  absence  of  wound  sepsis.  How  important 
this  was  cannot  be  determined,  but  it  probably 
was  effective  to  a limited  degree  particularly 
with  reference  to  the  prevention  of  infections  by 
the  beta  hemolytic  sterptococcus  or  the  pneu- 
mococcus. Prophylactic  antibiotic  therapy  has 
been  unsuccessful  in  preventing  wound  infections 
by  the  hemolytic  Staph,  aureus  or  the  gram- 
negative bacilli,  particularly  those  resident  in 
the  hospital  reservoir.  Moreover,  the  wound 
of  one  patient,  who  received  no  antibiotic  ther- 
apy, healed  per  primam  and  without  inflamma- 
tion. 

It  must  be  concluded,  therefore,  that  there 
are  large  gaps  in  our  knowledge  of  the  signifi- 


cant factors  which  determine  the  incidence  of 
wound  infection,  and  that  the  explanation  for 
the  remarkably  low  incidence  of  wound  infection 
in  this  series  of  patients  studied  is  unknown. 

Contributions  of  previous  surgeons  and  bacteri- 
ologists leading  to  the  development  and  practice 
of  aseptic  and  antiseptic  surgery  are  not  to  be 
discredited.  This  type  of  study,  however,  empha- 
sizes the  complexity  involved  in  the  pathogenesis 
of  wound  sepsis.  It  would  appear  to  be  impos- 
sible to  relate  the  septic  hazards  of  these  cases 
only  to  the  quantity  and  types  of  bacteria  intro- 
duced into  the  wound.  Thus,  need  for  more  basic 
exploration  into  the  factors  of  significance  in  ge- 
nesis of  postoperative  wound  infection  is  great, 
and  the  many  deficits  in  our  knowledge  impair 
our  efforts  to  prevent  sepsis  in  surgery.  ■ 

Eden  and  Bethesda  Ave.  (45229) 
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Pathology  of  the  Thymus  ( Continued ) 

With  Special  Reference  to  Autoimmune  Disease 

SIR  MACFARLANE  BURNET,  O.M.,  F.R.S.,  Melbourne,  Australia  ' 


Germinal  centres  in  the  thymic  medulla  are 
first  seen  at  about  five  months  of  age  and  earlier 
in  females  than  in  males.  Cumulative  results  of 
examining  a large  series  give  a median  age  of 
first  appearance  of  175  days  for  females,  240 
days  for  males.  As  it  is  not  practicable  to  make 
repeated  biopsies,  all  deductions  are  based  on 
the  findings  when  a mouse  is  killed.  To  what 
extent  lesions  once  present  may  disappear  is  not 
yet  certain  but  indirect  evidence  suggests  that 
they  may.  The  facts  that  NZB  mice  killed  at  one 
year  show  a lower  proportion  of  strong  lesions 
than  was  observed  in  mice  killed  a few  months 
earlier  and  a lower  proportion  than  FI  mice  of 
the  same  age,  both  make  it  likely  that  some 
early  germinal  centres  fade  away  and  may  not 
be  replaced. 

Despite  the  pure-line  character  of  the  strain, 
there  are  wide  variations  in  the  intensity  of  the 
lesions  as  judged  by  the  number  of  germinal 
centres,  their  activity  and  the  degree  of  second- 
ary change.  Experience  is  quite  compatible  with 
the  view  that  each  appearance  of  a germinal 
centre  in  the  thymus  is  something  of  a random 
event  and  that  some  may  disappear  leaving  no 
more  than  a slightly  more  cellular  and  expanded 
medulla.  Conversely  in  some  mice  there  appear 
to  be  successive  crops  of  active  germinal  centres 
giving  rise  to  an  extensive  complex  which  may 
involve  50  per  cent  or  more  of  the  area  of  a sec- 
tion. Such  three-plus  lesions  show  a variety  of 
secondary  changes  as  follows: 

1.  Depletion  of  adjacent  areas  of  cortex  giv- 
ing an  apparent  expansion  of  the  medulla. 

2.  Accumulation  of  variable  halo  of  small 
lymphocytes  around  the  centre. 

3.  Appearance  of  a variety  of  cells  irregu- 
larly arranged  at  the  periphery  of  the  com- 
plex and  along  blood  vessels  leading  from 
it;  plasma  cells,  foamy  lipoid  cells,  and  mast 
cells  may  all  be  present  in  large  numbers. 

4.  Packed  lymphatics,  circular  or  elongate 
areas  closely  packed  with  small  lympho- 
cytes and  with  a sharp  boundary.  These  re- 


semble very  closely  similar  structures  in  in- 
flamed murine  lymph  nodes. 

Table  I 


H 

lassal' 

s corpuscles 

in  human  thyi 

muses 

Clinical 

diagnosis 

Age 

Source 

Median  no. 
of  Hassal's 
corpuscles 
per  mm" 

Median  of 
5 longest 
diameters 
(mm) 

SLE 

14 

B 

15 

0.44 

SLE 

22 

A 

14 

0.44 

TTP 

7 

12 

A 

28 

0.33 

TTP 

12 

12 

A 

37 

0.35 

MY.  GR. 

(3) 

B 

2,4,5 

0.08,0.08,0.18 

NORMAL 

(8) 

B 

5-10 

0.08-0.25 

SLE.  Systemic  lupus  erythematosus.  TTP.  Thrombotic 
thrombocytopenic  purpura,  MY.  GR.  Myasthenia  gfavis. 
Normal,  from  children  and  adolescents  undergoing  thora- 
cotomy for  various  cardiac  operations. 

A — autopsy  B — biopsy 

Very  extensive  complexes  may  be  present 
without  general  depletion  of  the  cortex.  The  ap- 
pearance is  thus  much  more  like  that  of  myas- 
thenia gravis  than  of  SLE  in  man. 

The  last  example  of  thymic  pathology  in  the 
mouse  that  needs  mention  is  extensive  mast  cell 
metaplasia  of  which  we  have  found  three  ex- 
amples, all  in  NZB  or  FI  mice,  in  something 
over  1000  sections  examined.  Mast  cells  are  com- 
mon in  the  thymus  of  NZB  mice  and  are  char- 
acteristically seen  at  the  periphery  of  the  pro- 
liferative lesions  either  in  intact  cortical  tissue 
or  in  areas  recently  depleted  of  cortical  lympho- 
cytes. Occasionally,  one  finds  clumps  of  four  to 
ten  mast  cells  but  usually  they  are  single  cells 
relatively  isolated. 

In  the  thymuses  showing  metaplasia,  two 
seemed  with  some  certainty  to  have  initiated  the 
process  in  an  area  involved  with  a germinal 
centre.  The  third  showed  no  evidence  of  a centre 
of  origin.  The  appearance  was  of  lymphocytes 
in  the  cortex  changing  to  mast  cells  without 
multiplication  and  with  only  slight  enlargement 
of  the  area  involved.  In  hematoxylon  and  eosin 
sections,  the  mast  cells  showed  clear  cytoplasm 
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and  it  was  striking  that  none  of  the  nuclei  show- 
ed mitotic  figures.  Toluidine  blue  sections  show- 
ed characteristic  heavy  staining  of  the  mast  cells. 
Apart  from  the  germinal  centre  in  which  the 
process  seemed  to  begin,  no  areas  of  medullary 
tissue  were  involved.  The  impression  was  very 
strong  that  some  effect  diffusing  from  the  centre 
of  initiation  caused  transformation  of  lympho- 
cytes to  mast  cells  and  subsequent  autolvsis  of 
associated  cells  other  than  lymphocytes. 

Unless,  and  until,  some  means  is  found  of 
producing  this  change  reproducibly,  it  is  hardly 
possible  even  to  speculate  about  its  nature.  If 
it  could  ever  be  deliberately  studied,  one  might 
expect  important  increase  in  the  understanding 
of  differentiation  and  of  mast  cell  function.  This 
is  the  only  justification  for  drawing  attention 
to  the  phenomenon. 

significance  of  the  thymus  in  autoimmune  disease 

Recent  work  on  the  immunologic  function  of 
the  thymus  is  compatible  with  an  approach 
based  on  clonal  selection  ideas  which  can  be 
expressed  in  summary  form.  I should  emphasize 
that  it  may  be  equally  compatible  with  other 
formulations  but,  in  the  present  context,  it  is 
necessary  to  have  some  clear  views  of  the  normal 
immunologic  function  of  the  thymus  if  one  is  to 
discuss  its  relation  to  autoimmune  disease.  Our 
present  working  hypotheses  about  thymus  func- 
tion then  are  as  follows: 

1.  The  lymphoid  cells  and  their  derivatives 
are  responsible  for  all  specifically  immune 
functions.  They  first  arise  in  the  mammalian 
body  as  derivatives  of  the  epithelial  cells  of 
the  thymus  primordium. 

2.  Just  before  and  just  after  birth,  the  thy- 
mus is  responsible  for  liberating  lympho- 
cytes which  seed  the  various  potential  lym- 
phoid organs.  It  is  also  responsible  for  the 
production  of  a hormone  needed  to  maintain 
viability  of  the  cell  lines  descendant  from 
early  seeded  cells.  Both  these  functions  con- 
tinue but  become  progressively  less  critical 
as  the  individual  develops. 

3.  Clonal  selection  theory  assumes  that  each 
lymphoid  cell  line  acquires,  by  some  random 
process,  one  to  four  immunologic  patterns  of 
reactivity.  The  thymus  is  regarded  as  initi- 
ally the  only  site  where  this  process  can 
take  place  but  gradually  shares  and  finally 
relinquishes  the  function. 

4.  There  is  a constant  movement  of  lym- 
phoid cells  into  the  thymus  of  the  young 


animal,  largely  from  the  bone  marrow  and  a 
large  movement  of  cells  produced  in  the 
thymus  into  the  circulation. 

5.  Since  normally  there  are  no  germinal 
centres  and  no  plasma  cell  production  in  the 
thymus,  we  assume  that  there  is  an  active 
homeostatic  mechanism  at  work  in  the  or- 
gan. The  interpretation  of  tolerance  requir- 
ed for  clonal  selection  theory  requires  that 
this  homeostatic  process  also  ensures  that  a 
newly  committed  lymphoid  cell  making  con- 
tact in  the  thymic  (or  equivalent)  environ- 
ment with  the  corresponding  antigenic  de- 
terminant will  be  destroyed  or  functionally 
eliminated. 

The  approach  to  autoimmune  disease  which 
Mackay  and  I have  proposed  is  that  it  results 
when  this  normal  homeostatic  mechanism  breaks 
down.11  The  most  frequent  cause  for  this  is  as- 
sumed to  be  the  emergence  by  somatic  mutation 
of  “forbidden  clones,”  i.e.,  cell  lines  which, 
though  otherwise  normal,  are  insusceptible  to 
the  normal  controls  which  prevent  the  survival 
of  lymphoid  cells  reactive  with  self- antigens. 

In  autoimmune  disease,  therefore,  the  thymus 
may  be  of  importance  from  four  points  of  view. 

1.  As  the  most  active  site  of  lymphocytic 
multiplication  and  (by  hypothesis)  of  im- 
munological differentiation,  it  is  the  most 
likely  site  for  the  emergence  of  pathogenic 
mutants,  just  as  it  is  for  leukaemic  mutants 
in  mice. 

2.  Any  cell  line  which  escapes  the  homeo- 
static process  may  manifest  its  insusceptibil- 
ity by  sending  descendants  to  settle  in  the 
thymus  and  produce  the  “forbidden”  mani- 
festations of  germinal  centre  formation  and 
plasma  cell  production.  The  appearance  of 
these  in  the  thymus  may  serve  as  an  index 
of  the  presence  of  forbidden  clones  in  the 
body. 

3.  Active  multiplication  of  patently  forbid- 
den clones  in  the  thymus  may  be  a continu- 
ing source  of  pathogenic  cells  of  clinical  im- 
portance. 

4.  If  the  essential  structural  cells  of  thy- 
mus responsible  for  the  control  of  lympho- 
cyte differentiation  and  proliferation  them- 
selves become  the  target  for  attack  by  for- 
bidden clones,  a catastrophic  loss  of  im- 
munological control  could  residt. 

Such  a tabulation  may  seem  to  suggest  far 
greater  significance  for  the  thymus  than  con- 
firmed observations  yet  justify.  Nevertheless,  the 
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worth  of  a hypothesis  must  be  judged  heuristic- 
ally.  Because  of  the  existence  of  the  forbidden 
clone  hypothesis,  NZB  thymuses  were  examined 
and  the  characteristic  lesions  found.  Because  of 
the  hypothesis,  it  was  felt  that  there  was  suf- 
ficient possibility  of  therapeutic  benefit  in  SLE 
to  justify  thymectomy  and  almost  greater  justifi- 
cation to  obtain  knowledge  of  the  histology  of 
the  thymus  in  SLE  which  had  not  been  treated 
with  corticosteroids.  The  same  holds  for  the  two 
successful  thymectomies  that  have  been  carried 
out  in  infants  with  uncontrollable  acquired  hae- 
molytic anaemia.1318  I have  described  what  was 
found  in  the  thymuses  from  these  patients. 

In  a totally  different  approach,  Burch  has  used 
the  forbidden  clone  hypothesis  of  autoimmune 
disease  to  disclose  most  interesting  regularities 
in  the  age  and  sex  incidence  of  autoimmune 
disease.19 

Perhaps  I can  summarize  our  point  of  view 
by  saying  that  we  regard  autoimmune  disease  as 
a form  of  conditioned  malignancy  lying  inter- 
mediate between  the  lymphocytic  proliferation 
of  an  immune  response  and  the  uncontrolled  ac- 
cumulation of  lymphocytes  in  leukaemia.  The 
forbidden  clones  are  the  pathogenic  agents  and 
it  is  only  reasonable  that  they  should  show  the 
same  sort  of  partial  control  by  the  same  chemical 
agents  as  are  used  in  the  treatment  of  leukaemia. 
I am  not  a practicing  physician  but  I should  like 
to  feel  that  the  new  knowledge  of  the  relation- 
ship of  the  thymus  to  autoimmune  disease  and, 
especially  to  SLE,  has  important  therapeutic 
potentialities.  That  is  something  that  I hope  my 
colleagues  in  Melbourne  will  cautiously,  but 
resolutely,  explore.  ■ 

Walter  and  Eliza  Hall  Institute 
of  Medical  Research 
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Psychodynamics  of  Antifluoridation 


ROBERT  M I G H E L L,  M.D.  Portland,  Oregon 


Opposition  to  fluoridation  cannot  be  based  on  scientific  fact  but  is  the  residt 
of  irrational  fears  and  anxieties.  Attempts  to  persuade  by  reason,  at  a conscious 
level,  are  useless  because  the  opposition  stems  from  subconscious  anxiety.  Physi- 
cians must  support  fluoridation  if  they  are  to  meet  obligation  to  their  patients. 


Physicians  have  long  been  leaders  in  scientific 
inquiry,  and  being  by  nature  a curious  lot,  we 
should  examine  one  of  the  strangest  phenomenon 
of  modem  times,  antifluoridation.  Obviously 
this  is  a heated  topic,  far  more  so  than  most 
scientific  questions,  and  therein  lies  the  question: 
Why  the  heat?  Heat  is  generated  on  both  sides 
of  the  question,  really  far  more  than  the  question 
merits. 

sources 

Psychiatrists  have  long  known  that  when  this 
much  fervor  is  raised  there  is  something  uncon- 
scious going  on  underneath  the  surface,  gener- 
ally on  both  sides  of  the  question.  It  is  this 
unconscious  problem  to  which  this  paper  is 
addressed. 

Opposition  to  fluoridation  covers  three  general 
areas;  opposition  based  on  science  and  reason; 
opposition  based  on  self  aggrandizement  and 
political  reasons;  and  opposition  based  on  irra- 
tional anxieties. 

Opposition  based  on  science  and  reason  existed 
rightly  for  a number  of  years.  Medical  science 
is  conservative  and  resistant  to  change  until  a 
new  procedure  has  been  adequately  proven. 
The  AMA,  the  ADA  and  the  USPHS  have  all 
now  endorsed  fluoridation  and  opposition  based 
on  science  and  reason  has  now  largely  faded.  No 
biological  science  is  absolute,  and  safety  is  not 
absolute  with  fluoridation,  it  is  only  relative.  As 
with  all  medical  science,  and  even  some  physical 
sciences,  it  is  impossible  to  have  absolute  evi- 
dence. There  is  no  absolute  assurance  that 
fluoridation  is  harmless  when  added  in  recom- 
mended amounts  to  the  public  water  supply,  but 
the  evidence  seems  to  be  overwhelming  that  the 
values  from  fluoridation  far  outweigh  any  pos- 
sible harm.  There  seems  to  be  little  truly  docu- 
mented evidence  of  harm  from  standard  recom- 
mended amounts.  The  margin  of  safety  seems  to 
be  enough  to  satisfy  most  critical  authorities. 


With  the  exception  of  a few  holdouts,  one  may 
safely  assume  that  opposition  based  on  science 
is  largely  nonexistent. 

The  second  reason  has  to  do  with  self  aggran- 
dizement. It  is  largely  seen  in  the  small-minded, 
self-sty  led  leaders  of  some  groups  who  are  using 
fluoridation  as  a gimmick  to  obtain  the  spotlight. 
These  people  fluorish  in  “lunatic”  groups  and 
are  easily  identified.  Naturopaths,  fear  mongers, 
white  racist’s  and  some  political  groups  all  find 
themselves  in  the  same  camp.  The  science  editor 
of  Saturday  Review  finds  common  bond  with 
the  John  Birch  Society7  against  fluoridation.  Often 
the  literature  of  the  “lunatic”  groups  alludes  to 
fluoridation  as  a plot  for  Jews  and  Communists  to 
control  the  world. 

fears  and  anxieties 

The  third  factor  of  opposition,  based  on  irra- 
tional reasons,  is  much  more  subtle,  and  much 
more  difficult  to  identify.  This  has  to  do  with 
opposition  based  on  unconscious  irrational  fears 
and  anxieties.  These  anxieties  are  under  the 
surface,  but  very  much  present.  As  every  trained 
physician  knows,  anxieties  are  seldom  seen  as 
pure  anxiety,  but  generally  one  sees  a defense 
mechanism  instead.  One  often  views  a reaction 
formation  to,  or  a projection  of,  a basic  conflict, 
producing  the  anxiety7.  One  has  to  use,  occa- 
sionally, Theodore  Reik’s  “third  ear”  to  listen 
beyond  the  defense  mechanism  to  get  to  the 
heart  of  the  matter  and  deal  with  the  true 
anxiety7.  Thuslv,  with  fluoridation  the  surface 
reactions  and  all  the  heat  cover  up  the  basic 
true  anxiety. 

This  third  factor  seems  to  be  the  most  import- 
ant one  in  understanding  the  opposition  to  fluori- 
dation. This  is  the  factor  which  can  lead  a 
learned,  educated  individual  to  deny  what  is 
scientifically  accepted,  and  act  instead  on  emo- 
tion. Individuals  opposed  to  fluoridation  for  un- 
conscious, irrational  reasons  often  have  great 
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ability  and  intelligence  and  may  be  able  to 
arouse  intense  fervor  and  passion  in  others.  They 
have  a cause,  and  are  crusaders  for  this  cause. 
They  may  hold  rigidly  to  a fundamental  con- 
servatism which  may  provide  a sense  of  security. 
These  people  cannot  be  reasoned  with,  and  scien- 
tific evidence  presented  to  them  on  the  conscious 
level  is  meaningless  because  their  anxiety  is  on 
an  unconscious  level. 

defensiveness 

For  an  answer,  let  us  examine  what  seems  to 
be  operating  in  such  individuals.  Fluoridation 
of  the  water  supply  attacks  an  individual  inter- 
nally. Frequently  these  people  feel  most  vul- 
nerable within  themselves  and  are  most  hostile 
to  any  internal  threat.  The  reason  why  these 
people  have  such  a tremendous  fear  of  this 
threat  can  usually  be  found  in  their  background. 
They  fear  poisons,  insanity,  attack,  loss  of  status, 
loss  of  self-control  and  finally  they  greatly  fear 
control  by  others,  outside  of  themselves.  On  an 
unconscious  level  they  view  fluoridation  of  the 
public  water  supply  as  control  and  violently 
oppose  it! 

The  background  of  some  of  these  people  has 
been  detailed  by  Adorno.1  These  people  often 
come  from  homes  in  which  rigid  repressive  and 
authoritarian  patterns  have  dominated.  These 
people,  within  themselves  have  developed  pat- 
terns of  deeply  repressed  hostility  and  depend- 
ency. To  protect  themselves  against  the  emer- 
gence of  these  impulses,  such  individuals  develop 
patterns  of  intense  characterological  rigidity  and 
repression,  and  an  ever-ready  tendency  to  dis- 
charge their  repressed  hostility  or  project  their 
feelings  wherever  a convenient  scape  goat  is 
presented  to  them.2 

These  people  thusly  seem  to  be  reacting  to 
something  within  themselves  that  they  cannot 
directly  identify.  They  view  fluoridation  as  a 
threat.  They  have  feared  threats  to  their  integ- 
rity all  of  their  lives.  They  have  put  up  elaborate 
defenses  to  these  threats,  and  fluoridation  brings 
out  these  defenses.  In  a discussion  with  scientif- 
ically trained  individuals  who  oppose  fluorida- 
tion, one  can  usually  get  these  individuals  to 
agree  that  on  a medical  and  scientific  basis 
fluoridation  is  not  to  be  feared.  These  people 
then  resort  to  a non-scientific  but  to  a political 
argument  which  strikes  to  the  heart  of  the  matter, 
and  the  heart  of  the  argument.  They  then  start 
talking  about  rights,  rights  of  man,  and  violation 


of  these  rights  by  forced  mass  medication,  via 
the  public  water  supply. 

science  out  the  window 

4 

At  this  point,  science  goes  out  the  window, 
emotion  remains  and  the  reactions  one  sees  are 
based  on  non-reason  from  the  unconscious.  Vio- 
lation of  “rights”  is  again  a relative  item.  Chlori- 
nation is  not  a violation,  fluoridation  is.  It  takes 
a neat  trick  to  mentally  go  through  this  gymnas- 
tic. Chlorine  renders  the  water  free  of  patho- 
gens, fluorine  helps  keep  the  teeth  free  from 
cavities,  and  what  is  the  difference?  The  differ- 
ence is  “forced”  medication  rather  than  forced 
purification,  and  we  are  again  back  to  our  earlier 
statement  of  “attacking”  an  individual  internally. 
Really,  on  the  conscious  level  this  is  absurd,  but 
unconsciously,  this  is  a threat  of  the  first  order 
to  one  who  is  sensitive  to  such  a threat. 

liberals  and  conservatives 

Somewhat  akin  are  the  dynamics  of  those  jvho 
zealously  support  fluoridation.  The  supporters 
are  often  liberals  who  are  attracted  to  mass 
solutions.  They  are  attracted  to  mass  political 
solutions  and  frequently  these  people  are  labeled 
as  socialistic  by  their  more  conservative  oppon- 
ents. As  W.  A.  White  has  so  aptly  stated  it,  the 
liberal  loves  humanity,  the  conservative  loves 
individuals.  The  liberal  is  often  quite  con- 
sciously a snob,  but  loves  people  in  the  abstract. 
The  conservative  generally  likes  individuals,  but 
distrusts  humanity,  and  abstract  notions.  The 
best  example  is  the  politically  conservative,  even 
reactionary,  physician  who  loves  his  patients 
individually,  but  distrusts  the  decisions  made  by 
large  numbers  of  people,  versus  the  starry-eyed 
liberal  planner  who  is  often  intellectually  ori- 
ented and  goes  into  great  ecstacy  over  man,  but 
distrusts  individuals.  The  promoters  of  fluori- 
dation frequently  are  of  a liberal  bent,  often  they 
are  planners  and  frequently  they  are  found  in 
government  medicine.  These  people  have  often 
been  subject  to  violent  and  abusive  attacks  by 
the  antifluoridationists.  The  supporters  must 
balance  their  reason,  their  professional  convic- 
tion, and  their  scientific  integrity  with  the  threat 
to  their  reputation,  their  tenure  of  office  and 
their  job  security. 

Occasionally  the  proponent  will  react  to  an 
attack  by  intensified  advocacy.  The  advocate 
may  blindly  and  emotionally  crusade  for  his 
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cause,  probably  in  reaction  to  the  attack  on  him- 
self which  has  stirred  up  unconscious  anxieties 
and  defenses.  Scientific  reason  and  equanimity 
go  by  the  wayside,  and  the  fight  is  on.  The 
liberal  advocate  of  fluoridation  can  be  as  irra- 
tional as  the  antifluoridationist. 

we  deny  benefits 

As  is  always  true  when  applied  scientists,  such 
as  physicians,  engage  in  irrational  arguments, 
the  patient  suffers,  and  in  this  case  the  patient 
is  the  public,  who  continues  to  be  denied  the 
benefits  of  fluoridated  water.  The  discussion  has 
gone  beyond  the  stage  of  rationality,  and  when 
even  the  “rights"  discussion  comes  up,  it  is  no 
longer  a scientific  matter,  or  a matter  of  applied 
scientific  knowledge.  A “rights"  discussion  can 
touch  the  irrationality  in  the  souls  of  all  of  us. 

The  single  important  advance  in  medicine 
came  when  the  scientific  principles  of  Galileo 
were  applied  250  years  later  to  medicine.  In  the 
19th  Century  medicine  embraced  science  and 
we  are  new  enjoying  the  Golden  Age  of  Medi- 
cine. With  the  application  of  science  we  were 
able  to  drop  mythology  and  we  need  not  resort 
to  emotions  to  solve  medical  questions.  Today 


we  trust  only  what  can  be  reasonably  scientific- 
ally proven.  It  has  been  reasonably  scientific- 
ally proven  that  fluoridation  is  safe.  Opposition 
to  fluoridation  grows  from  emotional  feeling  and 
has  no  basis  in  a clinical  or  scientific  decision. 

If  we  are  to  fulfill  our  obligation  to  our  pa- 
tients to  provide  them  with  what  we  know  is 
scientifically  best,  we  have  no  choice.  ■ 

511  S.W.  Tenth  Ave.  (97205) 
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abstracto 

La  oposicion  a la  fluoridacion  del  agua  potable 
no  se  basa  en  hechos  cientificos,  sino  es  el  result- 
ado  de  miedo  y ansiedades  irracionales.  El  tratar 
de  persuadir  con  logica  en  tin  nicel  intelectual 
es  sin  valor  puesto  que  la  oposicion  proviene  de 
una  ansiedad  subconsciente.  Los  medicos  deben 
apoyar  la  fluoridacion  puesto  que  esto  es  una 
obligacion  hacia  el  publico. 


Necessities  versus  luxuries 

The  appointment  by  the  governor  of  New  York  State  of  a committee  to  study  and 
report  on  the  costs  of  hospitalization  is  a logical  step  in  the  orderly  processes  of 
government.  We  are  pleased  to  note  that  organized  medicine  is  to  be  represented  on 
the  committee.  Theirs  is  a gigantic  task.  They  must  weigh  social  values  as  well  as 
money  values.  They  must  explore  customs  as  well  as  trends.  They  must  be  aware  that 
there  can  be  wastefulness  of  human  energies  and  skills  as  well  as  wastefulness  of 
materials. 

Central  to  the  whole  problem  of  hospitalization  is  the  patient’s  interest.  \\  hat  is 
good  for  him  is  good  for  society.  With  the  focus  here,  many  peripheral  things  will 
assume  their  rightful  place,  and  it  will  becme  apparent  that  certain  areas  need  strength- 
ening and  others  need  pruning. 

The  increasing  sophistication  of  medical  skill  brings  added  cost  for  instrumentation 
and  personnel.  This  is  a fact  of  life  with  which  the  committee  will  have  to  deal. 

We  might  hope  that  during  their  deliberations  the  members  would  keep  close 
at  hand  the  national  expenditures  for  health  necessities  and  luxury  options  for  the 
last  full  year  provided  by  the  Department  of  Commerce: 


Hospitals 

Physicians 

Drugs 

Total 


S 6.2  billion 
5.3  billion 
4.2  billion 
•815.7  billion 


Editorial,  New 


Liquor 

Tobacco 

Cosmetics 

Total 

York  State  Journal  c 


810.7  billion 
7.8  billion 
6.2  billion 

824.7  billion 

Medicine,  July  15,  1964 
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Idiopathic  Fibrous  Retroperitonitis 

Report  of  Ten  New  Cases 

JOHN  C.  McMI  LLA  N,M.D.  Denver,  Colorado  / C A R O L J.  S W A R T S,  M.  D. 

Cincinnati,  Ohio  / K E N N E T H P.  K N U D T S O N,  M.  D.  Redlands,  California 

Idiopathic  fibrous  retroperitonitis,  previously  described  under  a variety 
of  names,  has  been  adequately  recognized  only  since  1957.  It  has  been  confused 
with  malignancy  but  may  be  recognized  readily  if  the  clinical  picture  is  kept 
in  mind.  The  disease  is  probably  due  to  chronic  urinary  infection.  The  sheet-like 
mass  of  hyaline  material  may  be  as  much  as  two  inches  thick  and  may  entrammel 
ureters,  vena  cava,  aorta  and  even  the  bile  ducts.  Treatment  is  surgical,  directed 
toward  relief  of  obstruction  and  is  most  successful  when  done  before  damage 
becomes  irreversible.  Ten  cases  were  observed. 


Recognition  of  this  entity  should  be  properly 
credited  to  Albarran  whose  report  appeared  in 
1905. 1 Subsequently,  scattered  reports--15  have 
been  published,  but  anything  approaching  a re- 
naissance in  regard  to  compilation  of  cases  and 
detailed  study  of  the  pathogenicity  and  radio- 
graphic  findings  awaited  Talbot  and  Mahoney’s 
excellent  review  of  sixteen  cases  in  1957. 16  Their 
publication  seemed  to  generate  a modest  wave 
of  enthusiasm  which  resulted  in  an  increasing 
rate  of  isolated  reports17-2'’  and  at  least  one  large 
series.27  Our  own  interest  was  kindled  when  we 
were  referred  two  such  cases  for  radiation  ther- 
apy consideration  with  the  initial  mistaken  im- 
pression that  the  patients  suffered  from  en 
plaque  spread  of  retroperitoneal  neoplasm.  Com- 
prehensive pre-therapy  evaluation  revealed  the 
true  nature  of  their  disease  to  be  idiopathic 
fibrous  retroperitonitis.  Since  then  we  have 
found  an  additional  eight  cases  at  the  Swedish 
Hospital.  Some  of  these  were  diagnosed  retro- 
spectively; several  are  current.  All  of  the  retro- 
spective cases  had  what  were  originally  consid- 
ered nebulous  findings,  but  when  re-evaluated 
in  the  current  light  of  understanding,  were  con- 
sidered unequivocal  examples.  We  propose  to 
discuss  the  clinical,  pathologic  and  radiographic 
findings  that  have  come  to  be  considered  char- 
acteristic and  that  were  exhibited  by  our  pa- 
tients. We  hope  to  serve  the  practical  purposes 
of  a stimulus  to  maintain  interest  in  this  entity, 
still  in  the  infancy  of  its  evaluation,  and  a guide 

From  the  Tumor  Institute  and  Department  of  Pathology. 
Swedish  Hospital,  Seattle,  Washington. 

Dr.  McMillan  and  Dr.  Swarts  are  former  Clinical  Fellows 
of  the  American  Cancer  Society,  Tumor  Institute,  Swedish 
Hospital,  Seattle,  Washington. 

Dr.  Knudtson  is  former  Associate  Director  of  Labora- 
tories, Swedish  Hospital,  Seattle,  Washington. 


to  those  confronted  for  the  first  time  with  this 
problem  in  either  diagnosis  or  therapy. 

terminology 

Perhaps  the  multiplicity  of  titles  already  as- 
signed to  this  disease  only  bespeaks  our  attempts 
to  “unscrew  the  inscrutable.”  A partial  list  would 
include  “periureteric  fibrosis,”  “periureteritis 
obliterans,”  “periureteritis  plastica”  and  “retro- 
peritoneal fibrosis.”  Hache  et  al  have  come  out 
in  favor  of  idiopathic  fibrous  retroperitonitis.27 
We  would  hold  with  them  that  this  is  more 
exact  and  more  descriptive  of  the  total  process 
and  thereby,  cast  our  vote  in  favor  of  its  uni- 
versal acceptance. 

pathogenesis 

No  definitive  etiology  has  been  proven  to  ex- 
plain the  origin  of  fibrous  retroperitonitis;  how- 
ever, several  theories  have  been  suggested.  The 
theory  most  feasible  to  us  is  that  the  fibrosis 
results  from  either  a recurrent  or  prolonged 
urinary  infection.  If  one  carefully  examines  the 
clinical,  history  of  these  patients,  most  show  evi- 
dence of  prolonged  genitourinary  infections.  In 
all  probability,  ascending  lymphangitis  and  peri- 
adenitis in  the  retroperitoneal  space  are  com- 
monly associated  with  repeated  infections  of  the 
urinary  tract  although  seldom  diagnosed  because 
of  the  inaccessibility  of  this  region.  In  different 
individuals  the  degree  of  inflammatory  reaction 
and  reparative  fibrosis  will  vary  widely,  leaving 
a few  susceptible  individuals  with  a dense,  hy- 
aline mass  years  after  the  original  episode.  Simi- 
lar processes  are  well  recognized  in  other  areas 
of  the  body  and  only  where  the  process  inter- 
feres with  the  function  of  a vital  structure,  such 
as  a ureter,  is  the  process  of  importance.  Several 
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writers  have  noted  the  striking  resemblance  this 
process  bears  to  chronic  fibrous  mediastinitis.27 
Recurrent  respiratory  infections  appear  to  play  a 
major  role  in  the  origin  of  this  condition.  Pseu- 
dotumor of  the  orbit,  in  which  the  eye  ball  is 
pushed  forward,  results  from  proliferation  of  a 
retro-orbital  mass  of  inflammatory  fibrous  tissue 
and  is  believed  to  be  related  to  chronic  inflam- 
mation of  the  paranasal  sinuses. 

pathology 

The  gross  lesion  of  fibrous  retroperitonitis  is 
quite  characteristic.  It  consists  of  an  indurated 
plaque-like  mass  extending  from  the  brim  of  the 
pelvis  upward  to  the  renal  pedicle  and  laterally 
to  the  ureters.  It  is  white  or  yellow  in  color  and 
measures  up  to  two  inches  in  thickness.  This 
plaque  of  fibrous  tissue  usually  completely  in- 
corporates the  ureter  for  a variable  extent  and 
can  cross  the  midline  to  involve  the  contra- 
lateral ureter.  It  rarely  extends  above  the  hilus 
of  the  kidney.  The  mass  not  infrequently  becomes 
firmly  adherent  to  regional  structures  such  as 
the  lumbosacral  plexus  or  the  great  vessels. 
Among  the  ten  cases  of  our  series  the  process 
was  bilateral  in  five  patients  and  was  confined 
to  the  right  retroperitoneal  region  in  one  and  to 
the  left  in  four.  In  no  instance  were  areas  of 
suppuration  found.  However,  variable  degrees 
of  edema  and  congestion  consistent  with  sub- 
acute inflammatory  reaction  were  evident. 

Microscopically,  fibrous  retroperitonitis  resem- 
bles nonsuppurative  panniculitis  or  Weber- 
Christian’s  disease.  The  earliest  lesion  is  a sub- 
acute inflammatory  process  with  a predominance 
of  plasma  cells  and  lymphocytes  with  occasional 
collections  of  polymorphonuclear  cells.  In  the 
more  advanced  disease  process,  there  is  densely 
hyalinized  connective  tissue  with  less  cellular 
reaction.  In  some  areas,  the  process  closely  re- 
sembles sclerosing  lipogranuloma  which  is  granu- 
lomatous reaction  occurring  in  the  subcutaneous 
fat  after  injuries.  Numerous  macrophages  are 
seen,  containing  fat  vacuoles  and  hemosiderin 
pigment.  Multinucleated  giant  cells  are  rare. 
Small  areas  of  calcification  are  sometimes  pres- 
ent.27 Many  of  the  smaller  vessels  are  partially 
or  completely  obliterated  by  the  fibrotic  process. 
The  structures  in  the  involved  retroperitoneal 
areas  such  as  blood  vessels,  lymph  nodes,  nerves 
and  ureters  are  encased  in  the  dense  mass  of 
collagen.  The  fibrosis  may  extend  into  the  wall 
of  a structure,  such  as  the  ureter,  and  frequently 
engulfs  lymph  nodes  and  nerves  completely. 


Determination  that  the  process  is  benign  can 
be  difficult.  Close  resemblance  to  the  cellular 
infiltration  of  Hodgkin’s  disease  can  be  mislead- 
ing. In  some  areas,  the  resemblance  to  liposar- 
coma  can  be  seen  and  only  by  careful  examina- 
tion of  multiple  sections  from  a deep  and  gener- 
ous biopsy  can  the  differential  diagnosis  be 
made.  Sections  from  representative  areas  of  each 
case  have  failed  to  reveal  either  bacteria  or 
fungi. 

radiologica  criteria 

This  condition,  when  full  blown,  usually  mani- 
fests a quartet  of  readily  discernible  and  charac- 
teristic findings  consisting  of:  1.)  Hydronephrosis 
and  proximal  hydroureter  ( s ) ; 2.)  Sharp  angula- 
tion and  medial  displacement  of  the  ureter(s) 
generally  occurring  at  the  L3  level;  3.)  Narrow- 
ing of  the  ureter(s)  for  a distance  of  three  to 
six  cm  in  length.  This  is  usually  noted  at  the 
L4-L5  level;  4.)  Absence  of  ureteral  peristalsis  in 
the  involved  segment  as  demonstrated  by  cinera- 
diographic  techniques. 

In  our  cases,  some  degree  of  hydronephrosis 
was  invariably  present.  The  degree  of  pelvec- 
tasia,  caliectasia,  and  ureterectasia  seemed  to  be 
proportional  to  duration  of  the  disease.  Further- 
more, it  was  demonstrated  it  could  be  reversed, 
with  adequate  and  prompt  therapy.  Appreci- 
able angulation  was  absent  in  only  one  of  our 
cases.  Less  than  striking  medial  displacement 
may,  of  course,  be  difficult  to  interpret  because 
of  the  latitude  in  normal  anatomic  variations. 
Ureteral  narrowing  was  consistently  noted  and 
the  point  of  narrowing  varied  from  abrupt  to 
gradual.  Distal  to  the  point  of  termination  of 
the  narrowed  segment  the  ureter  appeared  to 
be  normal.  Outline  of  the  narrowed  portion  was 
never  noted  to  be  serrated  but  some  undula- 
tion was  observed  in  two  cases.  The  presence 
of  numerous  small  sacculations  has  been  re- 
ported.18 In  passing,  we  should  mention  that 
psoas  shadows  are  usually  visible  and  this  was 
true  in  all  of  our  cases.  Considering  the  amount 
of  thickening  (up  to  two  inches)  often  present, 
this  is  perhaps  noteworthy.  Nonetheless,  we 
would  not  consider  their  visualization  as  being 
of  sufficient  importance  to  put  it  on  a par  with 
the  four  findings  previously  enumerated,  thus 
constituting  a quintet.  We  are  in  accord  with 
other  authors  that  the  findings  are  best  demon- 
strated by  retrograde  pyelography.  Concomitant 
involvement  of  other  retroperitoneal  structures 
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i.e.,  inferior  vena  cava,  abdominal  aorta,  and 
bile  ducts,  should  be  considered  and  evaluated 
radiographically  when  indicated.  Attention 
should  be  called  to  the  fact  that  other  conditions 
may  mimic,  in  part  or  in  toto,  the  characteristic 
features  just  described.  These  would  include 
en  plaque  spread  of  a neoplasm  in  any  organ 
having  ready  access  to  the  retroperitoneal  space, 
lymphomas,  organized  hematomas,  ureteritis 
cystica,  ureteral  varicosities,  and  retrocaval 
ureter.  However,  spread  of  pelvic  neoplasm 
would  be  expected  to  involve  the  distal  ureter 
initially.  Ureteritis  cystica,  ureteral  varicosities, 
and  retrocaval  ureter  would  probably  involve 
either  a more  or  less  extensive  segment  of  ureter 
and  present  a different  ureteral  margin. 

clinical  features 

Classically,  symptoms  which  first  suggest  the 
disease  are:  episodes  of  vague  low  back  or  flank 
pain  which  may  radiate  to  the  testicle  or  anterior 
thigh  and  may  be  present  for  months;  fatigue; 
and  occasional  weight  loss.  Pain  was  invariably 
present  in  our  patients.  It  was  usually  dull  and 
intermittent  with  only  one  case  reporting  col- 
icky pain.  There  was  no  relationship  to  position, 
stress,  eating  or  elimination;  and  pain  could  not 
be  spontaneously  produced.  There  are  frequent 
symptoms  of  urinary  tract  disease  with  intermit- 
tant  hematuria  or,  less  often,  pyuria.  Although 
reported,  sudden  anuria  was  not  a presenting 
symptom  in  any  of  our  cases. 

With  progression  of  the  disease,  there  is  evi- 
dence of  obstructive  renal  disease  with  elevated 
BUN  or  creatinine.  Other  signs  of  renal  failure 
such  as  hypertension,  edema  or  dysuria  were  not 
present.  Mild  anemia  as  an  accompanying  find- 
ing, although  reported  in  only  30  per  cent  of 
previous  cases,  was  present  in  six  of  our  series. 
The  peripheral  white  count  was  elevated  in  six 
cases  and  has  been  considered  as  evidence  of 
an  active  inflammatory  process.  Physical  exam- 
ination has  been  remarkably  unhelpful  with 
only  occasional  tenderness  found  at  the  costo- 
vertebral angle.  Unilateral  testicular  enlarge- 
ment was  found  in  three  cases,  and  hydrone- 
phrotic  kidney  was  palpable  in  one. 

An  interesting  case  with  salt-losing  renal  syn- 
drome, edema,  lymphatic  and  venous  obstruc- 
tion is  included  in  this  report.  Also  reported  is  a 
case  with  a ten  year  history  of  progressive 
ureteral  obstruction  and  hematuria,  with  find- 
ings limited  to  the  local  periureteral  area.  A third 
case  shows  progression  of  the  disease  process  to 


bilateral  renal  obstruction  and  extension  of  the 
fibrosis  into  the  pancreas  and  liver  and  along 
the  great  vessels  to  produce  claudication  and 
vascular  obstruction  with  thrombosis. 

Our  ten  cases  were  taken  from  the  Swedish 
Hospital  records  and  diagnosis  was  established 
by  surgical  biopsy.  Eight  patients  were  male 
and  two  were  female,  and  the  age  range  was 
from  35  to  78  with  the  average  age  of  56.  This 
is  ten  years  older  than  other  reported  average 
ages  and  could  account  for  the  constant  finding 
of  previous  urinary  tract  disease.  This  finding 
has  been  considered  a possible  etiologic  factor 
in  the  disease. 

The  following  three  case  reports  illustrate 
some  of  the  problems  in  recognition  and  treat- 
ment. 


Fig.  1.  Case  1.  A.  Right  retrograde  pyelogram.  The  classi- 
cal triad  is  well  exhibited  in  this  film.  Note  the  hydrone- 
phrosis, sharp  medial  angulation,  and  narrowed  segment  of 
ureter  opposite  L5;  B.  Left  retrograde  pyelogram  done 
one  year  later.  "The  exception  to  the  rule.”  Histologic 
examination  revealed  the  presence  of  fibrous  retroperitoni- 
tis  on  this  side  as  well,  but  for  some  unknown  reason  ureter 
was  deviated  laterally. 


CASE  REPORTS 

Case  1:  A male,  age  58,  was  first  seen  in  March, 
1954  with  a six- week  history  of  right  flank  pain 
radiating  anteriorly  and  suggestive  of  ureteral  pain. 
X-rays  showed  extrinsic  obstruction  of  the  right 
mid-ureter  over  a six  cm  distance  with  hydro- 
nephrosis (Fig.  1).  At  surgery,  a right  ureterectomy 
and  nephrectomy  was  performed  and  a “neoplastic 
process”  adherent  to  the  posterior  abdominal  wall 
extending  under  the  duodenum  toward  the  pancreas 
with  marked  induration  at  the  level  of  the  mid- 
ureter was  described.  Because  of  the  pathology 
report  of  “undifferentiated  malignant  tumor,  proba- 
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bly  malignant  lymphoma,”  postoperative  irradiation 
using  the  two  million  volt  van  de  Graaff  was  de- 
livered to  the  right  lumbar  area  with  a skin  dose 
of  5000  roentgens  in  41  days  and  a calculated  mid- 
plane dose  of  3000  r through  a single  posterior  port. 

In  September  he  developed  right  flank  radicular 
pain  and  in  October  he  had  herpetic  lesions  in  the 
right  flank  area.  In  December,  he  developed  throm- 
bocytopenic purpura  which  was  controlled  with 
cortisone.  Obstruction  of  the  left  ureter  developed  in 
January  1955,  and  radiation  was  begun  with  a skin 
dose  of  1450  r in  nine  days.  Nephrostomy  was 
then  done  and  radiation  stopped.  The  ureter  was 
found  to  be  encased  in  a firm,  fibrous  leather-like 
substance  which  involved  periureteral  tissue  includ- 
ing Gerota’s  fascia  and  extending  below  the  pelvic 
brim.  Tissue  compared  with  the  previous  specimens 
was  no  longer  considered  malignant  and  showed  an 
inflammatory,  infiltrative  process  with  foreign  giant 
cell  reaction. 

Intermittant  jaundice,  developing  in  the  fall  of 
1959,  was  relieved  by  cortisone  and  the  patient 
was  maintained  on  steroids  until  July,  1961  when 
they  were  temporarily  discontinued  because  of  a 
bleeding  duodenal  ulcer.  During  this  interval,  he 
required  frequent  hospitalizations  for  relief  of 
chronic  urinary  obstruction.  He  died  in  1962  at 
age  66,  one  month  after  the  onset  of  symptoms 
of  coronary  insufficiency  and  claudication. 

At  autopsy,  a retroperitoneal  fibrosing  process 
covered  the  aorta  and  compressed  both  ureters.  It 
extended  into  the  pancreas  and  periductal  biliary 
radicles.  Aortic  compression  and  severe  atheromatous 
arteriosclerosis  led  to  thrombosis  of  the  aortic  bi- 
furcation. 


Fig.  2.  Case  2.  A.  Initial  study  done  on  this  patient  in 
1953.  Nature  of  the  condition  was  not  recognized;  B.  An- 
other study  done  some  four  years  later  showing  slow  in- 
terval progression  of  findings. 

Case  2:  This  was  a 70  year  old  man  who  had  a 
ten  year  history  of  intermittant  hematuria  with  pain 
in  the  left  testicle  and  in  the  suprapubic  area. 
Renal  studies  had  consistently  revealed  progressive 


Fig.  3.  Section  from  retroperitoneal  area  showing  fat  ne- 
crosis with  focus  of  calcification,  x 125 


Fig.  4.  Wall  of  ureter  showing  fibrosis  of  wall  with  infiltra- 
tion of  chronic  inflammatory  cells,  through  the  entire 
wall.  Lymph  follicle  formation  is  seen  in  deeper  portions 
of  the  wall,  x 50 
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Fig.  7.  Higher  power  to  show  infiltration  of  plasma  cells, 
lymphocytes  and  neutrophils  between  the  fat  cells  asso- 
ciated with  areas  of  collagen  formation,  x 125 


irregularity  of  the  distal  half  of  the  left  ureter  with 
narrowing  of  the  mid-third  which  was  reported  as 
suggestive  of  ureteritis.  Hematuria  became  persist- 
ent and  associated  with  left  flank  pain  and  left 
lower  quadrant  pain  which  radiated  to  the  testicle. 
Retrograde  studies  showed  caliectasia,  pyelectasia 
and  proximal  ureterectasia  with  hydronephrosis  on 
the  left  (Fig.  2).  At  surgery,  there  was  thickening 
and  fibrosis  of  the  ureter  and  periureteral  tissues. 


608 

Northwest  Medicine,  September  1964 


Fig.  6.  A.  Right  retrograde  pyelogram  which  also  exhibits 
typical  findings.  However,  the  sharp  angulation  and  area 
of  narrowing  are  both  at  levels  caudal  to  the  point  they 
are  generally  noted;  B.  Left  retrograde  pyelogram  show- 
ing marked  changes.  Similarly  severe  changes  were  pres- 
ent at  the  right  side.  Patient  has  been  seen  elsewhere  for 
a number  of  years  and  disease  was  unrecognized. 

Lysis  was  attempted.  Because  of  persistent  obstruc- 
tion and  infection,  a left  nephroureterectomy  was 
performed  three  months  later  at  which  time  the 
pathologic  study  showed  chronic  inflammation  with 
fibrous  thickening  and  clusters  of  lymphocytes  and 
plasma  cells  (Figs.  3,  4,  5). 

Case  3;  A 34  year  old  male  with  a past  history  of 
episcleritis  treated  with  steroids  on  three  occasions 
and  a duodenul  ulcer  managed  with  bland  diet,  was 
hospitalized  with  a history  of  low  back  pain  with 
suprapubic  radiation  and  associated  claudication  of 
18  months  duration.  More  recently  he  had  had  low 
grade  fevers  and  chills,  tiredness  and  finally  edema 
of  the  lower  extremities  and  lower  abdomen  and 
venous  distension.  One  month  before  admission  he 
had  polydipsia,  polyuria  and  a weight  gain  of 
twenty  pounds.  At  surgery  there  was  sheet-like, 
firm  tissue  retroperitoneally  investing  the  major  vas- 
sels,  aorta,  vena  cava  and  iliacs  over  an  eight 
centimeter  area.  The  aorta  distally  was  pulled 
almost  to  the  right  of  the  midline.  There  was  no 
pulsation  in  the  distal  four  centimeters  of  aorta. 
Biopsy  only  was  done  and  showed  typical  dense 
fibrous  tissue  with  an  infiltrate  of  lymphocytes  and 
plasma  cells.  Spontaneous  diuresis  followed  surgery 
and  the  patient  was  subsequently  maintained  on 
prednisone. 

treatment 

Early  detection  is  paramount,  and  surgical  re- 
establishment of  normal  urinary  flow  is  the 
generally  accepted  means  of  treatment.  This 
may  be  accomplished  by  freeing  the  ureter  where 
it  is  incarcerated  in  the  fibrous  plaque,  end  to 


Fig.  7 A.  Left  retrograde  pyelogram  showing  involvement 
of  a double  collecting  system.  Note  that  the  ureter  from 
the  upper  kidney  is  narrowed  at  a somewhat  lower  level 
than  is  usually  seen;  B.  Left  retrograde  pyelogram.  This 
patient  was  found  on  autopsy  to  have  retroperitoneal  fnfil- 
tration  of  Hodgkin’s  granuloma.  Note  the  similarity  to 
findings  present  in  idiopathic  fibrous  retroperitonitis. 

end  anastomoses  when  tbe  ureteral  length  per- 
mits and  the  former  is  not  possible,  and  nephro- 
stomy or  ureteral  transplant  when  neither  of  the 
preceding  are  feasible.  Radiation  therapy  has 
been  employed  with  some  success  by  others.20 
Corticosteroids,  or  antibiotics,  or  both  have  been 
of  questionable  benefit  and  in  our  experience  act- 
ed to  delay,  but  not  prevent,  progression  of  the 
process.  The  fact  that  the  condition  is  often 
bilateral  mitigates  against  nephrectomy.  Suc- 
cessful surgery,  in  cases  discovered  prior  to  ir- 
reversible renal  damage,  has  resulted  in  a 
good  prognosis  for  our  patients  as  it  has  in  other 
series.27 

summary 

1.  Ten  cases  of  idiopathic  fibrous  retroperi- 
tonitis, with  detailed  description  in  three,  are 
reported. 

2.  Clinically  the  patient  may  be  expected  to 
exhibit  episodes  of  vague  low  back  or  flank  pain, 
symptoms  of  urinary  tract  disease  with  hema- 
turia, progression  to  obstructive  renal  disease, 
and  lack  of  physical  signs. 

3.  Gross  pathologic  findings  consist  of  a fibrous 
plaque  engulfing  one  or  both  ureters,  the  inferior 
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vena  cava,  abdominal  aorta,  and  rarely  the  bile 
ducts.  Microscopically  one  sees  marked  fibrocytic 
infiltration,  plasma  cells,  fatty  degeneration,  and 
occasionally  calcification. 

4.  Radiographic  findings,  best  demonstrated 
by  retrograde  pyelography,  are  hydronephrosis 
and  proximal  hydroureter,  sharp  angulation  and 
medial  displacement  of  ureter,  narrowing  of 
lower  ureter,  and  segmental  absence  of  ureteral 
peristalsis. 

5.  An  attempt  is  made  to  equate  this  entity 
with  similar  fibrosing  processes  occurring  in  other 
anatomical  areas;  and  we  are  impressed  by 
chronic  infection  as  a common  etiologic  agent. 

6.  Corrective  and  early  surgery  is  considered 
to  be  the  best  mode  of  treatment  and  to  offer 
the  best  prognosis.  ■ 

W.  16th  L~  Raleigh  St.  (80204)  (Dr.  McMillan) 
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abstract  o 

Retroperitonitis  fibrosa  idiopdtica  previarnente 
descrita  bajo  diversos  nombres,  no  ha  sido  ade- 
cuadamente  reconocula  sino  hasta  1957.  Se  le 
ha  confundido  con  cancer,  mas  esto  no  debe  ser 
problema  si  uno  estd  alerta  de  sit  cuadro  clinico. 
La  enfcrmedad  es  probablemente  debida  a infec- 
cion  cronica  de  las  vias  urinarias.  La  placa  de 
tejido  hialino  pnede  ser  hasta  5 cm.  de  espcsor  y 
paede  comprimir  los  ureteres,  la  vena  cava,  la 
aorta  y hasta  las  vias  biliares.  El  tratamiento  es 
quirurgico,  dirigido  hacia  corregir  la  obstruccion 
y tiene  mas  exito  cuando  el  dano  a esos  organos 
no  es  todavia  irreversible.  Se  vieron  10  casos. 
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Hepatitis  Associated  with  Halo  thane 

C.  CLIFFORD  JOHNSON,  M.D.  Boise,  Idaho 

4 

The  patient  was  anesthetized  with  halothane,  July,  1962  and  again,  October 
6,  1963.  Three  days  later  she  had  chills  and  fever.  On  the  fifth  postoperative 
day  she  was  jaundiced.  The  sixty-four  cases  of  liver  damage  after  halothane, 
so  far  reported,  probably  do  not  represent  the  total  since  the  multiplicity  of 
factors  has  led  to  confusion.  Some  of  the  manifestations  indicate  hypersensitivity. 
Most  of  the  reported  cases  have  had  halothane  on  more  than  one  occasion. 
The  drug  is  useful,  safe,  and  effective.  When  used,  however,  the  possibility 
of  liver  damage  should  be  kept  in  mind. 


Friend,  in  a discussion  of  halothane  with  refer- 
ence to  hepatitis,  has  stated  the  following: 
“The  circumstantial  evidence  adduced  to  date 
hardly  proves  guilt,  but  it  tarnishes  the  innocence 
of  a useful  drug.”1  This  statement  can  be  con- 
trasted with  that  of  Brody,  who  states  the  fol- 
lowing: “Circumstantial  evidence  hardly  proves 
guilt  but  unwillingness  to  consider  possible  ad- 
verse reactions— is  unrealistic.”2  From  these  com- 
ments, one  can  believe  that  the  safety  of  halo- 
thane as  an  anesthetic  is  not  universally 
accepted. 

I believe  it  is  safe  to  say  that  many  of  our  most 
useful  drugs  have  demonstrated  adverse  reactions 
on  the  human  body  occasionally,  but  this  does 
not  detract  from  their  usefulness  when  the  one 
who  prescribes  such  drugs  understands  what 
these  adverse  effects  may  be.  Since  the  intro- 
duction of  halothane,  2 bromo,  2 chloro-1,  1,  1- 
trifluoroethane,  in  1956,  several  million  patients 
have  received  this  drug  as  an  anesthetic.  There 
have  been  reports  of  64  cases  of  hepatic  disease, 
following  administration  of  halothane,  in  which 
other  causes  of  liver  damage  were  not  suspected. 
I should  like  to  report  another  case  of  severe 
liver  damage  in  a patient  who  had  received 
halothane  as  an  anesthetic  for  surgery. 

CASE  REPORT 

This  is  the  case  of  a 51  year  old  white  female 
admitted  to  St.  Luke’s  Hospital,  Boise,  Idaho,  on 
November  7,  1963.  In  July,  1962,  the  patient  had 
had  her  gall  bladder  removed  because  of  gall  stones 
and  recurring  gall  bladder  colic.  The  anesthetic 
used  at  that  time  was  halothane  and  she  made  an 
uneventful  recovery,  except  that  she  had  not  felt 
perfectly  well  since  that  operation,  having  symptoms 
of  fatigue  and  malaise. 

On  October  6,  1963,  she  had  another  operation, 
in  which  a large,  nodular,  recurrent  goiter  was 
removed,  and  at  this  time  halothane  was  again  used 


as  the  anesthetic.  No  hypotension  occurred  during 
surgery  or  in  the  postoperative  period.  On  October 
9,  1963,  she  was  dismissed  from  the  hospital, 
apparently  well,  but  on  her  arrival  home  she  began 
to  experience  chills  and  fever.  On  October  11  it  was 
noted  that  she  was  jaundiced,  whereupon  she  re- 
entered the  hospital  in  her  local  community.  Her 
stools  became  light  in  color  and  her  urine  dark.  She 
complained  of  nausea  and  began  to  experience 
diarrhea  with  four  to  five  bowel  movements  daily. 
She  was  confused  and  at  times  had  hallucinations. 
One  week  prior  to  readmission  to  St.  Luke’s  Hospital 
she  began  to  have  swelling  of  her  feet  and  hands, 
increasing  weakness,  and  malaise.  She  denied  upper 
abdominal  pain,  vomiting,  and  bleeding  from  the 
bowel. 

There  had  been  no  history  of  exposure  to  infectious 
hepatitis  and  she  had  not  received  any  blood  trans- 
fusions. There  was  no  known  contact  with  drugs, 
such  as  carbon  tetrachloride,  nor  had  she  taken  any 
tranquilizers,  such  as  chlorpromazine  or  related 
drugs.  She  had  not  received  penicillin.  At  the  time 
of  her  operation  in  1962  it  was  noted  by  her  surgeon 
that  the  liver  appeared  to  be  normal.  There  was  no 
previous  history  of  jaundice  and  there  was  no  history 
of  alcoholic  use. 

The  only  significant  fact  in  her  past  history  was 
that  she  had  had  thyroid  nodules  removed  in  1942, 
1950,  1961,  and  again  one  month  prior  to  her  current 
admission  to  the  hospital.  Each  of  these  operations 
had  been  for  benign  nodular  type  of  goiter.  She  had 
never  had  symptoms  of  hyperthyroidism.  The  sys- 
temic review  otherwise  elicited  nothing  abnormal 
except  obesity  all  of  her  life.  At  one  time  she  had 
weighed  as  much  as  325  pounds.  At  the  time  of 
admission  to  the  hospital  her  weight  was  approxi- 
mately 285  pounds. 

She  had  four  children,  living  and  well,  between 
the  ages  of  17  and  32.  Her  family  history  was  not 
significant. 

She  was  an  extremely  obese,  white  female  who 
appeared  to  be  ill.  Her  sclerae  were  jaundiced,  as 
was  her  skin.  There  was  a recent  surgical  scar  on 
her  neck  which  was  healing  well.  Her  blood  pressure 
was  190/100.  Abdominal  examination  was  difficult 
because  of  the  marked  obesity.  There  was  an  old, 
well  healed  gall  bladder  incision  scar  and  no  evi- 
dence of  hernia.  No  epigastric  or  upper  abdominal 
tenderness  was  present,  but  it  was  thought  that  her 
liver  was  palpable  on  deep  inspiration.  However,  this 
was  not  fully  ascertained.  There  was  pitting  edema  of 
her  left  hand  and  of  both  feet.  There  was  no 
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Table  1 


Laboratory  Values  in  Case  Reported 


Day 

11-6-63 

11-8-63 

11-15-63 

11-19-63 

Urine 

Bile 

Hemoglobin 

14.1 

W.B.C. 

10,800 

Sedimentation  Rate 

31 

Alkaline  Phosphatase 

5.1 

3.2 

Thymol  Turbidity 

9.5 

9 

Cephalin  Flocculation 

4 plus  in  24  hours 

S.G.O.T. 

240 

160 

Serum  Albumin 

3 

Serum  Globulin 

3.6 

Serum  Bilirubin 

18 

15.4 

Prothrombin  Time 

22  seconds 
32% 

26% 

45% 

Blood  Urea  Nitrogen 

11 

Serum  Sodium 

135  mEq. 

125  mEq. 

158  mEq. 

Serum  Potassium 

3.2  mEq. 

2.2  mEq. 

2.9  mEq. 

Blood  Cholesterol 

103 

Cholesterol  Esters 

58.7% 

telangiectasia  and  there  were  no  enlarged  abdominal 
veins. 

At  the  time  of  admission  to  the  hospital  the 
patient  was  having  diarrhea,  nausea,  and  some  ab- 
dominal cramping.  The  diarrhea  had  been  present 
for  several  days  and  continued  for  another  four 
days.  She  had  good  urine  output  and  appeared 
to  be  doing  well  until  the  sixth  hospital  day,  when 
she  experienced  vomiting,  became  confused  and 
drowsy,  and  took  her  diet  very  poorly.  On  Novem- 
ber 14,  the  eighth  hospital  day,  it  was  noted  that 
she  was  veiy  restless,  confused  and  unresponsive. 
At  this  time  she  was  given  arginine  glutamate.  One 
hundred  cc  of  a 25  per  cent  solution  was  given 
intravenously  the  first  day,  and  on  the  following 
three  days  she  received  200  cc  daily  in  a dextrose 
and  electrolyte  solution  containing  potassium  chlor- 
ide, sodium  chloride  and  small  amounts  of  calcium 
and  magnesium.  The  electrolytes  were  added  be- 
cause of  the  very  low  levels  of  her  serum  potassium 
and  sodium.  On  November  16  the  patient  became 
much  more  alert  and  began  to  eat.  By  November  18 
she  was  feeling  well  and  sitting  up.  She  continued 
to  improve. 

At  the  time  of  her  admission  to  the  hospital  she 
was  given  potassium  chloride  orally  and  despite  rela- 
tively large  doses,  her  serum  potassium  remained 
low.  Oral  potassium  was  continued  when  she  had 
recovered  from  what  was  considered  to  have  been 
hepatic  coma.  She  was  dismissed,  November  28  to 
the  hospital  in  her  local  community  where  she 
continued  to  improve  and  returned  to  her  home 
in  mid-December.  Table  1 shows  the  results  of 
her  blood  chemistry  determinations  while  she  was 
in  the  hospital. 

Because  of  her  severe  illness,  hypoprothrombine- 
mia,  and  marked  obesity',  a liver  biopsy  was  not  at- 
tempted. It  is  my  belief  that  this  patient  had  a severe 
hepatic  necrosis  from  the  effects  of  halothane  anes- 
thesia. 

discussion 

Common  characteristics:  Sixty-four  cases  of 


liver  damage  following  halothane  anesthesia 
have  previously  been  reported  in  the  litera- 
ture.3-20 Pichlmayer  reports  another  29  cases  but 
considered  transfusions  with  stale  blood  as  the 
cause  of  jaundice.21  In  the  majority  of  these  cas- 
es, as  in  the  case  reported  here,  the  patients  had 
received  halothane  for  anesthesia  on  at  least 
two  occasions  prior  to  the  onset  of  hepatic  symp- 
toms. 

In  most  of  the  cases  in  which  halothane  has 
been  suspected  of  producing  liver  damage,  there 
were  symptoms  of  fever,  malaise,  weakness  and 
findings  of  jaundice,  elevated  serum  bilirubin, 
elevated  alkaline  phosphatase  and  usually  a very 
high  serum  glutamic  oxaloacetic  acid  transamin- 
ase test  (SGOT).  Three  cases  report  by  Lind- 
baum  and  Leifer  had  leucopenia,  three  had 
eosinophilia,  and  two  had  urticaria. s These  find- 
ings suggest  an  allergic  response.  The  onset  of 
symptoms  was  from  1 to  23  days  following  sur- 
gery. The  cephalin  flocculation  test  and  thymol 
turbidity  were  more  often  normal,  but  the  brom- 
sulphalein  retention  test  was  frequently  abnor- 
mal. Necrosis  of  a centrolobular  type  was  found 
on  the  postmortem  examination  in  each  case  in 
which  death  occurred  or  where  biopsy  was  ob- 
tained. 

Other  causes  of  hepatic  necrosis,  such  as  other 
hepatotoxic  agents,  viral  hepatitis,  transfusions 
and  poor  nutrition  were  thought  to  be  excluded 
as  causes. 

Because  of  reports  in  the  literature  of  cases 
with  hepatic  damage  in  which  halothane  has 
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been  the  suspected  cause,  numerous  disserta- 
tions have  appeared,  some  attempting  to  confirm 
and  some  to  deny  the  etiologic  relationship  of 
halothane.  Briefly,  some  of  the  evidence  from 
both  sides  will  be  given.  In  addition  to  the  vari- 
ous case  reports  of  hepatic  injury  in  which  halo- 
thane may  be  the  cause  of  the  injury,  some 
other  studies  of  interest  should  be  mentioned. 

Drug  hepatotoxicity:  When  many  variable 
factors  exist  it  is  difficult  to  prove  a cause  and 
effect  relationship  of  one  drug.  Histologic  differ- 
entiation between  acute  toxic  hepatitis  and  acute 
viral  hepatitis,  especially  in  cases  in  which  there 
is  a massive  or  submassive  hepatic  necrosis,  can 
be  very  difficult  and  often  impossible.  One  of 
the  major  difficulties  is  the  inability  to  distin- 
guish morphologically  among  the  several  com- 
mon causes  of  hepatic  necrosis.  The  liver  is  a 
target  for  many  injurious  substances  and  in- 
fectious agents  because  of  its  location  in  the 
circulation  and  its  detoxifying  function.  Tudhope 
has  stated  the  following:  “Damage  to  the  liver 
with  the  production  of  jaundice  has  been  recog- 
nized for  many  years  as  a possible  toxic  effect 
of  a number  of  drugs,  such  as  chloroform,  cincho- 
phen  and  arsenic.  The  rapidly  increasing  number 
of  new  drugs  introduced  in  recent  years  has 
resulted  in  many  additions  ot  the  list  of  those 
which  are  potentially  liable  to  cause  jaundice. 
The  use  of  needle  liver  biopsy  has  enabled 
much  to  be  learned  of  the  histological  changes 
caused  by  drugs  and  it  is  clear  that  jaundice 
may  be  produced  by  several  different  mechan- 
isms. Some  drugs  are  liable  to  cause  damage  to 
hepatic  cells,  with  varying  degrees  of  necrosis, 
whereas  with  others  the  jaundice  results  from 
obstruction  to  the  flow  of  bile  wthin  the  liver.”22 
He  further  adds,  “The  hepatic  cell  is  suscepti- 
ble to  damage  by  a large  number  of  chemical 
substances,  some  of  which  are  used,  or  have  been 
used,  as  therapeutic  agents.  The  histological 
change  varies  in  severity  from  slight  fatty  change 
in  the  centrizonal  region  to  extensive  necrosis  of 
hepatic  cells.  In  cases  of  severe  toxicity  there 
may  be  deep  jaundice  associated  with  an  en- 
larged and  tender  liver.  Biochemical  tests  show 
evidence  of  hepatocellular  dysfunction  with  ab- 
normal thymol  turbidity  and  flocculation  tests 
and  reduced  serum  albumin.  Serum  transaminase 
levels  may  be  greatly  increased  and  spontaneous 
haemorrhages  may  occur  associated  with  great 
prolongation  of  the  prothrombin  time.” 

According  to  Klatskin’s  classification  of  drug 


effects  on  the  liver,23  it  would  seem  most  likely 
that  halothane,  if  responsible  for  hepatic  damage, 
has  an  indirect  effect.  The  mode  of  action  ap- 
pears related  to  the  development  of  an  allergic 
or  hypersensitive  state  in  which  degenerative 
changes  of  varying  degrees  of  severity  may  ap- 
pear in  the  liver.  Klatskin  states  that  the  factors 
of  hepatic  response  in  the  allergic  type  of  re- 
actions are: 

1.  Only  a small  fraction  of  exposed  individuals 
are  affected,  neither  the  appearance  nor  the 
extent  of  the  lesion  bearing  any  relation  to  the 
dose. 

2.  Similar  lesions  cannot  be  reproduced  in 
experimental  animals,  even  when  the  drugs  are 
given  in  fatal  doses. 

3.  The  morphology  of  the  lesion  is  less  con- 
stant than  is  the  case  of  that  caused  by  hepato- 
toxic  drugs. 

4.  The  interval  between  the  institution  of  drug 
therapy  and  the  appearance  of  the  hepatic  lesion 
is  highly  variable,  being  as  short  as  a few  hours 
in  some  instances,  and  as  long  as  many  months 
in  others. 

5.  The  hepatic  lesions  are  often  accompanied 
or  preceded  by  a number  of  other  clinical  mani- 
festations such  as  skin  rashes,  fever,  arthralgia, 
lymphadenopathy,  eosinophilia,  and  the  disturb- 
ances of  renal  and  hemopoietic  functions  gen- 
erally regarded  as  part  of  the  hvpersenitivity 
responses. 

Popper  and  Schaffner  have  discussed  the  dif- 
ficulty in  establishing  the  etiology  of  drug  in- 
duced hepatic  injury  and  make  the  statement 
that  hepatic  hypersensitivity  disease  is  at  best 
poorly  understood.24  Several  drugs  which  pro- 
duce hepatic  injury  are  also  known  to  affect  the 
kidney.  A number  of  cases  of  hepatic  damage 
following  halothane  also  have  had  renal  injury. 
The  methods  of  hepatic  injury  are  discussed  by 
Popper  and  Schaffner. 

Brunson  et  al,  in  1957,  in  a 10  year  study  be- 
tween 1946  and  1957,  have  remarked  on  the 
increasing  frequency  of  focal  necrosis  of  the 
liver  occurring  in  surgical  patients.23  Seventy- 
two  per  cent  of  the  cases  collected  occurred  in 
the  last  three  years  of  their  study.  No  etiologic 
factor  was  established. 

Virtue  and  associates  have  reported  brom- 
sulphalein  retention  following  halothane  anesthe- 
sia. They  also  described  a consistent  rise  of 
blood  glucose.20 

Burnap  and  his  group,  in  another  study  with 
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Table  2 


Cases  Reported  in 

Literature 

cases 

deaths 

Burnap  et  al 

2 

" 2 

Virtue  and  Payne 

1 

1 

Barton 

2 

Vour’ch  et  al 

1 

1 

Temple  et  al 

1 

1 

Lindenbaum  et  al 

9 

1 

Bunker  and  Blumenfeld 

2 

2 

Brody  and  Sweet 

4 

3 

Green 

22 

9 

Keerl-Szanto  and  Lafleur 

5 

Kerkel  and  Hilliard 

2 

Tornetta  and  Tamaki 

2 

2 

Minuck  and  Lambie 

3 

1 

Tygstrup 

1 

Chamberlain 

1 

1 

Gordon 

2 

1 

Ashton 

3 

Heidenberg  and  Cebula 

1 

1 

Total 

64 

26 

Pichlmayer 

29 

(Jaundice  following  halothane  but 

considered 

due  to  stale 

blood.) 

halothane,  found  that  the  drug  is  a potent  vaso- 
depressor with  hypotension  occurring  at  levels 
of  light  anesthesia.3  Various  liver  function  tests 
were  done  on  a group  of  patients  and  of  seven 
patients  studied,  moderate  retention  of  brom- 
sulphalein  occurred  on  the  first  day,  as  did  a 
rise  in  the  serum  bilirubin,  with  a gradual,  though 
not  complete,  return  to  normal  by  the  fifth  day. 
The  prothrombin  time  was  not  consistently 
altered.  One  case  developed  centrolobular  ne- 
crosis and  lower  nephron  nephrosis.  It  was  their 
belief  that  halothane  interfered  with  the  phos- 
phorylation mechanism  of  carbohydrate  meta- 
bolism. They  also  reported  one  case  of  post- 
necrotic cirrhosis  but  they  were  not  of  the  opin- 
ion that  the  halothane  was  responsible  for  this. 

Morris  and  Feldman  studied  the  effect  of  halo- 
thane in  three  groups  of  patients;  1.  cases  un- 
complicated by  hypotension  or  hypercarbia; 
2.  deep  halothane  anesthesia  during  which  at 
least  30  minutes  of  hypotension  was  deliberately 
produced;  and  3.  in  a group  subjected  to  addi- 
tional carbon  dioxide  during  the  administration 
of  halothane.27  There  was  decrease  in  hepatic 
function  in  the  hypotensive  group  as  compared 
with  the  control  group  and  very  marked  adverse 
change  in  the  hepatic  function  following  a com- 
bination of  carbon  dioxide  and  halothane.  The 
authors  stated  that  it  seemed  apparent  from  the 
observation  presented  that  the  presence  of  hyper- 
carbia during  halothane  anesthesia  may  be  fol- 


lowed by  liver  damage  similar  to  that  observed 
after  chloroform  under  comparable  conditions. 
Even  nitrous  oxide  and  oxygen  can  cause  as 
much  necrosis  as  chloroform  if  insufficient  oxy- 
gen is  used  (Boyd28).  It  may  be  that  as  long  as 
hypoxia  and  hypercarbia  are  prevented,  halo- 
thane does  not  damage  hepatic  function.  Obes- 
ity, as  was  present  in  the  case  reported  here, 
might  be  associated  with  hypercarbia. 

James  A.  Gibson,29  in  a pathologic  study  of 
the  effects  of  halothane  on  mice,  noted  there  was 
a high  percentage  of  livers  showing  evidence  of 
fatty  degeneration  two  days  after  exposure  to 
the  anesthetic.  No  gross  or  microscopic  altera- 
tions in  kidney  structure  were  noted. 

Jones,  Margolis,  and  Stephen,  in  1958,  made  a 
study  of  the  effect  of  various  volatile  anesthetics 
on  the  liver.30  The  study  was  made  with  mice. 
The  agents  studied  were  diluted  with  olive  oil 
and  injected  directly  into  the  stomachs  of  the 
mice.  Because  of  direct  absorption  into  the 
portal  system,  it  was  believed  that  this  would 
serve  as  an  index  of  the  hepatotoxicity  of  the 
drugs.  The  animals  were  sacrificed  72  hours  after 
the  injection  of  the  drug.  In  the  study  it  was 
found  that  chloroform  was  the  most  effective 
in  causing  death  from  liver  injury  and  only 
chloroform  and  vinyl  ether  produced  severe 
liver  injury  in  the  form  of  frank  necrosis.  Halo- 
thane produced  massive  fatty  changes  as  did 
triehlorethylene,  and  ethyl  ether  produced  mini- 
mal fatty  changes. 

Evidence  against  halothane  as  a hepatotoxic 
agent:  Johnstone  states  quite  emphatically  that 
halothane  cannot  be  described  as  a hepatotoxic 
drug  and  that  it  is  very  unlikely  to  produce  a 
hypersensitive  state  because;  1.  it  does  not 
combine  with  proteins;  2.  it  is  not  metabolized 
by  the  body  but  is  excreted  fairly  rapidly  un- 
changed, and  3.  it  does  not  produce  evidence 
of  sensitivity  such  as  anaphylaxis  or  skin  rashes. 
Johnstone  again  has  stated  that  biliary  tract  and 
thyroid  surgery  are  quite  often  more  apt  to  be 
followed  by  hepatic  damage.32  This  has  been 
noted  previously  by  Boyce.33  Dawson  et  al  re- 
cently reported  on  749  patients  subjected  to 
biliary  tract  surgery  who  had  received  halothane 
anesthesia.  Among  these  there  were  five  deaths, 
one  with  hepatic  necrosis  and  four  with  other 
related  causes.34 

Little  and  Barbour  also  made  a study  of  hepatic 
function  following  halothane  anesthesia.  A bat- 
tery of  liver  function  tests  were  made  pre-  and 
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postoperatively  on  the  second  and  seventh  days 
on  a group  of  healthy  females  for  whom  halo- 
thane  was  used  as  the  anesthetic.  These  studies 
demonstrated  that  the  hepatic  functions  were 
not  affected  more  following  the  anesthesia  with 
halothane  than  following  cyclopropane  or  ether.35 

Stephen  et  al  reported  on  1,400  cases  who 
received  halothane  as  an  anesthetic  and  of  these, 
no  patient  was  seen  with  clinical  evidence  of 
liver  dysfunction  following  anesthesia.30 

conclusion 

It  is  admitted  that  halothane  has  many  quali- 
ties of  an  excellent  anesthetic.  It  is  also  a halo- 
genated  hydrocarbon,  similar  to  carbon  tetra- 
chloride, chloroform  and  tribromethonal.  The 
range  between  an  anesthetic  concentration  and 
a lethal  concentration  is  narrow  (Strauss37).  Al- 
though only  64  cases  of  hepatic  injury  have  been 
reported  as  conceivably  caused  by  halothane, 
there  may  be  many  more  that  have  never  reached 
the  medical  literature,  and  many  cases  previous- 
ly considered  due  to  hepatitis,  postoperative 
infections  or  due  to  blood  tranfusion  may  be 
related  to  halothane  anesthesia. 

Halothane  has  been  heralded  by  many  as  a 
most  effective,  safe  and  desirable  anesthetic. 
Many  attempts  have  been  made  to  elicit  the 
many,  varied  factors  that  cloud  the  picture  and 
make  clear-cut  conclusions  most  difficult.  The 
several  complications  of  surgery  alone  plus  ef- 
fects of  the  anesthetic,  the  degree  to  which  tissue 
oxygen  is  maintained,  the  level  to  which  blood 
pressure  is  kept,  the  nutrition  of  the  patient,  and 
his  general  health,  are  also  factors  that  can 
influence  the  effect  of  anesthetic  on  the  liver. 

I do  not,  therefore,  recommend  that  halothane 
be  discontinued  as  an  anesthetic,  but  that  one 
should  be  mindful  of  the  possibility  of  hepatic 
damage  following  its  use,  and  that  damage  may 
be  so  severe  that  death  may  ensue. 

Since  the  case  reported  in  this  paper  there 
have  been  three  other  cases  of  jaundice  in  St. 
Luke’s  Hospital,  Boise,  Idaho,  following  the 
use  of  halothane  but  with  much  less  clear-cut 
evidence  for  cause  and  effect.  ■ 

303  N.  Fifth  St. 


Chemical  Nomenclature 


generic 

halothane 
arginine  glutamate 
chlorpromazine 


trade 

Fluothane 

Modumate 

Thorazine 
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abstract  o 

El  paciente  fue  anestesiado  con  halothane  en 
jidio  dc  1962  y otra  vez  el  6 de  octubre  de  1963. 
Tres  clias  despues  tuvo  calofrios  y fiebre.  Al 
quinto  dia  postoperatorio,  tuvo  ictericia.  Los  64 
casos  de  daho  hepatico  secundario  a halothane 
reportados  a la  fecha,  en  toda  probabilidad  no 
representan  el  total,  puesto  que  los  multiples 
factores  involucrados  han  dado  lugar  a confusion. 
Algunas  de  las  manifestaciones  iiulican  hipersen- 
sibilidad.  La  mayoria  de  los  casos  reportados 
han  recibido  halothane  en  mas  de  una  ocasion. 
Lste  agcnte  es  sequro,  efectivo  y de  gran  uso.  Sin 
embargo  al  cmplearsele,  uno  ha  de  contar  con  la 
posibilidad  de  daho  hepatico. 


The  Changing  Character  of  the  Clinician 

If  better  known  drugs  don’t  work,  it  is  easier  to  see  why  the  practitioner  will 
turn  to  a new  one.  While  Osier  praised  “masterly  inactivity”,  this  is  not  part  of  the 
American  tradition.  We  are  assertive  men.  To  sit  and  wait  for  laboratory  or  x-ray 
results— to  see  the  patient’s  symptoms  wax  with  no  offer  to  help— is  repugnant  to  most 
of  us.  A doctor  who  depends  on  bromides  to  treat  epilepsy  would  be  considered 
behind  the  times,  and  most  of  us— however  nostalgic  we  may  get  about  the  good  old 
days— don’t  want  to  be  prescribing  Fowler’s  solution  for  chorea  just  because  our 
grandfathers  did. 

Editorial  in  Journal  of  the  Medical  Society  of  New  Jersey,  61:3  (March)  1964 


616 

Northwest  Medicine,  September  1964 


Sodium  in  Oregon  Water 

CHARLES  C.  NORLAND,  M.  D.  Chicago,  Illinois  /HAROLD  E.  M I L L I K E N,  M.  S. 

Portland,  Oregon 

Sodium  may  be  present  in  on  unsuspected  tasteless  form  in  ordinary  drinking 
water.  This  is  a source  of  perplexing  decompensation  for  patients  with  heart 
liver  and  renal  disease  associated  with  edema.  When  water  contains  200  mg  per 
liter  of  sodium,  a patient  may  consume  as  much  as  500  mg  of  sodium  from  water 
alone. 

Chemical  analyses  for  sodium  and  calcium  carbonate  were  carried  out  on  all 
water  systems  in  Oregon  serving  over  150  people.  A large  number  of  water  systems 
in  Eastern  Oregon,  and  scattered  sources  in  the  rest  of  the  state,  have  sodium 
elevations  in  the  drinking  water.  Calculation  of  sodium  intake  must  take  into 
consideration  the  quantity  of  sodium  added  by  ion  exchange  water  softeners. 

If  sodium  in  drinking  water  constitutes  a source  of  decompensation  for 


edematous  patients,  they  should  use  low 

Diets  restricted  in  sodium  are  accepted  aids  in 
the  treatment  of  a variety  of  conditions;  especi- 
ally those  with  fluid  retention  due  to  congestive 
heart  failure,  cirrhosis  of  the  liver,  toxemias  of 
pregnancy,  and  certain  diseases  of  the  kidney. 
Increased  sodium  intake  may  also  be  related  to 
some  forms  of  hypertension.  Some  cases  of  fluid 
retention  are  difficult  to  control  with  diuretic 
drugs  and  low  sodium  diets  because  the  drink- 
ing water  contains  enough  sodium  to  nullify 
sodium  restriction  in  the  diet.12  There  are  many 
data  describing  the  sodium  content  of  food,  but 
there  are  only  scattered  reports  on  the  sodium 
content  of  drinking  water.  The  purpose  of  this 
paper  is  to  define  the  problem  in  Oregon. 

background 

If  a patient  consumes  2.5  liters  of  water  daily3 
and  the  water  contains  100  mg  sodium  per  liter 
(100  ppm),  he  will  receive  250  mg  sodium  per 
day  from  water  alone.®  This  is  insignificant  in 
the  normal  person  who  consumes  4 to  5 gm  of 
sodium  per  day.  However,  in  the  patient  on  a 
1 gm  sodium  diet,  this  would  then  constitute 
25  per  cent  of  the  intended  intake. 

The  American  Heart  Association  states,  in  its 
Sodium  Restriction  Diet  Manual,  that  any  water 
supply  that  contains  more  than  20  mg/L  should 
not  be  used  as  drinking  or  cooking  water  for 
patients  on  a low  sodium  diet.*  The  values  used 
in  this  study  are  slightly  higher.  Water  with  a 
sodium  content  of  0-50  mg/L  is  considered  low, 
50-100  medium  and  over  100  high.3 

Studies  similar  to  this  study  have  been  carried 

From  the  Chronic  Disease  Section  and  the  Water  Quality 
Control  Section,  Oregon  State  Board  of  Health. 


sodium  bottled  water  or  distilled  water. 

out  in  Canada,  California,  Michigan,  Minnesota, 
Indiana,  North  and  South  Dakota,  Missouri, 
Texas,  Illinois,  Ohio,  Oklahoma,  Arizona,  and 
South  Carolina.2  In  preparation  for  this  study, 
the  water  analysis  records  of  the  Oregon  State 
Board  of  Health  were  reviewed.  Since  1954,  494 
sodium  determinations  on  water  samples  have 
been  done  in  286  communities  in  the  state.  This 
constitutes  99  per  cent  of  the  water  systems 
that  serve  more  than  150  people.  This  review 
indicated  that  samples  from  a significant  number 
of  water  systems  in  the  eastern  part  of  the  state 
have  sodium  elevations,  and  that  a few  scattered 
sources  in  the  rest  of  the  state  were  also  deliver- 
ing water  of  high  sodium  content. 

The  softening  of  hard  water  may  also  con- 
stitute a problem  in  that  sodium  exchange  resins 
will  donate  sodium  to  replace  calcium  and  mag- 
nesium. Where  the  Ca  C03  content  of  water  is 
greater  than  150  mg/L,  the  use  of  water  soften- 
ers is  economically  feasible.  When  sodium  ex- 
change resins  are  used,  the  approximate  amount 
of  sodium  that  will  be  added  by  an  efficient  sys- 
tem can  be  determined  by  multiplying  the  Ca 
CO.j  value  by  0.46.  As  an  example;  if  a raw 
water  source  with  a Ca  C03  value  of  250  mg/L 
and  a sodium  value  of  36  mg/L  were  softened 
with  an  efficient  sodium  exchange  resin,  the 


*Since  there  are  extreme,  individual  variations  in  utili- 
zation of  water,  (Wolf,  A.  V.,  Thirst:  Physiology  of  the  urge 
to  drink  and  problems  of  water  lack,  Charles  C Thomas, 
Springfield,  111.,  Pub.,  1958)  figures  for  “average  daily 
consumption”  and  dosages  calculated  from  known  con- 
centrations of  a substance,  in  parts  per  million,  are  mean- 
ingless. If  accuracy  is  desired,  it  is  essential  to  determine 
actual  water  use  by  the  individual.  Cooking  water  should 
be  recorded  in  original  volume  rather  than  in  content  of 
the  cooked  food  since  evaporation  concentrates  the  solutes. 
Ed. 
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Table  1.  Oregon  Water  System  With  Elevated  Sodium  Content* 


County 

City 

No 

(mg/L) 

County 

City 

Na 

(mg/L) 

Baker 

Durkee 

360 

Malheur 

Vale 

177 

Baker 

Huntington 

360 

Marion 

Fairview  Home 

74 

Clatsop 

Clifton 

50 

Morrow 

lone 

58 

Crook 

Prineville 

63 

Umatilla 

Echo 

60 

Gilliam 

Arlington 

92 

Umatilla 

Hermiston 

90 

Grant 

John  Day 

105 

Umatilla 

Hinkel 

56 

Harney 

Crane 

62 

Umatilla 

McNary  Dam 

110 

Jackson 

Phoenix 

52 

Umatilla 

Pendleton 

60 

Jefferson 

Madras 

69 

Umatilla 

Umatilla 

90 

Lake 

Lakeview 

60 

Wasco 

Chenowith 

60 

Linn 

Halsey 

110 

Wasco 

The  Dalles 

50 

Malheur 

Adrian 

200 

Washington 

Tualatin 

78 

Malheur 

Nyssa 

89 

Wheeler 

Fossil 

120 

Malheur 

Ontario 

210 

Wheeler 

Kinzua 

93 

Malheur 

Ridgeview 

550 

Wheeler 

Spray 

94 

finished  water  would  contain  a sodium  content 
of  151  mg/L.  This  would  constitute  38  per  cent 
of  the  intended  intake  of  a person  on  a 1 gm 
sodium  diet. 
method 

Sodium  determinations  were  carried  out  on 
each  water  supply  in  Oregon  serving  over  150 
people.  Samples  were  collected  in  sodium-free, 
polyethylene  bottles.  Determinations  were  made 
on  a Beckman  spectrophotometer  with  standard 
flame  attachment.  Frequent  control  samples  were 
run  to  assure  quality  control.  Calcium  carbonate 

*If  a municipality  with  water  supply  serving  150  or  more 
people  is  not  on  this  list,  sodium  content  of  the  water  was 
less  than  50  mg  per  liter. 


determinations  were  carried  out  with  EDTA 
( ethylenediaminetetracetic  acid)  titration  using 
Erichrome  Black  T as  an  indicator. 

results 

Results  of  the  study  are  shown  in  tables  and 
on  maps.  Table  1 shows  all  the  water  supplies 
serving  150  or  more  people  where  the  water 
supply  has  greater  than  50  mg  of  sodium  per 
liter.  Map  1 shows  the  same  data,  placed  on  a 
map  of  Oregon. 

The  potential  total  sodium  that  would  be 
present  when  hard  water  is  softened  with  sodi- 
um exchange  resins  is  shown  in  Table  2 and 
on  Map  2. 
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Softening  the 

Table  2.  Oregon  Water 

water  with  sodium  resins 

Systems  With  Hard  Water 

would  add  significant 

amounts 

of  sodium 

to  the  water. 

H 

lardness  < 

Conversion  to 
Sodium  with 
as  Sodium  Resin 

Naturally 

Occurring 

Total 

Possible 

County 

Municipality 

Ca  CO:i 
(mg/L) 

Softener 

(mg/L) 

Sodium 

(mg/L) 

Sodium 

(mg/L) 

Baker 

Durkee  School 

154 

71 

360 

431 

Baker 

Huntington 

236 

108 

360 

468 

Clackamas 

Lake  Oswego 

246 

113 

9.1 

122 

Crook 

Prineville 

175 

80 

63 

143 

Gilliam 

Condon 

256 

118 

20 

138 

Grant 

Canyon  City 

350 

161 

1.1 

162 

Grant 

John  Day 

188 

86 

105 

191 

Grant 

Seneca  Well 

198 

91 

22 

113 

Jackson 

Jackson  Old  System 

198 

91 

2.4 

93 

Jackson 

Phoenix 

334 

154 

52 

206 

Jackson 

Talent 

234 

107 

21 

128 

Linn 

Halsey 

734 

338 

110 

448 

Malheur 

Nyssa 

493 

227 

89 

316 

Malheur 

Ontario 

369 

170 

210 

380 

Malheur 

Ridgeview 

1000 

460 

550 

1010 

Malheur 

Vale 

517 

238 

177 

415 

Marion 

Fairview  Home 

168 

77 

74 

151 

Marion 

Jefferson 

160 

74 

7.0 

81 

Marion 

Mount  Angel 

298 

137 

16 

153 

Marion 

Morrison  Water  System 

155 

71 

7.1 

78 

Morrow 

lone 

205 

94 

58 

152 

Multnomah 

Troutdale  Airport 

242 

111 

41 

152 

Sherman 

Rufus 

206 

95 

15 

110 

Umatilla 

Helix 

230 

106 

35 

141 

Umatilla 

Hermiston 

295 

136 

90 

226 

Umatilla 

Power  City 

262 

120 

1.6 

122 

Umatilla 

Stanfield 

190 

87 

29 

116 

Union 

North  Powder 

260 

120 

35 

155 

Wasco 

Mosier 

198 

91 

15.6 

107 

Washington 

Beaverton 

196 

90 

42 

132 

Wheeler 

Spray  Water  Supplv 

212 

97 

94 

191 

Yamhill 

Yamhill  Co.  Housing  Project  330 

152 

44 

196 

discussion 

Municipal  water  supplies  in  Eastern  Oregon 
usually  come  from  deep  wells.  The  source  of  the 
well  water  is  rain  that  falls  in  the  mountains 
and  then  travels  long  distances  underground 
through  porous  layers  of  lava  rock.  The  lava 
contains  only  moderate  amounts  of  sodium  but 
because  of  the  long  exposure  time,  sodium  con- 
tent of  the  water  builds  up.  Most  of  the  surface 
water  in  Eastern  Oregon  has  a low  sodium  con- 
tent except  in  the  area  around  Ontario,  Nyssa 
and  Vale  which  lies  in  a large  basin  that  col- 
lects and  concentrates  minerals.  In  this  basin 
the  well  water  and  the  surface  water  have  in- 
creased sodium  content.  In  Western  Oregon 
most  municipal  water  supplies  come  from  surface 
water  or  shallow  wells  and  have  low  sodium  con- 
tent. Deep  well  water  may,  however,  have  a high 
sodium  content  due  to  connate  water  trapped  in 
old  marine  sediments. 

It  is  impossible  to  arrive  at  a single  constant 
value  for  the  sodium  content  of  a town’s  drink- 


ing water.  Seasonal  and  climatic  conditions  will 
affect  it.  Large  water  systems  may  have  several 
sources  which  are  frequently  mixed  in  different 
amounts.  Each  individual  source  may,  however, 
be  the  only  source  during  certain  periods  of 
the  year.  This  study  sampled  the  finished  water 
from  each  individual  source  with  each  source 
having  at  least  two  separate  determinations.  In 
most  cases  the  sodium  content  of  a single  source 
of  water  did  not  vary  more  than  15  per  cent.  The 
source  with  the  highest  sodium  value  is  reported 
because  it  may  constitute  the  only  source  at  any 
one  given  time  of  the  year. 

Elevated  sodium  content  of  drinking  water 
should  be  thought  of  in  all  cases  of  edema  that 
are  unresponsive  to  usual  medical  therapy.  If 
the  patient  lives  in  an  area  where  the  municipal 
water  supply  has  a sodium  elevation,  he  should 
use  distilled  water  or  low-sodium,  bottled  water 
for  all  drinking  and  cooking.  Sodium  determina- 
tions for  rural  water  supplies  can  be  done  on  a 
two  ounce  sample,  collected  in  a clean,  poly- 
ethylene bottle.  The  bottle  should  be  prepared 
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by  rinsing  with  distilled  water.  The  analysis 
can  be  performed  in  most  hospital  laboratories. 
The  Oregon  State  Board  of  Health  does  not  offer 
this  service  for  private  water  supplies. 

conclusion 

Sodium  and  calcium  carbonate  values  on  290 
public  water  supplies  in  the  State  of  Oregon 
are  presented.  There  are  several  areas  of  the  state 
where  the  public  water  supplies  contain  a signifi- 
cant concentration  of  sodium.  Hard  water  passed 
through  a sodium  exchange  softener  may  carry 
significant  amounts  of  sodium  and  can  be  an 
unsuspected  source  of  excess  sodium  intake. 

These  data  are  presented  so  that  physicians 
who  prescribe  low  sodium  diets  will  know  the 
sodium  concentration  for  public  water  supplies 
in  Oregon.  ■ 

905  E.  59th  St.  (60637)  (Dr.  Norland) 


abstracto 

Sodio  puede  estar  presente  en  forma  insospe- 
chada  y sin  alterar  el  sabor  del  agua  potable. 
Esto  da  lugar  a decompensacion  que  a primera 
vista  es  inexplicable  en  enfermos  cardiacos  hep- 
aticos  o renales  sufriendo  de  edema.  Cuando  el 
agua  contiene  200  mg  de  sodio  por  litro,  el  en- 


fermo  puede  ingerir  hasta  500  mg  diarios  de  esta 
manera. 

Analisis  quimicos  de  sodio  y carbonato  de 
calcio  fueron  llevados  a cabo  en  todas  los  pob- 
lados  y ciudades  del  estado  de  Oregon  de  mas 
de  150  habitantes.  Un  gran  numero  de  los  siste- 
mas  de  agua  potable  en  la  parte  este  del  estado 
asi  como  linos  cuantos  en  otras  partes  resultaron 
tener  elevado  contenido  de  sodio. 

Cuando  medimos  la  ingestion  de  sodio  debe- 
mos  tomar  en  consideracion  la  cantidad  ahadida 
por  substancias  empleadas  en  el  proceso  de  puri- 
ficacion  del  agua. 

Enfermos  con  este  problema  deberdn  beber 
agua  destilada  o ogua  embotellada  de  probado 
bajo  contenido  de  sodio. 
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What  are  the  roots  of  a good  soup,  Doctor? 


You  see  five  of  the  roots  of  a 
good  soup  here:  carrots,  white 
potatoes,  sweet  potatoes,  turnips, 
and  onions.  The  roots  of  a really 
good  soup,  of  course,  go  much 
leeper.  They  include  knowledge  and  years  of  experience  in 
electing  and  blending  the  fine  vegetables  and  tender  meat 
)r  poultry  that  should  go  into  a good  soup.  They  also  include 
he  extra  care  in  processing  these  ingredients  to  preserve,  as 
nuch  as  possible,  natural  flavors  and  nutritive  values. 

That’s  how  all  Campbell’s  Soups  are  made.  As  a result, 
hey  offer  your  patients  a wide  variety  of  foods  with  a wide 
variety  of  essential  nutrients. 

For  example,  our  Vegetable  Soup  with  its  15  different 
vegetables  is  ideal  to  recommend  to  the  mother  of  a child 
who  is  a finicky  eater.  The  child  delights  in  spooning  up  the 


“alphabets”  . . . while  he  puts  away  about  2500  I.U.  of  Vita- 
min A in  an  average  7 oz.  serving. 

Or,  to  help  stimulate  the  appetite  of  your  elderly  patients, 
you  can  recommend  our  delicious  Cream  of  Potato  Soup.  It’s 
wholesome  and  satisfying,  yet  has  only  about  59  calories 
per  7 oz.  serving. 

You’ll  find  of  course,  that  there’s  a Campbell’s  Soup  suit- 
able for  almost  every  one  of  your  special-diet-patients  — high 
protein,  low  residue,  high  or  low  calorie.  To  help  you  in  plan- 
ning such  diets,  we  have  prepared  a series  of 
nutritive  analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  23,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and  enjoy  them  yourself.  There’s  a soup  SOUP 
for  almost  every  patient  and  diet,  for  every  meal,  vrr — — - 


In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (ThiamineMononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B*  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder" jars  of  30  and  100;  bottles  of  500. 


9*  LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y 


90th  Annual  Session 

of  the 

eiworj-inedicat  association 


October  13-17,  1964 
Eugene,  Oregon 


Eugene  Hotel 


Lane  County  Fairgrounds 


623 

Northwest  Medicine,  September  1964 


OMA  Officers 


90th  Annual  Session 


DANIEL  K.  BILLMEYER,  M.D. 
President  - Oregon  Medical  Association 


When  the  Oregon  Medical  Association 
convenes  in  Eugene,  October  13-17,  it  will 
have  been  ninety  years  since  Alfred  Coleman 
Kinney  at  the  age  of  twenty-four  became  our 
first  President.  That  September  day  in  1874 
was  a most  significant  one  for  Oregon.  It 
marked  the  beginning  of  concerted  action 
by  the  state’s  physicians  to  advance  the  art 
and  science  of  medicine  and  protect  the  public 
health  in  Oregon. 

From  that  charter  meeting  in  Salem,  our 
Association  has  continued  to  focus  its  atten- 
tion on  those  two  purposes.  As  physicians, 
we  know  that  perfection  in  medicine  is  never 
achieved.  It  is  always  just  beyond  our  grasp. 

Therefore,  we  keep  working  that  we  may 
meet  the  challenges  of  each  new  year.  During 
these  nine  decades,  our  Association  has 
achieved  an  enviable  record  of  public  service 
and  has  raised  our  medical  community  to 
high  stature.  This  is  what  our  charter  mem- 
bers expected  of  us. 

At  our  90th  Annual  Session,  we  meet  to 
continue  the  work — postgraduate  education, 
Association  affairs,  recreation  and  relaxation. 
They  are  all  included.  Our  Woman’s  Auxil- 
iary is  joining  us  for  its  Fall  Planning 
Session. 

I urge  all  Oregon  physicians  and  our  col- 
leagues in  our  sister  states  to  join  us  on  this 
historic  occasion.  Let  us  make  a good  start 
for  the  last  decade  of  our  first  century. 

Cordially, 

Daniel  K.  Billmeyer,  M.D. 


JAMES  H.  SEACAT,  M.D.  M.  E.  MC  INTYRE,  M.D.  E.  T.  LIVINGSTONE,  M.D.  GLENN  M.  GORDON,  M.D. 

President-Elect  Vice-President  Secretary-Treasurer  Speaker 
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Welcome 


The  Lone  County  Medical  Society  extends  its  most  cordial  welcome  to  Eugene— 
Heart  of  Emerald  Empire. 

The  Oregon  Medical  Association s 90th  Annual  Session  offers  you  a scien- 
tific program  of  exceptional  excellence,  and  the  physicians  of  Lane  County  are 
proud  to  be  your  hosts.  We  have  an  outstanding  medical  community  and  our 
modern  hospitals  provide  high  standards  of  service.  We  want  to  greet  you  and 
have  you  visit  our  facilities. 

To  ble7id  recreation  and  relaxation  with  the  professional  education  op- 
portunity, we  offer  you  the  scenic  beauty  of  our  Empire,  the  “white  waters ” 
of  the  McKenzie,  the  challenge  of  our  Country  Club,  and  our  warmest  hospitality. 
Then,  too,  there  is  a major  collegiate  gridiron  contest— our  Oregon  Ducks  against 
the  University  of  Arizona. 

Bring  your  wife.  Our  auxiliary  has  plans  for  her. 

John  D.  Bonzer,  M.D.,  President 
Lane  County  Medical  Society 
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GUEST  SPEAKERS 


MARVIN  I.  DUNN,  M.D. 
Assistant  Professor  of  Medicine 
Director,  Cardiovascular  Laboratory 
University  of  Kansas  Medical  Center 
Kansas  City,  Kansas 


RICHARD  J.  HAVEL,  M.D. 
Cardiovascular  Research  Institute 
niversity  of  California  School  of  Medicine 
San  Francisco,  California 


RALPH  C.  BENSON,  M.D. 
Professor  of  Obstetrics  and  Gynecology 
University  of  Oregon  Medical  School 
Portland,  Oregon 


CHARLES  WILLIAM  DAESCHNER,  JR.,  M.D. 
Professor  and  Chairman,  Department  of  Pediatrics 
University  of  Texas  Medical  Branch 
Galveston,  Texas 


THOMAS  S.  STARZL,  M.D. 
Chief  of  Surgical  Service 
Veterans  Administration  Hospital 
Denver,  Colorado 


HOWARD  P.  LEWIS,  M.D. 
Professor  of  Medicine 
University  of  Oregon  Medical  School 
Portland,  Oregon 


JOHN  NAJARIAN,  M.D. 
Department  of  Surgery 
University  of  California  Medical  School 
San  Francisco,  California 
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DAILY  CALENDAR 


Tuesday , October  13 

6:00  p.m.  Dinner  Meeting, 

House  of  Delegates  King  Cole  Room,  Eugene  Hotel 


Wednesday,  October  14 

(Medicine  Day) 

7:00  a.m.  Breakfast  Meeting, 

House  of  Delegates King  Cole  Room,  Eugene  Hotel 

9:00  a.m.  Registration  Auditorium  Building,  Lane  County  Fairgrounds 

10:00  a.m.— 5:00  p.m.  Scientific  Session 

Pioneer  Building,  Lane  County  Fairgrounds 

5:15  p.m.  Social  Hour  Honoring  Exhibitors  Eugene  Hotel 

6:30  p.m.  No  Host  Dinner  Party  Sponsored  by  Lane  County  Medical  Society 

(place  to  be  announced) 


Thursday,  October  15 

(Surgery  Day) 

7:00  a.m.  Component  Society  President’s  Breakfast  Eugene  Hotel 

8:30  a.m.  Registration  Auditorium  Building,  Lane  County  Fairgrounds 

9:00  a.m.— 5 p.m.  Scientific  Session 

Pioneer  Building,  Lane  County  Fairgrounds 

6:00  p.m.  Social  Hour  Village  Green  Room,  Eugene  Hotel 

7:00  p.m.  Inaugural  Banquet  and  Ball 

King  Cole  Room,  Eugene  Hotel 


Friday,  October  16 

(Pediatrics,  Obstetrics  and  Gynecology  Day) 

7:00  a.m.  Breakfast  Meeting 

House  of  Delegates  King  Cole  Room,  Eugene  Hotel 

9:00  a.m.  Registration  Auditorium  Building,  Lane  County  Fairgrounds 

9:30  a.m.— 5 p.m.  Scientific  Session 

Pioneer  Building,  Lane  County  Fairgrounds 

6:00  p.m.  OMPAC-Banquet  King  Cole  Room,  Eugene  Hotel 

Saturday,  October  17 

(Sports  Day) 

7:30  a.m.  Oregon  Medical  Golf  Tournament  Eugene  Country  Club 

2:00  p.m.  Football  Game 

University  of  Oregon  vs.  Arizona  ..Hayward  Field,  Eugene 


(See  following  pages  for  detailed  program  schedule) 
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9:00  a.m. 

10:00  a.m. 
11:00  a.m. 
11:30  a.m. 


1:30  p.m. 
2:10  p.m. 
2:30  p.m. 
2:50  p.m 
3:20  p.m. 
4:10  p.m. 


5:15  p.m. 
6:30  p.m. 


7:00  a.m. 
7:00  a.m. 
8:30  a.m. 


9:00  a.m. 

9:55  a.m. 
10:20  a.m. 

10:50  a.m. 

11:15  a.m. 

11:40  a.m. 


Scientific  Program 

Tuesday,  October  13 

6:00  p.m.  HOUSE  OF  DELEGATES 

Dinner  Meeting  — King  Cole  Room,  Eugene  Hotel 

Wednesday,  October  14 

7:00  a.m.  HOUSE  OF  DELEGATES 

Breakfast  Meeting  — King  Cole  Room,  Eugene  Hotel 
Registration  Auditorium  Building,  Lane  County  Fairgrounds 

MORNING  SESSION 

Pioneer  Building,  Lane  County  Fairgrounds 
Guest  Lecture— Non-Dietary  Factors  Influencing  Plasma  Lipids  and 
Lipoproteins  Richard  J.  Havel,  M.D.,  San  Francisco 

Evolving  Problems  in  the  Transfusion  of  Blood 

Bernard  Pirofsky,  M.D.  Portland 
Smoking  Habits  of  Oregon  Physicians 

S.  Spence  Meighan,  M.B.,  Portland 

AFTERNOON  SESSION 

Pioneer  Building,  Lane  County  Fairgrounds 
Guest  Lecture— The  Pathogenesis  and  Treatment  of  Paget’s  Disease 

Howard  P.  Lewis,  M.D.,  Portland 
Mechanisms  of  the  Action  of  Aldosterone 

George  A.  Porter,  M.D.,  Portland 
Aortic  Stenosis  and  Other  Varieties  of  Left  Ventricular  Outflow 
Obstruction  J.  David  Bristow,  M.D.,  Portland 

Recess  to  visit  Technical,  Scientific  and  Art  Exhibits 

Auditorium  Building,  Lane  County  Fairgrounds 
Guest  Lecture— ( Sponsored  by  G.  D.  Searle  & Co.)  Management  of 
Refractive  Heart  Failure  Marvin  I.  Dunn,  M.D.,  Kansas  City 

Panel  Discussion:  N ewer  Approaches  to  the  Study  of  Vascular  Disease 

Daniel  H.  Labby,  M.D.,  Moderator 
Richard  J.  Havel,  M.D. 
Marvin  I.  Dunn,  M.D. 
Roy  S.  Swank,  M.D. 

Social  Hour— Honor  Exhibitors  Eugene  Hotel 

No  Host  Dinner  Party  Place  to  be  Announced 

Sponsored  by  the  Lane  County  Medical  Society 

Thursday,  October  15 

Component  Society  Officers  Conference  Eugene  Hotel 

Component  Society  Officers’  Breakfast  Eugene  Hotel 

Registration  Auditorium  Building,  Lane  County  Fairgrounds 

MORNING  SESSION 

Pioneer  Building,  Lane  County  Fairgrounds 
Guest  Lecture— Current  Status  of  Transplantation  Immunity 

John  S.  Najarian,  M.D.,  San  Francisco 
Renal  Hypertension  Robert  B.  Litin,  M.D.,  Eugene 

Recess  to  visit  Technical,  Scientific  and  Art  Exhibits 

Auditorium  Building,  Lane  County  Fairgrounds 
Preoperative  Radiation  in  the  Surgical  Treatment  of  Cancer 

Milton  D.  Hyman,  M.D.,  Portland 
The  Present  Treatment  of  the  Severely  Burned  Patient 

Richard  P.  Andrews,  M.D.,  Portland 
Complications  of  Carotid  Artery  Surgery 

Donald  L.  Stainsbv,  M.D.,  Eugene 
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1:30  p.m. 
2:20  p.m. 
2:45  p.m. 
3:15  p.m. 
3:40  p.m. 
4:05  p.m. 


9:00  a.m. 

9:30  a.m. 

10:10  a.m. 
10:30  a.m. 

11:00  a.m. 
11:25  a.m. 

11:45  a.m. 


1:30  p.m. 
2:20  p.m. 
2:45  p.m. 
3:10  p.m. 
3:40  p.m. 
4:05  p.m. 


6:00  p.m. 

7:30  a.m. 
2:00  p.m. 


Scientific  Program 

AFTERNOON  SESSION 

Pioneer  Building,  Lane  County  Fairgrounds 
Guest  Lecture— Kidney  T ransplantation 

Thomas  E.  Starzl,  M.D.,  Denver 
Trauma  of  the  Central  Nervous  System 

Harold  D.  Paxton,  M.D.,  Portland 
Recess  to  visit  Technical,  Scientific  and  Art  Exhibits 

Auditorium  Building,  Lane  County  Fairgrounds 
Trauma  of  the  Thoracal  and  Abdominal  Cavities 

R.  Mark  Vetto,  M.D.,  Portland 
N on-Ligamentous  Injuries  of  the  Knee 

Donald  B.  Slocum,  M.D.,  Eugene 
Panel  Discussion:  Organ  Procurement 

Clarence  V.  Hodges,  M.D.,  Moderator 
John  S.  Najarian,  M.D. 

Thomas  E.  Starzl,  M.D. 

Milton  Singer,  M.D. 


Friday,  October  16 
7:00  a.m.  HOUSE  OF  DELEGATES 

Breakfast  Meeting— King  Cole  Room,  Eugene  Hotel 
Registration  Auditorium  Building,  Lane  County  Fairgrounds 

MORNING  SESSION 

Pioneer  Building,  Lane  County  Fairgrounds 
Guest  Lectur e— Pyelonephritis  in  Children  and  Young  Adolescents 

C.  William  Daeschner,  M.D.,  Galveston,  Texas 
Thyroid  Disorders  of  Adolescents  Harvey  Klevit,  M.D.,  Portland 
Recess  to  visit  Technical,  Scientific  and  Art  Exhibits 

Auditorium  Building,  Lane  County  Fairgrounds 
Pediatric  Surgery  Clare  G.  Peterson,  M.D.,  Portland 

Office  Practice  of  Bacteriology 

Oliver  N.  Massengale,  M.D.,  Portland 
General  Business  Meeting  and  Election  of  Officers 

Pioneer  Building,  Lane  County  Fairgrounds 
AFTERNOON  SESSION 

Pioneer  Building,  Lane  County  Fairgrounds 
Guest  Lectur e— Medical  Shock  Complicating  Pyelonephritis  in  Ob- 
stetrics and  Gynecology  Ralph  C.  Benson,  M.D.,  Portland 

Office  Diagnosis  and  Treatment  of  Incontinence 

Otto  R.  Emig,  M.D.,  Medford 
Surgical  Management  of  Stress  Incontinence 

Max  H.  Parrott,  M.D.,  Portland 
Recess  to  visit  Technical,  Scientific  and  Art  Exhibits 

Auditorium  Building,  Lane  County  Fairgrounds 
Urine  Collection  for  Bacteriological  Examination 

Jerry  D.  Giesy,  M.D.,  Portland 
Panel  Discussion:  The  Pediatric  and  Obstetric  Coin  plications  of 
Urinary  Tract  Infection  in  the  Pregnant  Female 

Richard  W.  Olmsted,  M.D.,  Moderator 
C.  William  Daeschner,  M.D. 
Ralph  C.  Benson,  M.D. 
Florian  J.  Shasky,  M.D. 
OMPAC  Banquet  King  Cole  Room,  Eugene  Hotel 

Saturday,  October  17 

Oregon  Medical  Golf  Tournament  Eugene  Country  Club 

Football  Game— University  of  Oregon  vs.  Arizona 

Hayward  Field 
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Annual  Convention 

of  the 

Woman's  Auxiliary 

to  the 

Oregon  Medical  Association 

OCTOBER  13-16,  1964 


MRS.  GUY  R.  MC  CUTCHAN 

President 


MRS.  JOHN'  R.  BOE 

President-Elect 


Tuesday,  October  13,  1964 

4:00-  6:00  p.m.  Registration— Eugene  Hotel 

No-host  dinner  meeting  of  the  Lane  County  Medical  Society  Auxiliary 
M ives  of  Oregon  Medical  Association  House  of  Delegates  Members 

Invited  to  attend. 


9:00  a.m. 

10:00  a.m. 
12:00  noon 

12:30  p.m. 
Afternoon 

7:00  p.m. 

8:00  a.m. 

9:00  a.m. 

9:45  a.m. 
12:15  p.m. 


Wednesday,  October  14,  1964 

General  Registration  and  coffee— Eugene  Hotel 
Golf  and  Bridge— Eugene  Country'  Club 
Tennis  and  Swimming— Eugene  Swim  and  Tennis  Club 
State  Executive  Board  meeting— Eugene  Hotel 
Reception  honoring  Mrs.  Samuel  Gendel,  Western  Regional  Vice 
President,  National  Auxiliary,  Fullerton,  California 
Luncheon— Eugene  Country  Club  with  style  show  of  accessories 
Small  group  discussion  of  current  Medical  Auxiliary  problems  at 
homes  of  the  Lane  County  Medical  Auxiliary,  all  doctors’  wives 
invited 

No-host  dinner— Eugene  Hotel,  entertainment  by  members  of  the 
Lane  County  Medical  Society 

Thursday,  October  15,  1964 

Breakfast  Town  Club— Eugene  Hotel,  honoring  county  presidents 
and  presidents-elect 

General  registration  and  coffee— Elks  Country  Club,  Eugene,  conven- 
tion session 

Annual  Meeting  of  Woman's  Auxiliary— Elks  Club 
Luncheon  honoring  Past  Presidents  of  Woman’s  Auxiliary,  Advisory' 
Committee  to  Auxiliary,  OMPAC  Board  of  Directors.  Speaker— Mrs. 
Lee  Ann  Elliott,  Chicago,  Assistant  Director,  AMPAC 


3:00  p.m.  Visit  to  Exhibits 

6:00  p.m.  Medical  Association  Annual  Banquet  and  Inaugural  Ball— King  Cole 
Room,  Eugene  Hotel,  Social  House— Village  Green 


Friday,  October  16,  1964 

10:30  a.m.  Brunch,  tour  of  Oriental  Art  Museum— University  of  Oregon 
1:30  p.m.  Physicians  Art  Show  and  Tea— Lane  County  Fairgrounds 
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Special  Even  ts 

House  of  Delegates— This  is  the  major  policy  forming  body  of  the  Oregon 
Medical  Association  and  is  composed  of  delegates  from  each  of  its  component 
societies  and  members  of  the  Board  of  Trustees.  Glenn  M.  Gordon  of  Eugene, 
Speaker  of  the  House,  invites  all  members  of  the  Association  to  attend  its  meetings 
and  participate  in  the  deliberations  of  its  reference  committees.  The  House  will 
convene  first  at  dinner  on  Tuesday,  October  13  in  the  King  Cole  Room  of  the 
Eugene  Hotel.  It  will  also  hold  7:00  a.m.  breakfast  meetings  on  October  14 
and  16.  Its  reference  committees  will  meet  on  Wednesday  and  Thursday  in  con- 
ference rooms  in  the  Auditorium  of  the  Lane  County  Fairgrounds. 

Lane  County  Medical  Society— No-Host  Dinner— Our  Host  Society  has  ar- 
ranged a no-host  dinner  for  all  physicians  and  their  wives  attending  the  session, 
to  be  held  at  6:30  p.m.  Wednesday,  in  the  Eugene  Hotel.  Here  we  will  have  an 
opportunity  to  meet  the  members  of  the  Lane  County  Medical  Society,  to  renew 
acquaintances  and  make  new  ones.  Special  entertainment  is  planned  for  this 
occasion. 

Annual  Banquet  and  Inaugural  Ball— This  event  is  the  social  highlight  of  our 
Annual  Meetings.  At  this  time,  we  install  our  new  President  who  this  year  will 
be  James  H.  Seacat  of  Salem.  Awards  will  be  presented  to  the  “Doctor-Citizen 
of  the  Year,”  to  representatives  of  the  news  media  for  medical  news  and  editorial 
writing,  and  special  awards  to  outstanding  citizens  of  Oregon  who  have  made 
significant  contributions  toward  the  health  and  welfare  of  our  State.  Installation 
and  awards  are  conducted  as  expeditiously  as  is  consistent  with  dignity.  So 
there  is  plenty  of  time  for  dancing. 

Oregon  Medical  Golf  Tournament— This  year’s  tournament  will  be  played  on 
the  challenging  and  beautiful  Eugene  Country  Club  course  on  Saturday  morn- 
ing, October  17.  The  Tournament  Committee,  composed  of  members  of  Lane 
County  Medical  Society,  have  arranged  for  numerous  prizes  including  those  for 
the  “duffers.”  The  low-net  winner  carries  off  the  Association’s  trophy.  Tee-off 
time  is  7:30  a.m. 

Football  Game— One  of  the  features  of  an  Oregon  Medical  Association  An- 
nual Meeting  in  Eugene  is  the  advantage  of  a major  collegiate  football  game. 
This  year  the  Oregon  Ducks  meet  the  strong  team  from  the  University  of  Arizona 
on  the  afternoon  of  Saturday,  October  17.  The  Entertainment  Committee,  of  our 
Host  Society,  has  made  arrangements  with  the  U.  of  O.  Athletic  Department  to 
make  a block  of  choice  seats  available  to  our  members.  Tickets  may  be  pur- 
chased at  the  registration  desk  during  the  Session. 

OMPAC  Banquet— The  Board  of  Directors  of  the  Oregon  Medical  Political 
Action  Committee  have  planned  a special  dinner  meeting  for  the  evening  of  Fri- 
day, October  16.  There  will  be  a stimulating  program  including  an  inspirational 
guest  speaker.  The  OMPAC  Board  cordially  invites  and  urges  you  to  attend. 
In  addition  to  the  inspiring  program,  the  dinner  will  provide  a delightful  social 
occasion  preliminary  to  the  golf  tournament  and  football  game. 

Exhibits— The  Association  has  always  considered  the  Technical  and  Scientific 
Exhibits  to  be  an  integral  part  of  the  postgraduate  education  opportunity  at  an 
Annual  Session.  The  Technical  Exhibitors  bring  to  us  new  drugs— new  services— 
new  ideas.  In  the  scientific  exhibits,  our  own  members  bring  important  facts 
from  their  experience  in  medical  practice  which  lend  themselves  better  to  display 
than  to  formal  lecture-type  presentations.  Also  planned  is  the  Fourth  Annual 
Physicians  Art  Exhibit  which  you  will  find  especially  interesting.  Be  sure  to  visit 
every  exhibit  in  all  three  categories.  Special  prizes  will  be  awarded  to  physicians 
who  visit  the  technical  exhibits. 
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Technical  Exhibitors 


New  Ideas  — New  Services  — New  Drugs 


Abbott  Laboratories 

Administration  & Insurance  Office,  Inc. 
Armour  Pharmaceutical  Company 
Astra  Pharmaceutical  Products,  Inc. 
Ayerst  Laboratories 
Burroughs  Wellcome  & Co.,  Inc. 
Burton.  Parsons  & Co. 

Ciba  Pharm.  Company 
Coca-Cola  Bottling  Company  of  Eugene 
Corvek  Medical  Equipment  Company 
Credit  Bureaus,  Inc. 

Dome  Chemicals  Inc. 

Doyle  Pharm.  Company 
Eaton  Laboratories,  Inc. 

Encyclopaedia  Britannica 

Equitable  Savings  & Loan  Association 

First  National  Bank  of  Oregon 

Geigy  Pharmaceuticals 

Great  Books  of  The  Western  World 

Insurance  Company  of  Oregon 

Hillsboro  Aviation 

Lederle  Laboratories 

Eli  Lilly  and  Company 

Loma  Linda  Food  Co. 

Marion  Laboratories,  Inc. 

Mead  Johnson  Laboratories 
Merck  Sharp  & Dohme,  Inc. 
Milex-Fertilex  Company 
Morningside  Hospital 
National  Cash  Register  Co. 


Ortho  Pharmaceutical  Corp. 

Pacific  Medical  Equipment  Co. 

Parke,  Davis  & Company 
Pepsi-Cola  Bottling  Co. 

Pfizer  Laboratories 
Portland  Bottling  Co. 

Pownall  Taylor  & Hays 

Professional  Management  Services  Inc, 

Riker  Laboratories,  Inc. 

A.  H.  Robins  Company,  Inc. 

Roche  Laboratories 
William  H.  Rorer,  Inc. 

Sandoz  Pharmaceuticals 
Schering  Corporation 
Julius  Schmid,  Inc. 

G.  D.  Searle  & Company 
Shadel  Hospital,  Inc. 

Shaw  Surgical  Co. 

Sherman  Laboratories 

Smith  Kline  & French  Laboratories 

Southern  Oregon  Surgical 

E.  R.  Squibb  & Sons 

The  Stuart  Company 

United  Data  Processing,  Inc. 

The  Upjohn  Company 
Usher  Medical  Equipment 
U.  S.  Vitamin  & Pharm.  Corp. 

Wallace  Laboratories,  Inc. 
Warner-Chilcott  Labs. 

W'estern  X-Ray  Company 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 


by  Conditioned  Reflex 
and  Adjuvant  Methods 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 


Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


MEDICAL  STAFF 
John  R.  Montague,  M.D. 

Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D., 

Consulting  Psychiatrist 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Corwin  E.  Groom,  Pocatello 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting,  June  23-26,  1965,  Sun  Valley 


A\/ 


Action  by  House  of  Delegates 


Following  is  a summary  of  action  of  the  House  of 
Delegates  regarding  the  reports  and  resolutions  con- 
sidered during  the  72nd  Annual  Meeting,  Sun  Val- 
ley, June  17-20. 

Resolution  “A”— Amending  the  Constitution  to  in- 
crease the  term  of  office  for  Councilors  from  three 
to  four  years.  Approved.  Will  be  voted  on  at  the 
next  meeting  of  the  House  of  Delegates. 

Resolution  “B”—  Establishing  a Medical  Benevo- 
lent Fund;  amending  the  association  By-Laws  to 
provide  for  administration  of  the  fund;  appointment 
of  the  committee  and  designating  the  association 
Officers  and  Councilors  as  Trustees  of  the  fund; 
assessing  each  active  member  $5.00  a year  and  each 
associate  member  $2.50  a year  to  establish  the  fund. 
Effective  January  1,  1965.  Adopted. 

Resolution  “C  To  urge  the  1965  Idaho  Legis- 
lature to  pass  legislation  allowing  injured  workmen 
free  choice  of  physician.  Rejected. 

Resolution  “D”— To  ask  the  A.M.A.  and  other 
state  associations  to  take  appropriate  steps  to  develop 
uniform,  simplified  forms  for  out-patient  and  hospital 
in-patient  use  that  would  assure  consumption  of  min- 
imum physician  hours  in  reporting  and  recording  in- 
formation. Rejected. 

Resolution  “E”—  Requesting  all  groups  (schools, 
scouts  and  other  youth  groups,  etc.,)  requiring  his- 
tory and  physical  examinations  to  accept  a “unified" 
examination  form  containing  pertinent  information 
including  a detachable  “pocket  record”  to  be  univer- 
sally acceptable  evidence  of  examinees  qualification 
to  participate  in  activities  for  a period  not  to  exceed 
one  year  from  date  of  examination.  Adopted. 

Resolution  “F”— Urging  all  physicians  to  make  a 
minimum  contribution  of  $20  a year  to  the  Idaho 
Medical  Political  Action  Committee  and  American 
Medical  Political  Action  Committee.  Contribution 
request  to  accompany  statement  for  annual  dues  ef- 
fective January  1,  1965.  Adopted. 

Resolution  “G”— Requesting  the  American  Medical 


Association  to  work  closely  with  the  U.  S.  Depart- 
ment of  Agriculture  to  insure  proper  inspection  of 
all  meats  imported  into  the  U.  S.  (1.7  billion  pounds 
in  1963)  in  order  to  protect  the  health  and  welfare  of 
U.S.  residents.  Adopted. 

Resolution  “H”—  Approved  inauguration  of  a re- 
porting system  for  injuries  to  children  under  the 
Child  Abuse  Law  in  the  State  Department  of  Public 
Assistance.  Adopted. 

Resolution  “/’’—Requiring  all  Component  Medical 
Societies  to  file  yearly  audit  reports  with  the  state 
association.  Adopted. 

Resolution  “/’’—Amending  the  Association  By- 
Laws  to  accomplish  the  directive  in  Resolution  “I”. 
Adopted. 

Resolution  “K”— Instructing  the  President  of  the 
Idaho  State  Medical  Association  to  appoint  a Liaison 
Committee  to  meet  with  the  State  Insurance  Com- 
missioner and  commercial  insurance  carriers  in  an 
effort  to  solve  mutual  problems  in  health  insurance 
coverage  for  the  general  public.  Adopted. 

Resolution  “L”— Endorsing  the  labelling  of  cigar- 
ettes as  being  a danger  to  health  if  used  to  excess, 
urging  continued  widespread  use  of  all  education 
medias  to  remind  the  public  of  the  danger  of  cigar- 
ette smoking.  Adopted. 

Resolution  “M”— Increasing  membership  dues  in 
the  Idaho  State  Medical  Association  $1.00  a month 
($12.00  a year)  effective  January  1,  1965.  Adopted. 

In  other  action,  the  House  of  Delegates: 

Approved  a request  from  the  Idaho  Osteopathic 
Association  to  discuss  possibilities  of  improving  rela- 
tions. 

Approved  a recommendation  of  the  Mediations 
and  Public  Relations  Committee  to  prepare  legisla- 
tion definitely  fixing  a statute  of  limitation  for  mal- 
practice suits. 

Instructed  the  Industrial  Medical  Committee  to 
proceed  with  efforts  to  modify  the  Idaho  Industrial 
Medical  Fee  Schedule. 
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Approved  establishment  of  a retirement  program 
for  state  office  personnel. 

Approved  a recommendation  that  efforts  be  di- 
rected towards  amending  Idaho  law  which  would 
give  physicians  the  same  privileged  communication 
rights  with  patients  that  now  exist  between  lawyer 
and  client. 

State  Board  of  Medicine  Section 

The  regular  meeting  of  the  State  Board  of  Medi- 
cine was  held  in  Boise,  July  13-15.  Members  attend- 
ing included  S.  M.  Poindexter,  Boise,  Chairman;  W. 
Wray  Wilson,  Coeur  d’Alene,  Vice  Chairman;  John 
E.  Comstock,  Pocatello;  Charles  E.  Kerrick,  Cald- 
well; and  Charles  A.  Terhune,  Burley.  James  S. 
Newton  of  Lewiston  was  excused  because  of  illness. 

Two  physicians  successfully  passed  the  written 
examination  and  were  granted  Idaho  licenses  to 
practice  medicine  and  surgery.  They  were: 

Taghi  Ghavamian,  Olympia,  Washington,  gradu- 
ate of  University  of  Teheran,  1956.  Internship  and 
residency  in  surgery,  Cook  County  Hospital  Unit, 
Chicago,  1957-1961. 

George  R.  Brown,  Salt  Lake  City,  graduate  of 
University  of  Utah  College  of  Medicine,  1960.  In- 
ternship, Boston  City  Hospital,  1960-1961;  residency 
in  internal  medicine,  University  of  Utah  Affiliated 
Hospitals,  1961-1964. 

Eight  physicians  who  have  been  granted  Tem- 
porary Licenses  since  the  January  1964,  meeting  of 
the  Board,  received  permanent  licensure.  Included 
were: 

Frederick  H.  Helpenstell,  Nampa;  Lawrence  L. 
Knight,  Boise;  Lee  Gilbert  Pulley,  Meridian;  John 
J.  Jestadt,  Boise;  Rulon  D.  Robison,  Idaho  Falls; 
Edward  E.  Fisher,  Pocatello;  Clyde  W.  Johnson, 
Council;  and  David  M.  Barton,  Boise. 

Eleven  physicians  were  granted  Licensure  With- 
out Written  Examination  on  the  basis  of  endorsement 
by  states  maintaining  standards  comparable  to  Idaho, 
or  through  endorsement  by  the  National  Board  of 
Medical  Examiners.  They  were: 

Charles  R.  Boge,  Idaho  Falls,  graduate  of  Univer- 
sity of  Oregon  Medical  School,  Portland,  June,  1956. 
Internship,  University  of  Oregon  Medical  School 
Hospitals  and  Clinics,  Portland,  July  1956-1957. 
Residency  Veterans  Administration  Hospital,  Port- 
land. Orthopedics. 

Charles  H.  Ellingham,  Burley,  graduate  of  Uni- 
versity of  Washington  School  of  Medicine,  Seattle, 
June,  1959.  Internship,  Minneapolis  General  Hos- 
pitaly,  Minneapolis,  July  1959-1960.  Residency  Uni- 
versity of  Nebraska  Hospital,  Omaha.  Surgery. 

George  S.  Metcalf,  Lewiston,  graduate  of  Univer- 
sity of  Illinois  College  of  Medicine,  Chicago,  Febru- 
ary, 1920.  Internship,  Milwaukee  Hospital,  Milwau- 
kee, Wisconsin,  1921.  General  Practice. 

Harry  A.  Amesbury,  Caldwell,  graduate  of  Uni- 


versity of  Illinois  College  of  Medicine,  Chicago, 
June,  1926.  Internship,  St.  Luke’s  Hospital,  Chicago, 
July  1926-1928.  General  Practice. 

Shirley  O.  Thiel,  Fairfield,  Washington,  graduate 
of  College  of  Medical  Evangelists,  Loma  Linda,  Cali- 
fornia, January,  1953.  Internship,  Deaconess  Hos- 
pital, Spokane,  1952-1953.  General  Practice. 

Francis  A.  Thiel,  Fairfield,  Washington,  graduate 
of  College  of  Medical  Evangelists,  Loma  Linda, 
California,  January,  1953.  Internship,  Deaconess 
Hospital,  Spokane,  1952-1953.  General  Practice. 

James  N.  Tulloh,  Idaho  Falls,  graduate  of  Univer- 
sity of  Louisville  School  of  Medicine,  Louisville, 
June,  1955.  Internship,  Louisville  General  Hospital, 
Louisville,  1955-1956.  Residency  Harris  Hospital, 
Fort  Worth.  Anesthesiology. 

Alfred  W.  Brunt,  Idaho  Falls,  graduate  of  George 
Washington  University  School  of  Medicine,  Wash- 
ington, D.  C.,  June,  1962.  Internship,  Latter  Day 
Saints  Hospital,  Salt  Lake  City,  1962-1963.  General 
Practice. 

Milton  H.  Wiltse,  Grangeville,  graduate  of  Univer- 
sity of  Texas  Southwestern  Medical  School,  Dallas, 
June,  1961.  Internship,  Deaconess  Hospital,  Spo- 
kane, 1961-1962.  General  Practice. 

Robert  G.  Lipp,  Spokane,  Washington,  graduate 
of  University  of  Illinois  School  of  Medicine,  Chicago, 
June,  1946.  Internship,  Sacred  Heart  Hospital,  Spo- 
kane, 1946-1947.  Residency,  Army-Navy  Hospital. 
Obstetrics  and  Gynecology. 

Raymond  J.  Bungard,  Boise,  graduate  of  College 
of  Medical  Evangelists,  Loma  Linda,  California, 
January,  1951.  Internship,  Los  Angeles  County 
General  Hospital,  Los  Angeles,  1950-1951.  Resi- 
dency, Seattle  & Portland  Veterans  Hospitals.  Surg- 
ery. 

One  Temporary  License  was  granted  during  Au- 
gust. It  was  to  Arthur  M.  Palrang,  Caldwell,  gradu- 
ate of  Creighton  University  School  of  Medicine, 
Omaha,  Nebraska,  June,  1958.  Internship,  Mount 
Carmel  Mercy  Hospital,  Detroit,  Michigan,  1958- 
1959.  Residency  Charity  Hospital,  New  Orleans. 
Granted  TL-328  on  August  25,  1964.  Surgery. 

In  addition  to  the  licensure  of  physicians,  the 
Board  met  with  the  Physical  Therapy  Advisory  Com- 
mittee to  consider  the  applicants  for  registration. 

Members  of  the  committee  included  Mr.  J.  Perry 
Silver,  Boise,  Chairman;  Mr.  Douglas  S.  Raymond, 
Idaho  Falls;  and  Mr.  William  R.  Hull,  Pocatello. 

Four  physical  therapists  were  granted  Registra- 
tion Without  Examination  on  the  basis  of  endorse- 
ment by  states  maintaining  standards  comparable  to 
Idaho.  They  were: 

Mrs.  Barbara  M.  Reed,  Grangeville;  Mrs.  Phyllis 
M.  Lomax,  Pullman,  Washington;  Mrs.  Elizabeth  M. 
Price,  Clarkston,  Washington;  and  Miss  Kathern  E. 
Martz,  Horseshoe  Bend. 

The  Board  granted  a temporary  registration  to 
Miss  Martha  M.  Bonin,  Boise,  a foreign  graduate. 
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SPECI A L AR  TICLE 


Strength  in  Unity 

RAYMOND  M.  Me  K E O W N,  M.  D.  Coos  Boy,  Oregon 


The  American  Medical  Association,  founded  in 
1847,  is  117  years  old.  It  has  weathered  many  crises, 
and  has  been  enriched  thereby.  It  will  weather  the 
present,  and  with  thoughtful  planning,  go  on  to 
greater  heights.  Constituted  as  a Federation  of  State 
Medical  Societies  for  the  purpose  of  improvement 
of  the  profession  in  science,  education,  and  charitable 
care,  it  has  no  legislative  powers.  But  through  logic, 
morality,  ethics,  persuasion  and  far  reaching  studies 
in  all  phases  of  the  practice  of  medicine  in  which 
the  AMA  is  engaged,  it  has  come  to  be  accepted 
today  as  the  spokesman  for  American  medicine. 

fragmentation 

The  evolutionary  development  of  specialties  in 
medicine  resulting  from  the  explosive  expansion  of 
human  knowledge,  not  only  in  medicine,  but  also 
to  some  degree  in  all  branches  of  science,  introduced 
within  the  organizational  pattern  of  the  AMA  an 
element  previously  either  non-existent,  or  of  such 
nature  as  not  to  affect  the  proceedings  of  the  parent. 
The  specialities  developed  a variety  of  organizations, 
each  suitable  for  their  own  particular  purposes.  With 
this  it  was  inevitable  that  they  would  develop  their 
own  scientific  programs,  develop  their  own  leaders, 
and  through  a multiplicity  of  means  provide  a round- 
ed professional  life  for  their  specialties. 

The  AMA  was  inevitably  diluted,  fragmented,  and 
splintered  by  the  development  of  these  specialties, 
despite  constant  efforts  to  maintain  the  previous 
status.  This  is  a simplified  statement  of  a rather  long, 
and  at  times,  complex  evolutionary  development  in 
organizational  medicine  in  America.  This  is  the  point 
at  which  we  now  find  our  profession.  That  those 
physicians  who  choose  not  to  specialize  and  who  are 

commonly  known  as  gen- 
eral practitioners,  saw  fit 
to  develop  their  own  na- 
tional organization,  com- 
pleted the  circle. 

As  a result  of  all  this, 
today  the  AMA  can  be 
said  to  be  not  only  a fed- 
eration of  state  medical 
societies,  but  also  an  as- 
sociation of  many  speci- 
alties and  their  societies, 
as  well  as  the  general 
practitioner  and  his  so- 
ciety; all  of  whom  play 
r.  m.  mc  keown,  m.d.  their  respective  parts  in 
our  great  medical  organization.  To  add  further  to 

Dr.  McKeown  is  Secretary-Treasurer  of  AMA  and  Presi- 
dent of  AMA-ERF. 


its  organizational  complexity,  the  AMA  has  addi- 
tional representatives  from  each  medical  department 
of  the  Federal  Government,  such  as  the  Army,  Navy, 
Air  Force,  and  the  Public  Health  Service. 

harmony  not  served 

Specialties  generally  can  be  said  to  have  develop- 
ed since  the  1920’s.  It  is  not  illogical  that  in  the 
1920’s  there  entered  into  matters  of  policy  of  the 
AMA,  an  element  previously  of  no  great  consequence. 
The  specialties  understandably  developed  their  own 
concepts  of  policy  in  relation  to  their  own  separate 
specialties.  No  thinking  person  would  expect  other- 
wise. But  the  introduction  of  this  different  philos- 
ophy has  not  at  all  times  produced  harmony  within 
the  profession. 

The  several  professional  segments  with  their  own 
particular  activities  will  most  likely  find  a common 
interest  within  the  AMA  on  topics  of  concern  to  all 
medicine.  It  is  impossible  to  be  specific,  but  ‘one 
may  prognosticate  that  knowledgeable  leaders  from 
the  various  components  will,  in  due  time,  become 
actively  engaged  in  integrating  all  medicine  into  one 
unified  organization.  Changes  may  occur  to  strength- 
en or  even  replace  procedures  no  longer  effective 
in  this  rapidly  changing  world  about  us.  As  Ed- 
ward D.  Churchill  said,  in  an  excellent  article  on. 
Medical  Wants  and  Needs:  “It  is  man  himself  who 
brings  his  society  into  being  and  preserves  his  right 
to  change.”1 

power  of  the  whole 

The  benefits  and  the  virtues  of  unity  in  an  organi- 
zation of  more  than  200,000  physicians  should  need 
little  discussion.  However,  if  we  turn  back  to  those 
days  when  our  colonies  were  emerging  as  a nation, 
and  spend  a few  moments  looking  once  more  at  a 
series  of  letters  said  to  rank  third  to  the  Declara- 
tion of  Independence,  and  the  Constitution,  we  will 
find  in  The  Federalist  papers  written  by  Hamilton, 
Madison,  and  Jay,  material  on  unity  unequaled  in 
American  political  history.2  As  Washington  said  of 
The  Federalist:  “They  candidly  and  ably  [discuss] 
the  principles  of  freedom.” 

John  Jay,  an  attorney,  in  papers  2 through  5, 
clearly  established  the  necessity  for  unity,  as  well 
as  the  evils  of  disunity,  when  he  wrote: 

One  government  can  harmonize,  assimilate,  and 
protect  the  several  parts  and  members,  and  extend 
the  benefits  of  its  foresight  and  precautions  to  each— 
it  can  apply  the  resources  and  power  of  the  whole 
to  the  defense  of  any  particular  part. 

Read  before  the  Conference  of  Presidents  and  Other 
Officers  of  State  Medical  Associations,  San  Francisco,  Cali- 
fornia. June  21,  1964. 
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Elsewhere  Jay  continued  and  considered  the  pos- 
sibilities of  a divisive  government.  He  wrote: 

Whatever  may  be  our  situation,  whether  firmly 
united  under  one  National  Government  or  split  into 
a number  of  Confederacies,— certain  it  is  that  foreign 
nations  will  act  accordingly— if  they  see  our  people 
free,  contented,  and  united,  they  will  be  more  dis- 
posed to  cultivate  our  friendship  than  provoke  our 
resentment. 

Hamilton  in  letter  9,  writing  on  the  benefits  of 
unity,  said: 

Several  smaller  states  agree  to  become  members  of 
a larger  one— it  is  a kind  of  assemblage  of  societies 
that  constitute  a new  one— capable  of  increasing— 
[the~\  power— and— to  provide  for  the  security  of  the 
united  body. 

protection 

A unified,  harmonious  American  Medical  Asso- 
ciation, as  The  Federalist  so  clearly  stated  years 
ago,  will  provide  our  profession  not  only  with  the 
greatest  possible  protection  from  the  bureaucrats, 
increase  our  stature  and  prestige  among  the  popu- 
lace, but  such  unity  would  protect  the  freedom  and 
happiness  of  each  separate  physician.  Divisiveness 
within  our  profession  will  inevitably  lead,  even  as 
it  did  in  Great  Britain,  to  the  establishment  of  a 
National  Health  Plan,  and  the  sublimation  of  our 
professional  stature  to  the  state.  Students  of  foreign 
governmental  health  plans  are  fully  aware  that  the 
technique  of  governmental  control  of  the  medical 
profession  is  based  on  the  simple  premise  of  divide 
and  conquer. 

One  may  agree  fully  on  the  strength  of  unity,  on 
the  need  for  harmony,  on  the  need  for  national 
policies,  and  most  important,  on  the  need  for  con- 
stant study  of  each  factor  which  may  affect  medical 
practice.  It  is  equally  evident  that  the  group  must 
at  all  times  be  assiduously  attentive  to  its  component 
parts. 

solutions  essential 

There  may  be  occasions  when  the  group  must 
decide  an  issue  in  a manner  not  fully  acceptable  to 
a segment.  Presumably  any  one  of  several  facilities 
presently  existing  within  the  AMA,  or  newly  de- 
veloped structures  of  high  stature,  could  serve  to 
resolve  differences  when  otherwise  apparently  insolv- 
able  situations  arise.  General  policy  and  procedural 
decision  might  possibly  be  developed  occasionally 
which  might  be  difficult  for  particular  segments  to 
accept  wholeheartedly.  Conferences,  mutual  discus- 
sions across  the  table,  various  forms  of  study  pro- 
jects, and  even  arbitration  may  possibly  be  devel- 
oped for  future  organizational  needs.  Publicly  the 
parent  organization,  the  AMA,  must  always  present 
a united,  cohesive  front. 

The  present  national  issue  of  medical  care  for 
the  aged  is  an  excellent  example  of  what  can  be 
done  by  unified  action.  The  medical  profession 
agrees  that  demonstrated  need  is  justification  for 
some  type  of  special  medical  care  planning.  It  cannot 
agree  that  special  medical  care  planning  for  all  aged 
is  either  wise  nor  needed. 


But  despite  the  critical  importance  of  the  present 
battle  over  medical  care  of  the  aged,  what  escapes 
too  many  is  how  and  why  society  got  into  this  posi- 
tion, what  may  be  expected  in  the  future,  and  wheth- 
er any  plan  we  are  able  to  evolve  today  can  antici- 
pate the  medical  demands  of  three  to  five  decades 
from  now. 

urgent  questions 

Again  why  does  society  accept  the  chronological 
date  of  age  65  as  the  date  when  the  worker  is  to  be 
retired,  frequently  receiving  a watch  suitably  en- 
graved, and  sent  home  to  vegetate?  What  have  the 
medical  profession  and  society'  done  to  prepare 
people  for  retirement?  Why  are  not  individuals  re- 
tired physiologically,  biochemically?  Why  not  on 
this  basis  rather  than  that  the  employee  is  aged 
65?  What  will  happen  to  all  these  nice  little  plans 
for  “Fedicare,”  and  such,  when  scientists  can  suc- 
cessfully graft  human  tissues  and  organs  and  further 
increase  longevity?  What  may  eventually  occur 
through  the  amazing  advances  in  genetics  and  bio- 
chemistry? May  we  not  find  life  prolonged  at  least 
to  100  years,  if  not  beyond?  If  life  expectancy  was 
40  to  50  years  in  1900,  and  is  now  67-70,  what  will 
it  be  50  years  from  now?  It  is  no  idle  dream  that 
those  between  the  ages  of  21  and  65  who  are  gain- 
fully employed  may  have  to  carry  an  impossible 
“Fedicare”  load  unless  present  socializing  trends  are 
changed  sharply. 

knowledge  vs.  political  maneuver 

It  is  easy  to  get  impatient  with  the  present  crusad- 
ing, vote  seeking  political  skulldoggery  in  matters 
of  national  health,  but  in  part  at  least,  these  people 
have  been  able  to  compel  our  attention,  even  our 
defense,  and  have  developed  in  the  public  an  interest 
in  some  of  the  issues  involved.  That  these  same 
politicians  most  likely  do  not  even  dream  of  what 
we  know  the  future  will  bring,  can  only  give  us 
in  medicine  further  assurance  that  physicians  and 
physicians  alone  understand  the  great  breadth  and 
depth  of  these  issues.  We  in  medicine  can  see  the 
sociological  effects  of  greater  fetal  salvage  of  the 
genetically  unsound,  and  we  are  aware  of  the  strong 
possibility  of  further  increases  in  human  longevity 
and  the  possible  effects  on  the  “Fedicare”  of  the 
future.  The  medical  care  plans  so  far  proposed  by  the 
politicians  compound  medical  care  for  the  aged  and 
settle  nothing  finally. 

strength  in  unity 

A unified  medical  profession  characterized  by  high 
ethics,  definite  purposes,  adequate  provision  for  in- 
dividual and  collective  professional  protection  based 
squarely  on  demonstrated  professional  competency, 
and  engaged  in  a program  of  continued  education  of 
its  members  will  have  sufficient  strength  in  its  unity 
to  defend  itself  successfully  from  the  whimsies  of 
erratic  liberals. 

The  great  value  of  unity  was  clearly  shown  to 
thousands  in  the  recent  Alaskan  earthquake.  Through 
all  means  of  communication,  warnings  had  been 
spread  the  length  of  the  Pacific  Coast.  We  were 
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fully  advised  on  the  huge  20  to  40-foot  tidal  wave 
traveling  at  some  400  to  500  miles  an  hour  from 
the  site  of  the  Alaskan  quake  down  the  Pacific 
Coast.  Climbing  a high  hill  west  of  my  home,  I 
thought  I might  see  this  devastating  wave  as  it  passed 
by.  The  bright  moon  clearly  outlined  the  beach  to 
the  west  across  the  intervening  sand  dunes.  Sud- 
denly from  the  Northwest  could  be  seen  the  rapidly 

! moving  high  wall  of  water,  sweeping  down  the  beach 
from  north  to  south.  Loose  logs  and  huge  stumps 
lying  on  the  beach  for  many  years  were  lifted  high 
in  the  air  and  cast  aside.  Dramatic  and  awesome  as 
the  powers  of  nature  showed  themselves  to  be  in  just 
a few  seconds,  one  had  the  comfort  of  knowing 
that  through  a strongly  unified  alert  system  all  pos- 
sible efforts  had  been  made  to  protect  life  and  prop- 
erty up  and  down  the  Pacific  Coast. 

We  saw  with  great  clarity  the  benefits  of  unity 
in  the  protection  of  our  people  along  the  Pacific 
slope  from  the  Alaskan  tidal  wave.  We  can  see  with 
even  greater  clarity  the  dangers  inherent  in  the 
efforts  of  some  bureaucrats  to  discredit  our  profes- 
sion and  the  AMA.  What  escapes  these  dispensers 
of  doubt  and  suspicion  are  that  physicians  have  been 
unbelievably  successful  in  applying  scientific  ad- 
vances to  the  medical  care  of  their  patients.  The 
results  have  been  startling,  not  only  has  human  life 
been  prolonged,  but  disease  after  disease  has  been 
brought  under  control. 

victims  of  our  own  success 

Advances  in  the  scientific  evaluation  and  appli- 
cation of  human  nutrition  have  materially  improved 
the  health  of  man;  advances  in  surgery  approach 
the  fantasies  of  science  fiction.  Surgery  on  the  brain, 
the  lung,  the  heart,  and  the  peripheral  vascular  sys- 
tem have  been  so  unprecedented  as  to  stagger  under- 
standing. The  possibility  that  leukemia  will  be 
brought  under  control  through  advances  in  virology 
has  and  will  give  additional  hope  to  thousands.  One 
could  relate  in  detail,  page  upon  page,  even  volume 
upon  volume  of  the  scientific  advances  and  their 
application  to  improved  medical  care. 

The  bureaucrats  are  not  only  completely  wrong 
in  their  ridiculous  charges  against  our  profession, 
but  the  reverse  of  what  they  contend  is  true.  Medi- 
cine has  moved  forward  so  rapidly  and  so  success- 


fully that  we  are  unwitting  victims  of  our  own  suc- 
cesses. It  is  not  our  failure  at  issue,  but  society’s. 
What  failure  may  exist  does  not  exist  in  medical 
care  itself,  but  in  the  realms  of  the  socio-economics 
of  medical  care. 

Through  the  well  programmed  approach  of  all 
medicine  as  a unified  dedicated  profession,  there 
will  need  be  no  doubt  of  the  final  successes.  The 
responsibility  for  this  is  ours  in  so  far  as  it  concerns 
medical  care.  The  responsibility  is  not,  and  never 
has  been,  that  of  the  bureaucrats. 

The  medical  profession,  through  organizational 
unity,  must  thoroughly  inform  and  advise  the  public 
it  serves,  not  only  of  what  it  has  accomplished,  but 
of  what  it  proposes  to  further  accomplish,  and  by 
what  socio-economic  means.  Each  component  of 
medical  care  must  work  in  close  liaison  with  all 
others  to  the  end  that  harmony  exists  and  a well  inte- 
grated pattern  of  health  care  is  made  available. 

These  are  indeed  troubled  and  trying  times. 
Humanity  has  passed  through  many  ages  not  unlike 
the  present.  With  each  time  of  trial,  mankind  has 
emerged,  like  the  Phoenix,  better  and  greater.  Man 
stands  today  on  the  threshold  of  unbelievable  great- 
ness. Before  us  lie  vistas  so  promising,  so  full  of 
hope,  and  so  full  of  great  promise,  that  even  the  in- 
tellectual geniuses  have  questioned  our  ability  to 
comprehend  the  future.  In  this  changing  pattern 
of  society,  a highly  unified  medical  profession  can 
and  will  play  an  even  greater  part  in  bringing  addi- 
tional health  and  happiness  to  our  fellow  man.  As 
John  Donne  said  many  years  ago,  “No  man  is  an 
island,  entire  of  itself.”  We  in  medicine  are  aware 
we  are  not  entire  of  ourselves.  We  live  to  serve  man- 
kind. Let  us  serve  them  long  and  well  through 
greater  unity,  greater  mutual  respect,  and  greater 
faith  in  our  own  goals  and  the  purposes  of  life 
on  this  earth.  ■ 

510  Hall  Building  (97420) 
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This  is  Hal  Burke. 

He  would  like  to  be  more  aggressive  on  his  job, 
play  ball  with  his  son,  repair  his  house  and  breathe  freely. 

He  can’t.  He’s  an  asthmatic. 


With  Neothylline®  (dyphylline)  Elixir  at  least  he  can 
breathe  more  easily.  It  quickly  restores  free  breathing 
through  its  effective  bronchodilating  action,  and  re- 
lieves the  distress  and  anxiety  caused  by  an  attack. 
Marked  relief  of  asthmatic  symptoms  is  obtained  with 
virtually  no  gastrointestinal  side  effects.  The  reason  is 
simply  this  — Neothylline  (dyphylline),  the  first  stable, 
soluble,  neutral  derivative  of  theophylline,  is  not  hy- 
drolyzed by  gastric  acid  to  form  irritating  precipitates. 
Clinical  safety  and  effectiveness  make  it  the  ideal  prep- 
aration for  therapeutic  as  well  as  prolonged  prophy- 
lactic use. 


Headache,  insomnia  or  nausea  rarely  occur.  Use  with 
caution  in  hyperthyroidism,  severe  myocardial  damage, 
renal  or  hepatic  disease  and  glaucoma.  Contraindi- 
cated in  acute  myocardial  infarction.  One  tablespoon- 
ful (15  ml.)  contains  160  mg.  Neothylline  (dyphylline), 
10%  glycerin  and  18%  alcohol.  Children:  One-half  tea- 
spoonful per  10  pounds  of  body  weight  per  day  in  3 or 
4 divided  doses.  Adults:  One  tablespoonful  3 or  4 times 
a day.  Available  in  pints  and  gallons. 

Caution:  Federal  law  prohibits  dispensing  without  pre- 
scription. 


Neothylline  (dyphylline)  Elixir 

HAACK  LABORATORIES,  INC.,  Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


S.  PAT.  NO.  2,575.344 


MADE  IN  U.S 


WASHINGTON 


Washington  State  Medical  Association  — 1309  seventh  avenue,  Seattle  1, Washington 

president  Robert  B.  Hunter,  M.D.,  Sedro  Woolley 
secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  13  - 16,  1964,  Seattle 


Strauss  lecture 

When  the  Department  of  Surgery  of  the  Uni- 
versity of  Washington  School  of  Medicine  presents 
the  Fifteenth  Annual  Strauss  Lecture  on  Friday, 
October  16,  1964  at  8:15  p.m.,  in  the  Health  Sciences 
Auditorium,  Mark  M.  Ravitch,  will  lecture  on  Land- 
marks in  Pediatric  Surgery. 

Dr.  Ravitch,  who  is  Surgeon-in-Chief  of  the  Balti- 
more City  Hospitals  and  is  Associate  Professor  of 
Surgery  at  Johns  Hopkins  University,  is  a general 
and  thoracic  surgeon.  His  work  with  chest  deformi- 
ties in  pediatric  surgery  is  world  renowned. 

The  continuing  Strauss  Lectureship,  reflecting  the 
character  of  its  sponsor,  has  been  made  possible  by 
the  generosity  and  devotion  of  a University  of  Wash- 
ington alumnus,  Dr.  Alfred  A.  Strauss,  who  is  well 
remembered  for  his  influence  and  interest  in  the 
founding  of  the  School  of  Medicine  at  the  University 
of  Washington. 


WAGP 

At  the  last  annual  meeting  of  the  Washington 
Academy  of  General  Practice  held  in  Tacoma,  Rich- 
ard A.  Stiles  of  Yakima  was  elected  President; 
Elmer  W.  Wahlberg  of  Tacoma  was  elected 
President-Elect;  John  E.  Gahringer,  Jr.,  Wenatchee, 
was  elected  Vice-President;  and  Helene  M.  Temple- 
ton, Seattle,  was  elected  Secretary-Treasurer  (two 
year  term ) . 

The  next  annual  scientific  session  will  be  held 
May  13-15,  1965  in  Yakima;  and  hotel  headquarters 
will  be  the  Hotel  Chinook.  Stanley  Coffin,  Yakima, 
and  Robert  Thomas,  Harrah,  will  be  co-chairmen  for 
the  annual  meeting. 

The  Academy  annually  awards  two  prizes  of 
$200  each  to  a member  of  WAGP  who  is  judged 
to  have  the  best  scientific  exhibit  at  the  annual 
meeting  and  to  the  member  judged  to  have  the  best 


scientific  paper  published  in  a national  or  state  medi- 
cal journal  during  the  year.  Additional  details  may 
be  obtained  from  the  Executive  Secretary,  Mr. 
Walter  A.  Lapsley,  10003  S.E.  Evergreen  Highway, 
Vancouver,  Washington. 

1.  M.  Dalla  Valle  Award 


SHERMAN  S.  PINTO,  M.D. 


The  Pacific  Northwest  Section  of  the  American 
Industrial  Hygiene  Association  honored  in  August 
Sherman  S.  Pinto,  Medical  Director  and  plant  physi- 
cian of  the  American  Smelting  and  Refining  Com- 
pany at  Tacoma,  for  achievements  in  occupational 
health. 

The  Dalla  Valle  award  is  presented  each  year  by 
the  Pacific  Northwest  Section  of  the  AIHA  to  an 
individual  or  group  of  individuals  who  have  contri- 
buted significantly  to  the  cause  of  industrial  health 
during  the  preceding  year  or  years. 

Dr.  Pinto  was  cited  for  his  work  in  developing 
the  well-rounded  industrial  hygiene  and  medical  pro- 
gram for  the  American  Smelting  and  Refining  Com- 
pany. 
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emotional  disorders  symposium 

Current  concepts  of  emotional  disorders  will  be 
the  subject  of  a symposium  to  be  given  by  the 
King  County  Academy  of  General  Practice  on  Thurs- 
day, October  8 at  the  Olympic  Hotel. 

Guest  speakers  for  the  event  are:  Burton  Calm, 
M.D.,  University  of  Pennsylvania  Medical  School, 
Consulting  Psychiatrist,  City  of  Philadelphia,  Phila- 
delphia, Pennsylvania,  who  will  speak  on  Recogni- 
tion and  Treatment;  Thomas  Detre,  M.D.,  Director, 
Inpatient  Psychiatric  Services,  Yale  Medical  Center, 
New  Haven,  Connecticut,  whose  topic  is  A Useful 
Guide  in  the  Classification  of  Psychotropic  Drugs; 
Paul  E.  Feldman,  M.D.,  Director,  Research  and 
Education,  Topeka  State  Hospital,  Topeka,  Kansas, 
speaking  on  The  Masks  of  Depression;  Martin  D. 
Kissen,  M.D.,  Clinical  Director,  Institute  for  Alco- 
holism and  Narcotics  Addiction,  St.  Luke’s  Hos- 
pital,  Philadelphia,  Pennsylvania,  Recognition  and 
Treatment  of  Alcoholism;  Donald  R.  Smith,  M.D., 
Chairman,  Department  of  Urology,  University  of 
California  School  of  Medicine,  San  Francisco,  Cali- 
fornia, to  relate  Emotional  Aspects  of  Urology; 
Howard  E.  Tiektin,  M.D.,  Chief  Medical  Officer, 
The  George  Washington  University,  Medical  Divi- 
sion, D.C.,  General  Hospital,  Washington,  D.C., 
Functional  Disorders. 


Miss  Abigail  Van  Buren  is  slated  as  the  luncheon 
speaker. 

U.  of  W.  courses  scheduled 

The  University  of  Washington  Continuing  Medi- 
cal Education  Division  is  giving  two  courses  in 
October.  The  first  is  a symposium  for  x-ray  technicians 
called  Current  Trends  in  Radiology,  October  10-11, 
and  the  second  is  Office  Diagnostic  Procedures, 
October  23-24.  The  fees  for  the  courses  are  $20  and 
$40  respectively.  For  further  information,  write  to 
Mrs.  Alice  Steen,  Administrative  Assistant,  Division 
of  Continuing  Medical  Education,  University  of 
Washington  School  of  Medicine,  Seattle,  Washing- 
ton 98105. 

OBITUARIES 

dr.  iiahold  CLAYBERG  of  Tacoma  died  May  26 
of  cerebral  thrombosis.  He  was  72.  His  degree  was 
granted  by  the  University  of  Illinois  College  of 
Medicine  in  1928.  He  teas  a veteran  of  World 
War  II. 

dr.  ottar  arlnjot  thomle  died  in  Everett  on 
May  6 of  coronary  thrombosis  and  arteriosclerosis. 
In  1914  he  was  awarded  his  degree  by  the  University 
of  British  Columbia  Faculty  of  Medicine,  he  teas 
licensed  the  same  year.  Dr.  Thomle  was  81. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 

A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 

7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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Neuroses 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

HENRY  COE, 

Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


MOKNINGSIDE 

HOSPITAL 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


irmyxin  B - 

Antibiotic  Qirm 

«k«  in  the  pfMd 
Afliottt  in  minor  ttflfcl 


USE  ‘POLYSPORIN’L 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


I 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC., Tuckahoe, N.Y. 
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Occupational  dermatitis  is  a major  economic,  as  well  as  medical,  problem.  It  has  been 
estimated  that  affections  of  the  skin  constitute  about  60%  of  all  medical  diseases  which  arc 
reported  to  compensation  boards  in  this  country,  and  that  10%  of  all  dermatoses  in  the 
general  population  are  of  industrial  origin -1  The  monetary  loss  resulting  from  occupational 
dermatoses  is  reported  to  amount  to  approximately  100  million  dollars  a year.2 

Every  contactant  in  a patient’s  environment  must  be  considered  a possible  irritant  or 
sensitizer ; however,  regardless  of  the  etiology  of  this  disease  category,  the  need  for 
immediate  symptomatic  relief  is  essential.  Synalar  (fluocinolone  acetonide)  has  been 
documented  as  97%  effective  in  the  management  and  control  of  contact  dermatitis. 


1.  Pillsbury,  D.  M.,  et  al,  in  collaboration  with  Samitz,  M.  H.,  Dermatology,  W.  B.  Saunders  Company,  Philadelphia,  1960,  p.  1263. 
2.  Kanof,  N.  B.:  Permanent  Disability  from  Industrial  Dermatitis,  Arch  Environ  Health  4:622,  1962. 


Synalar  (fluocinolone  acetonide)  97%  Effective  in  Contact  Dermatitis 
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provide  your  patients 
with  comfort  after  contact 

For  rapid  and  reliable  reversal  of  the  pruritus 
and  inflammation  of  contact  dermatitis,  pre- 
scribe Synalar  (fluocinolone  acetonide),  the 
topical  corticosteroid  that  is  replacing  hydro- 
cortisone in  the  management  of  inflammatory 
dermatoses. 

Documented  results  show  that  this  unique 
agent  is  highly  effective  in  treating  contact 
dermatitis,  rapidly  relieves  pruritus  and  in- 
flammation, is  nonsensitizing,  and  is  econom- 
ical because  less  medication  is  required  to 
rapidly  achieve  optimum  results. 


AVAILABLE:  For  initiation  of  therapy — Cream  0.025%,  5 and 
15  gm.  tubes.  For  maintenance  therapy — Cream  0.01%,  45  gm. 
tubes.  For  emollient  effect  — Ointment  0.025%,  15  gm.  tubes. 
For  infected  dermatoses — Neo-Synalar®  (0.025%  fluocinolone 
acetonide,  0.5%  neomycin  sulfate)  Cream,  5 and  15  gm.  tubes. 
PRECAUTIONS : Synalar  (fluocinolone  acetonide)  preparations 
are  virtually  nonsensitizing  and  nonirritating.  Neomycin  rarely 
produces  allergic  reactions.  As  with  all  antibiotics,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms;  if 
this  occurs,  appropriate  therapy  should  be  instituted.  Although 
side  effects  are  not  ordinarily  encountered  with  topically  applied 
corticosteroids,  as  with  all  drugs,  a few  patients  may  react  un- 
favorably. Where  there  is  systemic  infection  or  severe  local 
infection,  systemic  antibiotics  should  be  considered,  based  on 
susceptibility  testing.  CONTRAINDICATIONS:  Tuberculous, 
fungal,  and  most  viral  „ s„r0,d  from 

lesions  of  the  skin  (in- 
cluding herpes  simplex, 
vaccinia,  and  varicella). 
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of  Proctology',  Sansum  Medical  Clinic.  Santa  Barbara, 
California:  Attending  Surgeon,  Division  of  Surgery,  Santa 
Barbara  Cottage  Hospital;  Formerly  Assistant  Professor 
of  Surgery,  Northwestern  University  Medical  School.  323 
pp.  Illustrated.  Price  $8.50.  W.  B.  Saunders  Company,  Phil- 
adelphia, 1964. 

Activities  of  surgical  consultants,  Vol.  2.  Prepared  and 
published  under  the  direction  of  Lieutenant  General 
Leonard  D.  Heaton.  The  Surgeon  General,  United  States 
Army.  Editor  in  Chief,  Colonel  John  Boyd  Coates,  Jr., 
M.C..  U.S. A.  Editor  for  Activities  of  Surgical  Consultants, 
B.  Noland  Carter,  M.D.  1062  pp.  Illustrated.  Price  $8.50. 
Department  of  the  Army,  Washington.  D C.,  1964. 

Diet  and  bodily'  constitution.  Edited  by  G.  E.  W.  Wolsten- 
holme,  O.B.E.,  M.A.,  M.B.,  M.R.C.P..  and  Maeve  O’Connor, 
B.A.  Ciba  Foundation  Study  Group,  No.  17.  120  pp.  Illus- 
trated. Price  $2.95.  Little,  Brown  and  Company,  Boston. 
1964. 

Cardiac  pacemakers.  Edited  by  Harold  E.  Whipple.  William 
W.  L.  Glenn.  Consulting  Editor.  Pages  815-1117.  Illustrated. 
Price  $7.00.  New  York  Academy  of  Sciences,  1964. 

Veterinary  toxicology.  Edited  by  Harold  E.  Whipple,  Con- 
sulting Editor,  Karl  L.  Gabriel.  Pages  561-793.  Illustrated. 
Price  $5.00.  New  York  Academy'  of  Sciences,  1964. 

Anxiety  and  tension  control.  A physiologic  approach.  By 
Edmund  Jacobson,  M.D..  LID.,  Ph  D.,  F.A.C.P..  Director, 
Laboratory  for  Clinical  Physiology,  Chicago,  and  the 
Jacobson  Clinic,  formerly  Research  Associate,  Assistant 
Professor  of  Physiology'  (1926-1936).  University  of  Chicago; 
Formerly  Associate  Attending  Physician  (Medicine), 
Michael  Reese  Hospital.,  216  pp.  Illustrated.  Price  $9.00.  J. 
B.  Lippincott  Company,  Philadelphia,  1964. 

Nutrition,  exercise  and  body  composition.  By  Ernst  Jokl, 
M.D..  Professor  of  Pediatrics.  Karolinska  Institutet;  Co- 
Illustrated.  Price  $5.75.  Charles  C Thomas,  Springfield, 
Illinois,  1964. 

Human  foetal  and  neonatal  circulation.  By  John  Lind, 
M.D..  Professor  of  Paediatrics,  Karolinska  Institutet;  Co- 
Director,  Wenner-Gren  Research  Laboratory,  Stockholm, 
Sweden.  Leo  Stern.  M.D.,  Demonstrator  in  Paediatrics, 
McGill  University,  Montreal,  Quebec,  Canada;  Formerly 
Research  Associate,  Wenner-Gren  Research  Laboratory. 
Stockholm.  Sweden.  Formerly  Professor  of  Radiology,  The 
University  Hospital,  Turku.  Finland.  54  pp.  Illustrated. 
Price  $5.95.  Charles  C Thomas,  Springfield,  Illinois,  1964. 

Hippocrates,  The  theory  and  practice  of  medicine.  Intro- 
duction by  Emerson  Crosby  Kelly,  M.D.  Practicing  Sur- 
geon, Albany,  New  York,  374  pp.  Plates.  Price  $7.50. 
Philosophical  Library,  New  York,  1964. 
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You  can’t  get  oranges  from  a cardboard  tree 


Hie  only  replacement  for  a glass  of 
nge  juice  is  a second  glass  of  orange 
e.  You  can  no  more  get  the  nutritive 
iefits  of  natural  orange  juice  from  an 
tation  drink  than  you  can  grow 
nges  on  a cardboard  tree. 
iTake,  for  instance,  the  matter  of  man's 
tabolic  system.  Nature  has  spent 
■usands  of  years  adapting  man’s 
tabolism  so  that  he  can  get  the  most 
irishment  possible  from  natural  foods, 
es  it  seem  likely  that  in  a decade 
two  laboratory  technicians  can  con- 


coct a drink  equally  nutritious  to  man? 
When  many  of  us  were  born,  Vitamin  C 
hadn't  even  been  discovered,  and  it’s 
but  one  of  the  valuable  ingredients  in 
natural  juice. 

Or,  take  the  matter  of  flavor.  You 
can't  deny  that  nothing  tastes  quite  as 
good  as  fresh  orange  juice.  Do  the  essen- 
tials that  make  this  difference  in  taste 
also  promote  the  ultimate  utilization  of 
sugars  and  enzymes  by  the  body? 

Certainly,  for  quality,  Florida  citrus 
fruits  and  juices  are  unrivaled.  Not  a 


single  box  of  oranges  or  frozen  concen- 
trate leaves  our  state  until  it  meets  rigid 
standards  of  quality.  The  fruit  must  ma- 
ture on  the  tree,  and  it  must  have  a 
specific  ratio  of  fruit  sugars  to  acid  to 
assure  that  prized  tart-sweet  flavor.  Or- 
anges are  then  processed  so  that  98%  of 
the  natural  vitamin  C content  is  retained 
in  both  the  frozen  and  canned  juice. 

Doesn't  it  make  good  sense  to  reach  for 
some  real  orange  juice  from  Florida,  your- 
self...and  not  be  content  with  anything 
less  for  your  patients? 


©Flo^Ja  Citrus  Commission,  Lakeland,  Florida 


why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 

Because  it  has  up  to  3!/z  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding... all  providing  rapid,  higher  and  sustained /nv/Vo  activity  with 
as  much  as  2 days’  extra  activity. 


I )I  X IX)MY<  I N 

DEMETHYLCHLORTETRACYCLINE  HC1 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7516  3 
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ANOTHER  FIRST 

from  The  American 
Tobacco  Company 


MODERN  CIGARETTES 


ANALYSES  OF  THE  SMOKE  OF  SAMPLES  OF  MONTCLAIR  CIGA- 
RETTES  ARE  MADE  PERIODICALLY  BY  AN  INDEPEND- 
ENT RESEARCH  LABORATORY.  ANALYSES  DURING  THE 
MOST  RECENT  TEST  PERIOD  PRIOR  TO  THE  MANUFAC- 
TURE OF  THE  CIGARETTES  IN  THIS  PACKAGE  AVERAGED: 

"TAR-*  5.2  MG.  . PER  CIGARETTE 

NICOTINE  0:5  MG. PER  CIGARETTE 

•SMOKE  COMPONENTS  COMMONLY 
BUT  INACCURATELY  CALLED  "TAR’\ 


FIRST 

a 

With  A Charcoal-Menthol  Filter! 

FIRST 

Menthol  With  “Tar”  And 
Nicotine  Test  Results 
On  The  Pack! 


SMOKE  MONTCLAIR! 

The  Menthol  Is  In  The 
Charcoal-Menthol  Filter.  Just 
Enough  In  Every  Puff  Makes 
Every  Puff  A Pleasure! 
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from  the  1963 


nationwide 


survey  of  antibiotics 


FROM  66  HOSPITALS... 


FIVE  LEADING  ANTIBIOTICS  COMPARED  I 
VITRO  AGAINST  CLINICAL  ISOLATES  FROl 


EAR,  NOSE, THROAT  AND  RESPIRATORY  TRAC 


TAO 


(triacetyloleandomycin) 


CHLORAMPHENICOL 

ERYTHROMYCIN 

TETRACYCLINE 

PENICILLIN 


90 


Results  from  overt  clinical  infections  isolated  from  ear,  nose,  throat  and  respiratory  tract.  Percentage  of  cultures 

reported  susceptible  in  3,643  clinical  isolates  of  staphylococci  (1610),  streptococci  (beta-hemolytic)  (957),  pneumococci  (1010),  and  enterococci  (66). 


IOC 


Indications:  The  bacterial  spectrum  for  which  tao  (triacetyloleandomycin)  pri- 
marily is  effective  includes  staphylococci,  streptococci,  pneumococci  and  gono- 
cocci. It  is  recommended  for  acute  severe  infections  where  adequate  sensitivity 
testing  has  demonstrated  susceptibility  to  this  antibiotic.  It  has  been  shown  to  be 
particularly  effective  in  acute,  severe  infections  of  the  respiratory  tract,  bones 
and  joints,  genitourinary  tract  and  in  staphylococcal  enterocolitis.  It  is  not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious  processes  which  may 
require  more  than  10  days  continuous  therapy.  In  view  of  the  possible  hepato- 
toxicity  of  this  drug,  when  therapy  beyond  10  days  proves  necessary,  other  less 
toxic  agents,  of  course,  should  be  used  unless  the  organism  is  resistant  to  those 
agents,  or  in  those  cases  where  hypersensitivity  precludes  their  use.  If  clinical 
judgment  dictates  continuation  of  therapy  for  longer  periods,  serial  monitoring 
of  liver  profile  is  recommended,  including  BSP,  transaminase  (SGOT)  and  ceph- 
alin  flocculation  tests. 

Precautions  and  side  effects:  Use  of  this  drug  may  produce  alterations  in  liver  func- 
tion tests  and  jaundice.  Clinical  experience  available  thus  far  indicates  that  these 
liver  changes  were  reversible  following  discontinuation  of  the  drug.  A review  of 
studies  by  several  independent  investigators  and  reports  from  practicing  physi- 
cians indicate  that  liver  function  abnormalities  may  occur  in  a significant  number 
of  patients  following  two  weeks  or  more  of  continuous  therapy  with  triacetyl- 
oleandomycin at  1.0  gram  per  day  in  divided  doses.  Clinical  symptomatology,  in- 
cluding jaundice,  has  been  observed  infrequently  in  these  individuals.  The  drug 
is  not  recommended  for  subjects  who  have  shown  abnormal  liver  function  tests 
or  hepatotoxic  reactions  to  it.  Based  upon  the  use  of  this  drug  over  a period  ex- 
ceeding 5 years,  the  incidence  of  jaundice  considering  all  reports  referable  to 
this  effect  is  6.3  per  million  courses  of  therapy.  When  only  those  which  definitely 
can  be  related  to  this  drug  are  equated  to  usage,  the  incidence  is  1.8  per  million 
courses  of  treatment. 

Although  reactions  of  an  allergic  nature  due  to  this  drug  are  infrequent  and 
seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions. 

References:  1.  Isenberg,  Henry  D.,  Ph.D.:  Scientific  Exhibit  presented  at  the  meet- 
ing of  the  American  Medical  Association,  Atlantic  City,  New  Jersey,  June  16-20, 
1963.  2.  Shubin,  H.  et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (March)  1959. 


The  1963  antibiotics  survey  provides  a nationwide  comparison  of  microbia 
ceptibility  to  5 leading  antibiotics.  In  all,  susceptibility  results  of  9,331  cul 
were  obtained  from  66  hospitals  in  26  states.  Results  were  analyzed  and  tabu 
by  electronic  data  processing  equipment. 

By  this  method,  analysis  of  results  in  clinical  isolates  from  ear,  nose,  t 
and  respiratory  tract  were  determined.  These  in  vitro  findings  indicate  the 
all  superiority  of  tao  (triacetyloleandomycin)  over  other  leading  antibioti 
these  common  infections. 

Clinical  reports  confirm  its  usefulness.  As  an  example,  Shubin2  found  th 
129  patients  with  upper  or  lower  respiratory  infections  treated  with  tao  (tri 
yloleandomycin),  120  had  a good  response.  A "good”  response  generally  she 
"reduction  in  temperature  and  toxicity  within  48  hours  after  initiation  of  thei 
with  subsequent  clinical  and  bacteriological  cure  of  infection.” 


TAO' 

(triacetyloleandomycir 

Available  as:  Capsules  (250  mg.;  125  mg.) 

Ready-Mixed  Oral  Suspension  (raspberry-flavored,  125  mg./5cc.) 
Pediatric  Drops  (100  mg./cc.)/Parenteral  (as  oleandomycin  phospha 

New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  I 
Science  for  the  World's  Well-Being® 

when  a high-potency  nutritional  supplement  is  required,  recommend 
VITERRA®  Therapeutic. 


rrr  s j 


results  from  ear  infections 

TAO 

(triacetyloleandomycin). . 93.1% 

J CHLORAMPHENICOL . . 92.8% 

ERYTHROMYCIN 92.4% 

TETRACYCLINE 79.7% 

PENICILLIN 62.5% 


esults  from  nose/throat 
infections 


TAO 

'triacetyloleandomycin)..  92.9% 
HLORAMPHENICOL . . 91.4% 


RYTHROMYCIf 

rETRACYCLINE 

PENICILLIN.... 


88.9% 

72.0% 

67.3% 


results  from 

respiratory  tract  infections 

TAO 

(triacetyloleandomycin)..  91.9% 
CHLORAMPHENICOL..  85.3% 

ERYTHROMYCIN 82.8% 

TETRACYCLINE 69.7% 

PENICILLIN 65.2% 


RECOGNIZE 
THIS  PATIENT? 


I . A 


^ ^ I can’t  cope  any  more  . . . the  kids 
drive  me  crazy.  I worry  about  every- 
thing... feel  exhausted  all  the  time.  55 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.+  benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 


CD- 793 


WALLACE  LABORATORIES/  Cranbury,  N.  J. 
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PROFESSIONAL  classified 


Practice  Opportunities 

PRACTICE  UNDERWRITING  PLAN 

Unusual  opportunity  for  physician  desiring  to  estab- 
lish practice  in  Portland  metropolitan  area.  Client 
will  construct  clinic  for  lease  with  option  to  pur- 
chase, defer  1st  year  rental,  underwrite  equipment 
and  furnishings,  make  $5,000  operating  capital  loan 
without  interest  to  assist  physician  in  establishing 
practice.  Hal  S.  Whiteside  Associates,  233  S.W. 
Front  Ave.,  Portland,  Oregon,  97204,  phone  code 
503,  227-2772. 

LOCUM  TENENS  WANTED 

Terms  to  be  arranged.  Write  E.  F.  Leibold,  M.D., 
Box  368,  Forks,  Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

GENERAL  PRACTITIONER-WANTED 

Two-man  partnership  needs  associate  for  very  busy 
office.  Excellent  opportunity  for  one  with  residency 
in  surgery.  Greater  Seattle  area  with  choice  of  hos- 
pital facilities.  Write  Box  41-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

GP  WANTED,  SEKIU,  WASH. 

Growing  community  with  stable  economic  base  of 
permanent  forest  products  industry,  supplemented 
with  tourist  resorts,  commercial  and  sports  fishing 
and  military  installations.  Area  has  2500  people  with 
tourist  population  in  summer  of  approx.  2000  a day. 
Possibility  of  U.S.P.H.S.  contracts  involving  Makah 
Indian  Reservation,  military  installations  and  other 
public  agencies.  A 24-bed  hospital  32  miles  away  at 
Forks  and  60-bed  hospital  52  miles  away  at  Port 
Angeles.  Liberal  loan  terms  available  with  possibil- 
ity, if  desired  of  new  clinic  being  built  with  option 
to  buy  or  lease.  Excellent  recreation  including  un- 
excelled salmon  and  steelhead  fishing  and  hunting. 
For  further  information  contact  Mr.  Ernest  Borde, 
druggist.  Box  76,  Clallam  Bay,  Wash.,  phone  collect 
WO  3-2441. 

PRACTICE  OPPORTUNITY-SEATTLE 

Physician  to  take  over  well-established  practice 
limited  to  diagnosis,  industrial  work  and  major  sur- 
gery. Located  in  downtown  area.  Write  Box  39-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 


Locations  Desired 

INTERNIST  DESIRES  ASSOCIATION 

Will  complete  residency  July,  1965.  Desire  group 
practice  or  association.  Married,  Army  completed, 
University  trained.  Write  Box  1-B,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle;  Wash. 


Office  Space 

GENERAL  PRACTITIONER  WANTED-LACEY,  WASH. 

Space  available  and  ready  for  occupancy  in  new  air- 
conditioned  building.  Private  reception  room,  3 
exam,  rooms,  lab,  and  private  lavatory,  office  and 
business  office.  Ample  parking.  Two  dentists  occupy 
rest  of  building.  Area  one  of  the  fastest  growing  in 
Northwest.  Write  Mr.  T.  R.  Sauls,  Rt.  10,  Box 
562,  Olympia,  Wash. 

MEDICAL  OFFICE  FIRST  HILL— SEATTLE 

For  rent  a fully-equipped  office  with  an  adjoining 
examining  room  available.  This  includes  a recep- 
tionist-typist and  a convenient  near-by  parking  area 
for  patients.  Call  EA  2-5966. 

MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 

SPACIOUS  AIR-CONDITIONED  OFFICE,  EUGENE 

Located  in  growing  residential  area.  Home  of  the 
University  of  Oregon.  Very  reasonable  lease.  Will 
sell  practice  for  value  of  equipment.  Suitable  for 
GP,  pediatrician  or  internist.  L.  E.  Trombley,  M.D., 
1027  River  Road,  Eugene,  Oregon. 

LARGE  MEDICAL  OFFICES-TACOMA 

Pacific  Professional  Center,  8641  Pacific  Avenue. 
New,  will  complete  to  specifications.  Liberal  lease 
arrangements.  Call  LE  7-5434  or  write  Mr.  Lawrence 
Bayer,  12229  W.  Pipeline  Road,  Tacoma,  Wash. 

FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Physician  suite  of  800  sq.  ft.  Adequate  facilities  and 
plumbing.  If  desired  will  remodel  to  needs.  Ample 
parking.  Rent  to  be  negotiated.  Contact  Wm.  Tara- 
day,  D.D.S.,  EA  5-4343. 
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SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT 

In  building  with  2 dentists,  near  Northgate.  Reason- 
able rent.  Call  EM  3-0363,  Seattle. 

SPACE  AVAILABLE— EDMONDS,  WASH. 

Attractive  new  Medical-Central  Building  near  Stev- 
ens Hospital.  Reasonable  rent.  PR  8-4333  or  PR 
8-2205. 

COMMUNITY  NEEDS  PHYSICIAN 

Investor  and  location  available  for  clinic  in 
N.E.  Pierce  County,  Wn.,  town  and  area  of  5,500 
not  now  served.  Messrs.  Di  Martino,  De  Lauro, 
Southgate  Realty,  15525  - 1st  So.,  Seattle  66,  CH 
4-6600. 

NEW  MEDICAL-DENTAL  CLINIC  SOUTH  EVERETT 


PROFEX  X-RAY  WITH  ACCESSORIES 

BMR,  EKG,  Medco-Sonolator,  4-piece  wood  exam 
furniture.  Accept  reasonable  offer.  Write  Dr.  Han- 
son, Palouse,  Wash. 

Real  Estate 

320  ACRE  INVESTMENT 

Change  of  climate?  320  acres  of  “arthritis  repellent” 
climate  between  Cle  Elum  and  Easton,  Wn.,  with 
over  2,000  feet  of  Yakima  River  frontage.  Access  to 
Highway  10.  This  property  has  springs,  creek,  ponds 
and  an  altitude  of  approximately  2,500  ft.  Terrific 
mountain  view.  Price  $35,000.  Easy  terms.  Call  col- 
lect Duvall,  Wn.,  788-2500  or  Res.  Redmond  TU 
5-3550  mornings  and  eves.  Clarkson  Realtors,  Du- 
vall, Wash. 


Suites  available  in  professional  building,  one  block 
from  new  elementary  school.  Interior  finished  as 
desired.  Phone  Martin  Selig,  MA  2-6816  or  write 
2609  - 1st  Ave.,  Seattle,  Wash. 

BUILDING  INVESTOR  AVAILABLE 

Save  now— buy  later.  We  will  build  your  medical 
building  to  your  specifications,  on  a site  of  your 
choosing,  and  lease  it  to  you  at  a favorable  rate 
with  an  option  to  buy.  Wm.  F.  Briggs  Construction 
Co.,  Kirkland,  Wash.,  VA  2-9201. 


Equipment 


FISCHER  60  MA  X-RAY 

A mobile  unit  and  a table  with  Bucky.  Write  Box 
40-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 


Services 


PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring 
St.,  Seattle,  Wash.  Call  MA  3-2971. 


59  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 


Office  Supplies,  Printing,  Lithographing 


MEDICAL  EQUIPMENT  & FURNITURE  FOR  SALE 

Complete  GP,  internist  or  surgeon  equipment,  in- 
cluding waiting,  office  and  examining  room  furni- 
ture at  60%  of  original  cost.  Call  RO  2-3730,  Seattle. 

OFFICE  FURNISHINGS  & EQUIPMENT  FOR  SALE 

In  excellent  condition.  Best  offer.  Inquire  SU  4-4801. 
Seattle. 


MEDICAL  EQUIPMENT  & FURNITURE  FOR  SALE 

Physician’s  office  furniture  & equipment  including 
EKG,  metabolism  apparatus  & lab  equipment.  Write 
Box  2-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 


Statement  and  Remittance  Envelopes 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

115  Seneca  Street  Seattle,  Washington  98101 
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Meetings 


OF  MEDICAL 


SOCIETIES 


AIWA  Annual — New  York,  June  20-24. 

1965,  Chicago,  June  26-30,  1966. 

AMA  Clinical — Miami  Beach,  Nov.  29- 
Dec.  2,  1964.  Philadelphia,  Nov.  28- 
Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 

1966. 

Idaho  State  Medical  Association — June 
23-26,  1965,  July  6-9,  1966,  June  28- 
July  1,  1967,  Sun  Valley. 

North  Pacific  Society  of  Neur.  & Psy. — 
April  8-10,  1965.  Portland. 

Pres.,  Edward  K.  Kloos,  Portland 
Sec.,  W.  W.  Thompson,  Portland 

Oregon  Medical  Association — Oct.  13-17, 
1964,  Eugene. 

Washington  State  Medical  Association — 
Seattle,  1965. 

West  Coast  Allergy  Society — December 
2-4,  1964,  Los  Angeles. 

Pres.,  B.  C.  Eisenberg,  Huntington 
Pai*k  C ct\ 

Sec.,  G.  M.  Robins,  Portland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept. -May. 

Pres.,  Robert  M.  Hansen,  Portland 
Sec.,  Thomas  E.  Talbott,  Portland 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association 
Pres.,  Emanuel  I.  Silk,  Pendleton 
Sec.,  Henry  H.  Dixon,  Jr.,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres..  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 

Pres..  George  R.  Satterwhite,  Port- 
land 

Sec.,  Robert  S.  Miller,  Beaverton 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  F.  Keith  Markee,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Congress  Hotel 

Pres.,  Arnold  Rustin,  Portland 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr.,  Portland 
Sec.,  J.  W.  Bussman,  Portland 

Portland  Surgical  Society — 1th  Tuesday 
(Sept.-May)*  University  Club,  Port- 
land 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 1th 
Mon.  exc.  June,  July,  Aug.,  Dec. 
Pres.,  William  F.  Mead,  Seattle 
Sec.,  Jack  W.  Brown,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle  or  Tacoma. 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr„  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 

Pres.,  E.  B.  Parmelee,  Seattle 
Sec.,  W.  S.  Brown,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Robert  M.  Campbell.  Bellevue 
Sec.,  Robert  J.  Lowden,  Seattle 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  E.  J.  Wollenweber,  Seattle 
Sec.,  A.  L.  Skinner,  Seattle 

Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June) 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 

Spokane  Society  of  Internal  Medicine — 
Quarterly.  Rockwood  Clinic 

Pres.,  Loren  Gothberg.  Spokane 
Sec.,  Arch  Logan,  Jr.,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  R.  O.  Diefendorf,  Bremerton 
Sec.,  Stanley  W.  Tuell,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 

Pres.,  Ivar  W.  Birkeland,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  13-15,  1965,  Yakima. 

Pres.,  Richard  A.  Stiles,  Yakima 
Sec..  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 

Pres..  Kenneth  E.  Gross.  Tacoma 
Sec.,  Owen  C.  Martin,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green,  Seattle 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose,  Seattle 
Sec.,  Samuel  H.  Tarica,  Seattle 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson,  Yakima 
Sec.,  Donald  K.  Williams,  Yakima 


654 

Northwest  Medicine , September  1964 


The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltown 

(meprobamate) 

#. 

WALLACE  LABORATORIES/Cranbury,  N.  J. 


College  of  Phy .of 
19  South  22nd  Street 
Philadelphia  3,Pa. 


In  a delicate  situation... 


STAINLESS  (WASHABLE)  GENTIAN  VIOLET  AEROSOL  FOAM 


The  problem:  Vaginitis  and  external  mycosis  caused  by 
Candida  albicans  (Monilia) 

The  specific:  Temrin — for  more  effective  foam  treatment 
that  penetrates  into  every  part  of  the  vaginal  vault  and 
adheres  to  the  tissues. 

The  result:  Quick  relief  of  itching  and  burning.1  Cure, 
as  a rule,  with  as  few  as  4 to  6 applications.1 

And  Temrin  is  the  most  convenient  form  of  gentian 
violet  therapy  for  vaginal  moniliasis  yet  devised  for  the 
fastidious  patient.  It  is  easily  washed  off,  so  there  is 
never  the  embarrassment  of  purple  stains  on  the  peri- 
labial  area,  thighs  or  underclothing.1 


Temrin — a different  gentian  violet  that  considers  the 
patient  as  well  as  the  problem. 

SUPPLIED  IN  2 SPECIAL-PURPOSE  CONTAINERS: 
COMPACT — For  home  use  and  office  demonstration 

Yl  oz.  prescription  size,  for  self-administration,  holds 
enough  for  6 applications,  in  aerosol  bottle  with  re- 
usable plastic  applicator. 

LARGE  — For  office  use  only 

2 oz.  physician  size  holds  enough  for  24  applications,  in 
aerosol  container  with  4 reusable  plastic  applicators. 

1.  Karnaky,  K.  J.:  Tri-State  M.  J.  10: 5,  1962. 


mtfmP 


Contents:  Each  aerosol  can  contains  (exclusive  of  propellant)  Gentian  Violet 
1.35%;  Polyvinylpyrrolidone;  Bentonite,  U.S.P.;  Kaolin,  N.F.;  Corn  Starch; 
Propylene  Glycol,  U.S.P.;  Dioctylsodium  Sulfosuccinate,  N.F.;  Sodium  Lauryl 
Sulfate;  Glycerine,  U.S.P.;  Polysorbate  80;  Benzalkonium  Chloride.  Contra- 
indications: Temrin  is  virtually  nonsensitizing  and  nonirritating,  but  if  sensitization 
appears,  discontinue.  Precaution:  Coexisting  infection  not  susceptible  to  gentian 
violet  therapy  may  be  accentuated  upon  suppression  of  moniliasis. 


CUTTER  JlcUrxvuU&u&i  Prescription  Products  Department  Bprkeley  10,  California 
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Antegrade  Aortography 

MELVIN  D.  CHEITLIN,  Major,  MC,  USA,  Honolulu,  Hawaii 

Reduction  of  Postoperative  Pain 

MEREDITH  P.  SMITH,  M.D.,  Seattle,  Washington 

Moderate  Exercise  Testing  in  Ischemic  Heart  Disease 

WAYNE  R.  ROGERS,  M.D.  / WILLIAM  D.  HURST,  M.D.,  Portland, 
Oregon 


Snakebites  in  Northwestern  States 

HENRY  M.  PARRISH,  M.D.,  Columbia,  Missouri 


Peripheral  Vascular  Insufficiency  Aggravated  by  Flat  Feet 
WALTER  F.  ALEXANDER,  M.D.,  Portland,  Oregon 


OREGON  MEDICAL  ASSOCIATION: 

State’s  Medical  Care  Proposal 
Staff  Addition 
Morningside  Hospital 


C0LLEgC*V :'J~  r*e 

or  Zlr  PHY?"* 


WASHINGTON  STATE  MEDICAL  ASSOCIATION: 

PROCEEDINGS  OF  HOUSE  OF  DELEGATES 
September  13-16,  1964— Page  666 


Move  to  New  York 
Courses  Scheduled 
New  Physician-in-Chief 
President’s  Page 
Convention  Photos 


IDAHO  STATE  MEDICAL  ASSOCIATION: 

735  Bureau  Meeting 


Editorial,  689  Correspondence,  661  Classified,  736 
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OREGON  • WASHINGTON  • IDAHO 


(CHLORAMPHENICOL) 


PARKE-DAVj 


4 C CM  PA  HY,  Ctfol.  Mick, 94*  4K37 


Complete  informatrowfor  usage  available  to  physicians  upon  request. 


* a result  of 
‘METHEDRINE’: 

METHAMPHETAMINE 

HYDROCHLORIDE 


therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 
100  and  1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC., Tuckahoe,  N.Y. 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Medicare 

If  we  fail  to  give  legislators  all  the  available 
facts,  we  are  derelict  in  citizenship.  It  is  part  of  our 
professional  obligation  to  provide  the  truth  about 
health  care,  and  we  are  much  better  informed  about 
health  care  than  any  other  group  in  the  nation.  Every 
physician  should  write  letters  to  senators  and  con- 
gressmen, setting  forth  the  facts  as  only  he  himself 
can  know  them.  The  following  letter  illustrates  the 
principle  of  using  facts  known  best  to  the  letter 
writer: 

Congressman  Walter  Norblad 
Washington,  D.C. 

Dear  Mr.  Norblad: 

As  a member  of  the  Oregon  State  Board  of 
Health,  I am  concerned  about  the  effect  Presi- 
dent Johnson’s  Medicare  proposal  may  have  on 
the  health  of  the  people  of  Oregon.  As  you  know, 
the  law  of  the  state  states:  “That  the  Board  of 
Health  shall  have  direct  supervision  of  all  matters 
relating  to  the  preservation  of  life  and  health  of  the 
people  of  the  State.”  After  mature  consideration, 
I am  convinced  Medicare  is  not  the  right  way  to 
handle  the  problem  of  medical  care. 

My  conclusion  is  based  on  experience  in  three 
related  fields  pertinent  to  this  problem. 

(1)  As  a practicing  physician  and  surgeon  for 
over  thirty-five  years  in  Oregon  City,  I know  by 
experience  the  needs  of  my  patients  and  their 
ability  to  make  their  own  arrangements  to  pay 
proudly  for  their  care. 

(2)  As  one  of  the  founders  and  the  first  Presi- 
dent of  the  first  prepaid  medical  plan  in  the  nation 
to  secure  the  voluntary  participation  of  all  the 
doctors  in  the  county,  I know  how  Blue  Shield  plans 
can  handle  this  problem. 

(3)  As  a member  of  medical  mission  teams  to 
twenty  other  countries,  I know  how  American  medi- 
cine excels  them  all. 

Why  resort  to  compulsory  “absentee-landlord” 
methods  when  our  American  system  of  free  enter- 
prise and  personal  responsibility  has  given  such 
results  as: 

(a)  A high  quality  of  medical  care  and  disease 
control  as  compared  with  other  countries  that 
have  succumbed  to  more  or  less  political  control 
of  medicine  by  people  who  are  not  doing  the 
work  and  are  out  of  touch  with  reality. 


(b)  The  majority  of  our  senior  citizens  already 
carry  insurance  of  Blue  Shield  plans,  and  the 
over  65  group  enjoy: 

1.  The  lowest  indebtedness  of  any  group. 

2.  The  highest  assets  of  any  age  group. 

3.  The  least  responsibility  for  their  families 
of  any  other  group. 

4.  More  members  of  the  families  able  to 
help  and  whose  help  is  more  appreciated 
than  that  of  unrelated  taxpayers. 

(c)  The  Social  Security  system  was  designed 
to  provide  funds,  not  services,  preserving  our 
system  of  individual  liberty. 

I recognize  the  increased  needs  for  medical  care 
for  those  over  65  and  the  need  for  us  to  improve 
our  methods  of  taking  care  of  them,  and  along  with 
other  physicians  and  prepaid  medical  plans,  expect 
smaller  fees  from  them.  The  minority  who  do  not 
enjoy  sufficient  of  the  above  advantages  to  be 
independent  are  already  provided  for  under  the 
Mills-Kerr  bill  which  you  passed  in  1960.  All  it 
needs,  in  my  opinion,  is  better  implementation:  tak- 
ing it  out  of  the  hands  of  Welfare  with  its  humili- 
ating implications  and  putting  it  in  the  hands  of 
the  county  or  state  Blue  Shield  plan,  growing 
healthily  in  each  community  of  the  nation.  Alternate 
insurance  plans  should  be  available  to  maintain ‘the 
competition  for  excellence  in  America,  not  the  deadly 
dole  of  other  countries. 

If  you  have  any  real  doubts  of  the  truth  of 
the  above  conclusions,  please  note  at  the  top  of  the 
second  page  of  Sunday  Oregonian,  Sept.  13,  “Social 
Security  in  France  Almost  Broke— No  Solution  in 
Sight.”  It  goes  on  to  say,  “The  chief  drain  on  the 
French  Social  Security  system  has  been  the  health 
insurance  program.” 

Trusting  you  will  vote  “No”  on  President  John- 
son’s Medicare  proposal. 

Sincerely  yours, 

JOHN  G.  P.  CLELAND,  M.D. 

Respiratory  Obstruction 

Correct  address  for  Col.  Nicholas  was  provided 
by  the  Army  Surgeon  General  after  failure  of  those 
at  his  previous  station  to  forward  or  to  notify 
promptly  that  he  had  been  transferred.  The  original 
letter  to  him  was  a request  for  permission  to  copy 
the  illustrations  published  with  his  article  in  JAMA. 
Ed. 

EDITOR,  NOKTHWEST  MEDICINE: 

I wish  to  thank  you  for  your  perseverance  in 
tracking  me  down,  despite  the  carelessness  of  the 
military  postal  clerks  at  my  previous  station.  I also 
thank  you  for  including  Dr.  Mackie’s  article  (north- 
west medicine  63:528-530,  August,  1964),  which 
very  nicely  illustrates  both  the  need  for  and  the 
results  to  be  expected  in  using  the  fastest  and 
most  direct  method  of  making  a surgical  airway  in 
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WASHINGTON 


Washington  State  Medical  Association — 1309 

president  Roland  D.  Pinkham,  M.D.,  Seattle 

secretary  Carl  E.  Madge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  12-15,  1965,  Seattle 


THRIFT  G.  HANKS,  M.D. 


move  to  New  York 

Thrift  G.  Hanks,  who  for  the  past  12  years  has 
been  associated  with  the  Boeing  Company  as  medi- 
cal director  and  most  recently  as  corporate  director 
of  health  and  safety,  has  been  appointed  medical 
director  of  Xerox  Corporation.  He  and  his  family 
will  make  their  home  in  Rochester. 

He  received  his  M.D.  degree  from  the  University 
of  Illinois  College  of  Medicine  and  completed  in- 
ternship and  residency  at  Grant  and  Henrotin  Hos- 
pitals in  Chicago. 

He  has  served  as  clinical  associate  professor  at 
the  University  of  Washington  School  of  Medicine 
and  holds  an  appointment  as  clinical  assistant  pro- 
fessor at  the  Ohio  State  University  School  of  Medi- 
cine. 

Dr.  Hanks  received  the  J.  M.  Dalla  Valle  award 
in  1963  for  his  excellent  contributions  in  the  oc- 
cupational health  field. 

courses  scheduled 

The  University  of  Washington  Division  of  Con- 
tinuing Education  announces  two  courses  to  be  given 
in  November  and  December.  The  first,  slated  for 
November  20-21,  is  for  the  industrially  injured  back 


SEVENTH  AVENUE,  Seattle  1, Washington 


patient.  There  is  no  tuition  fee  for  the  course,  but 
those  wishing  to  attend  the  luncheon,  banquet,  and 
social  hour  should  include  $8.75  with  each  reserva- 
tion. The  second  course  is  on  current  pediatric  prac- 
tice, and  is  scheduled  for  December  10-11.  The 
tuition  fee,  which  does  not  include  the  cost  of  the 
banquet,  is  $40.  Those  wishing  further  information 
or  registration  blanks  may  write  to  Mrs  Alice  Steen, 
Administrative  Assistant,  Division  of  Continuing 
Medical  Education,  University  of  Washington  School 
of  Medicine,  Seattle,  Washington  98105. 

new  physician-in-chief 

J.  Thomas  Dowling,  Seattle,  has  been  appointed 
physician-in-chief  at  King  County  Hospital,  Seattle. 
He  has  been  associate  physician-in-chief  since  1961. 
He  succeeds  Robert  Petersdorf  who  was  named 
executive  officer  of  the  department  of  medicine, 
University  of  Washington  School  of  Medicine. 

OBITUARIES 

dr.  harry  martin  of  Yarrow  Point  in  Bellevue  died 
July  29  of  pulmonary  edema  and  acute  seconal 
poisoning.  He  was  42.  A graduate  of  Johns  Hopkins 
University  School  of  Medicine  in  1949,  Dr.  Martin 
had  a professional  appointment  at  University  of 
Washington  School  of  Medicine. 

dr.  edward  w.  Roberts,  56,  died  of  coronary  throm- 
bosis, myocardial  infarction  and  atherosclerosis  of 
coronary  arteries  on  July  17.  His  degree  was  granted 
by  University  of  Minnesota  Medical  School  in  1932. 
Dr.  Roberts,  who  resided  in  Renton,  was  a member 
of  the  Radiological  Society  of  North  America  and 
the  American  College  of  Radiology. 

dr.  Raymond  a.  quigley,  82,  who  lived  and  prac- 
ticed in  Everett  since  1911,  died  August  19.  He  was 
graduated  from  Harvard  Medical  School  in  1908 
and  was  licensed  in  1911.  Dr.  Quigley  was  retired. 
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PRESIDENT’S  page 


ROBERT  B.  HUNTER,  M.D. 


This  afternoon  a new  president  will  be  inaugur- 
ated to  represent  the  Washington  State  Medical 
Association,  and  thereby  my  term  of  office  as  your 
president  will  draw  to  a close.  This  has  been  a very 
interesting  and  a very  fruitful  year  for  me  person- 
ally. I hope  that,  in  my  own  way,  I have  contributed 
to  the  State  Association  to  make  it  a better  organiza- 
tion. 

Notable  this  year  has  been  the  representation 
of  the  American  Medical  Association  by  one  of  its 
outstanding  presidents,  Ed  Annis.  Certainly  he  has 
been  an  outstanding  spokesman  for  the  beliefs  and 
philosophies  of  organized  medicine,  and  if  he  has 
had  a central  and  predominant  theme  it  has  been 
“To  Tell  The  Story.”  I share  with  him  a very  strong 
feeling  that  the  story  must  be  told,  that  lines  of 
communication  must  be  opened  and  that  these  same 
lines  must  be  kept  busy  in  two-way  travel.  I especi- 
ally feel  that  the  travel  must  be  in  two  directions. 

The  story  of  organized  medicine  which  must  be 
told  is  a story  of  expanding  interest  and  expanding 
participation  on  the  part  of  the  American  Medical 
Association  and  the  Washington  State  Medical  As- 
sociation. We  cannot  afford  to  neglect  participation 
in  any  matter  concerning  health— preventative,  thera- 
peutic, rehabilitative,  or  philosophic:  and  I think 
that  if  I have  made  a single  contribution  during  this 
past  year  it  has  been  a willingness,  predicated  on 
either  bravado  or  perhaps  underestimation  of  dif- 
ficulties, to  take  the  initiative  and  by  taking  the 
initiative  to  open  up  these  lines  of  communication 
between  our  organization  and  other  interested  par- 
ties. I cite  to  you  the  interest  that  the  Retarded 
Children’s  Association  has  in  universal  PKU  testing, 

Presidential  Address  given  at  75th  Annual  Convention 
of  the  Washington  State  Medical  Association,  September 
16,  1964,  in  Seattle,  Washington. 


or  the  interest  that  the  social  workers  and  prosecut- 
ors of  this  state  have  in  “The  Battered  Child,”  or 
the  reasons  for  and  the  methods  to  be  used  in  the 
establishment  of  community  health  centers. 

Consultation  with  that  final  -authority,  the  big 
thick  volume  of  Webster’s  Dictionary,  states  simply 
that  to  communicate  is  to  share,  and  today  I should 
like  to  share  with  you  my  conclusions  and  I should 
like  to  suggest  how  this  sharing  must  continue.  The 
involvement  of  our  fellow  physicians  in  this  com- 
munication process  is  essential. 

It  has  been  impossible  for  me  through  this  past 
year  to  get  on  a first-name  basis  with  each  of  our 
3200  member  doctors  in  the  State  of  Washington, 
but  I must  tell  you  that  I have  tried.  I have  visited 
each  of  the  county  societies  in  the  state  at  one  of 
their  regularly  scheduled  meetings.  Some  of  these 
societies  I have  visited  more  than  once.  I have  by 
this  means  tried  to  make  myself  available  to  the 
individual  physicians  of  this  state,  but  have  also 
tried  to  express  the  most  urgent  needs  of  organized 
medicine  to  the  basic  units  of  all  organized  medicine. 

Even  as  I have  visited  in  these  component  soci- 
eties, so  these  same  societies  have  sent  their  repre- 
sentation to  our  House  of  Delegates,  to  our  Board 
of  Trustees,  and  through  these  bodies  our  delegates 
to  our  national  organization.  Thus  lines  of  communi- 
cation have  been  kept  open  both  up  and  down. 

The  strength  of  organized  medicine  and  the 
unity  of  effort  and  the  source  of  future  leaders  is  and 
must  be  and  will  always  be  the  county  medical  so- 
ciety. 

It  has  been  my  pleasure  at  many  of  these  meet- 
ings to  find  the  wives  of  our  doctors  in  attendance, 
and  it  is  my  pleasure  to  find  so  many  of  these  wives 
in  attendance  at  today’s  luncheon.  The  role  of  our 
wives  individually  and  the  role  they  assume  in  our 
parallel  association  with  Auxiliary  membership  must 
not  be  underestimated.  They  serve  both  as  a source 
of  strength  and  as  a means  of  communication  and 
control.  It  appears  to  me  that  perhaps  their  most 
valuable  role  lies  at  the  half-way  point  between  the 
profession  and  laity,  and  perhaps  they  best  serve  as  a 
sounding  board  for  both  of  these. 

Let  us  remember  too  that  our  patients  must  share 
in  this  knowledge  of  medical  affairs.  Few  matters 
are  of  more  concern  to  our  citizenry  than  health 
affairs,  individually  and  collectively,  and  they  are 
entitled  to  be  told  the  story  of  medicine  as  it  is 
today  and  as  we  hope  it  will  be  in  the  future.  Not 
only  are  they  entitled  to  know  the  specifics  of  our 
scientific  endeavors  but  they  are  entitled  to  know 
the  philosophic  conclusions  which  lie  behind  the 
political  and  socio-economic  activities  of  organized 
medicine.  I am  sure  we  will  all  agree  that  the 
public  concept  of  organized  medicine,  if  they  share 
these  specifics  and  these  conclusions,  will  not  be 
that  of  a reactionary  group  of  mossbacks  interested 
only  in  the  preservation  of  the  private  practice  of 
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medicine;  rather,  they  will  develop  a more  accurate 
concept  of  a vigorous  and  dynamic  organization  that 
is  truly  concerned  with  the  health  care  of  our  citi- 
zens and  an  organization  that  is  wholly  devoted 
to  improving  this  health  care  whenever  and  wherever 
and  however  possible. 

It  has  been  my  pleasure  during  the  past  year 
to  appear  before  the  First  National  Joint  Meeting 
of  the  American  Medical  Association  and  the  Ameri- 
can Nurse’s  Association.  We  are  in  continual  com- 
munication with  the  State  Hospital  Association,  and 
the  Nursing  Home  Association. 

Our  opinions  are  sought  and  needed  by  all 
paramedical  groups  and  we  must  willingly  accept 
the  role  of  leadership  in  all  medical  affairs.  We 
must  accept  this  leadership  role  or  find  that 
by  default  the  leadership  has  been  pre-empted  from 
us.  This  is  particularly  true  in  our  relationship  with 
governmental  agencies;  and  it  has  been  my  pleasure 
during  the  past  year  or  two  to  see  well  established 
lines  of  communication  develop  between  the  medical 
school  associated  with  the  University  of  Washington 
and  our  state  association.  These  efforts  at  communi- 
cation are  concerned  with  both  present  day  matters 
and  with  long-range  planning  for  the  future  of  this 
medical  school.  This  is  a relationship  that  has  been 
achieved  only  through  give  and  take  by  both  parties. 

I feel  that  we  currently  enjoy  a wholesome  rela- 
tionship with  the  Public  Health  Department  of  the 
State  of  Washington,  and  feel  free  to  present  the 
Association’s  side  of  any  matter  of  mutual  concern 
and  know  that  our  opinion  will  be  given  consider- 
ation on  its  merits. 

One  of  the  principal  efforts  of  my  administra- 
tion has  been  in  the  development  of  plans  for  im- 
plementation of  community  mental  health  centers  in 
the  State  of  Washington.  Some  2000  citizens  of  this 
state  have  become  involved  in  this  process  as  a 
result  of  a state-wide  congress  and  ten  regional  con- 
ferences. I take  great  pride  in  the  summary  results 
of  these  conferences  as  are  currently  being  published. 

An  area  of  conflict  has  been  demonstrated  with 
the  Department  of  Institutions  because  they  too 
have  had  plans  for  implementation  of  community 
health  centers,  to  be  placed  in  the  communities  as 
agencies  of  the  state  rather  than  as  centers  to  be 
built  on  the  basis  of  demonstrated  community  need 
and  community  participation.  I feel  that  cessation 
of  communication  by  the  Department  of  Institu- 
tions has  been  largely  responsible  for  such  diffi- 
culties as  we  have  encountered.  Most  notable  has 
been  their  unwillingness  to  listen  to  our  side  of  the 
story  or  to  even  have  our  side  expressed. 

Our  relationship  with  the  State  Department  of 
Labor  and  Industries  is  a continuous  process  of 
communication  between  our  negotiating  committee 
and  the  Department  — communication  expressing 
needs  and  adjustments  and  readjustments  of  medical 
practice  and  medical  economics,  and  it  is  only  with 


and  through  this  communication  that  we  can  work 
as  closely  as  we  do. 

Every  two  years  we  make  strong  representation 
before  the  State  Legislature,  a joint  effort  of  both 
staff  and  officers,  and  in  the  interim  periods  study 
proposed  legislation.  Because  of  our  own  honesty  and 
obvious  sense  of  responsibility,  these  efforts  meet 
with  appreciation  of  both  houses  and  on  both  sides 
of  the  aisle. 

We  have  long  held  that  the  practice  of  medicine 
is  both  an  art  and  a science,  but  I no  longer  feel 
that  we  can  make  only  this  classification  and  stop. 
We  must  add  participation  in  and  administration  of 
socio-economic  factors  and,  yes,  political  matters 
that  effect  organized  medicine  and  the  practice  of 
medicine  as  we  know  it  individually.  This  cannot  be 
handled  by  paid  staff  alone,  nor  can  it  be  handled 
by  your  elected  representatives.  Each  of  us,  as  prac- 
ticing physicians,  must  accept  this  concept  not 
only  as  citizens,  but  as  members  of  our  profession. 
One  of  the  difficulties  we  face,  in  these  efforts  of 
communication  on  the  part  of  organized  medicine, 
lies  in  the  changing  faces  year  by  year  at  all  levels. 
I feel  that  this  is  both  good  and  bad.  But  the  knowl- 
edge and  talents  of  past  officers  cannot  be  put  into 
limbo,  rather  they  must  be  continuously  utilized  so 
as  to  give  continuity  to  the  programs  in  which  we 
participate. 

At  this  point  I must  give  credit  to  those  who  to 
me  are  unsung  noblemen  in  our  organization— the 
committee  chairmen  and  the  committee  members 
who  meet  and  work  both  at  the  state  and  national 
level,  engaging  themselves  in  the  fact-finding  and 
study  that  must  precede  any  conclusion,  and  in  the 
formation  of  policies  by  which  and  under  which  we 
proceed. 

It  is  of  interest  how  this  communication  takes 
place,  and  I feel  that  the  need  is  urgent  enough  that 
no  method  can  be  neglected.  The  most  effective,  of 
course,  is  by  person  to  person  contact  and  this  is 
achieved  whenever  and  wherever  possible  by  your 
officers  and  by  your  staff  and  by  the  officers  and 
staff  of  the  AMA. 

I am  sure  that  any  troubled  or  questioning 
individual  physician  has  been  both  surprised  and 
delighted  to  find  the  speedy  response  that  he  has 
received  from  either  our  State  Association  or  the 
AMA  when  he  expressed  his  question  or  his  need. 
So  too  it  is  with  groups  of  physicians,  and  this  has 
been  behind  my  effort  to  appear  before  each  of  our 
component  societies. 

Each  of  you  finds  your  desk  burdened  each  day 
with  mail— mail  of  a personal  nature,  mail  on  pro- 
fessional matters,  mail  from  your  medical  organiza- 
tions, professional  journals,  and  throw-away  mail. 
It  is  an  overwhelming  task  to  peruse  the  contents 
and  to  extract  the  knowledge  that  lies  in  all  this 
printed  matter;  and  yet,  lacking  time,  each  of  us 
must  develop  the  necessary  short  cuts  so  that  it 
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will  not  be  ignored.  We  must  become  as  efficient 
in  handling  this  flood  as  we  are  in  handling  our 
patients  and  our  practice.  Yet  the  mail  service  al- 
ways has  been  and  always  will  be  a primary  means 
of  communication. 

More  rapid  communication  can  be  achieved  by 
the  telephone  or  by  the  telegraph,  and  we  make 
every  effort  to  utilize  these  methods  when  urgency 
demands.  It  should  be  of  interest  to  you  that  at  the 
last  AMA  Annual  Meeting  one  of  the  strongest  pro- 
posals for  improved  communication  lay  in  the  estab- 
lishment of  a teletype  system  connecting  AMA  head- 
quarters to  the  various  state  offices  and  the  offices 
of  the  larger  metropolitan  societies.  Whether  or  not 
this  will  be  realized  will  be  decided  by  the  Board 
of  Trustees  of  the  AMA  after  both  study  and  fact 
finding,  as  it  properly  should  be,  but  there  can  be 
no  denial  of  the  attractive  features  of  this  proposal. 
Such  a system  would  promote  more  rapid  communi- 
cation, by  and  large,  between  staffs  at  the  national 
and  state  levels,  and  these  people  in  truth  are  the 
backbone  of  our  organizations. 

I could  not  proceed  further  in  speaking  to  you 
without  rendering  the  strongest  praise  I can  sum- 
mon to  our  staff  in  the  state  office  who  give  so 
generously  of  themselves  to  promote  the  cause  of  the 
State  Medical  Association  and  thereby  better  patient 
care  in  the  State  of  Washington.  This  has  been  the 
first  year  for  Dick  Gorman  to  serve  as  your  Execu- 
tive Secretary,  but  his  knowledge  and  adaptability 
to  this  new  position  continually  amaze  me.  His  as- 
sistant, Harlan  Knudson,  has  accepted  herculean 
responsibilities  such  as  the  planning  of  our  Mental 
Health  Conferences,  the  organization  and  prepara- 
tion for  this  Annual  Meeting  and  others,  and  I feel 
the  results  speak  for  themselves.  We  have  added  Mr. 
George  Morford  this  year  to  our  office  staff,  simply 
because  of  the  expanding  interest  and  participation 
and  need  for  communication  that  I detail.  The  secre- 
tarial staff  in  our  office,  most  of  whom  you  have  seen 
at  this  meeting,  deserve  my  thanks  and  your  thanks 
as  well  for  the  able  and  generous  way  in  which  they 
perform  their  duties. 

What  does  all  this  mean  and  what  does  it  lead  to? 
In  my  opinion,  it  means  that  physicians  in  America 
can  relinquish  their  defensive  position,  which  we 
must  acknowledge  we  have  had  for  the  last  decade; 
that  we  can  now  at  a national  and  state  level  assume 
an  offensive  stature  predicated  on  knowledge  as  a 


result  of  study,  and  strength  as  a result  of  organiza- 
tion. 

One  of  the  things  we  decry  most  in  these  United 
States  is  the  creation  of  a strong,  centralized,  pater- 
nalistic, bureaucratic  national  government,  and  a 
parallel  creation  of  our  state  administration.  It  should 
come  as  no  surprise,  and  I tell  you  now,  it  becomes 
necessary  to  fight  fire  with  fire.  However,  we  need 
not  apologize  or  alter  the  creation  of  a strong  cen- 
tralized medical  organization  as  long  as  the  leader- 
ship is  selected  by  the  democratic  process  and  as 
long  as  that  leadership  is  responsive  to  and  respons- 
ible to  its  entire  membership  and  to  component  so- 
cieties. It  is  in  the  honoring  of  the  democratic  pro- 
cess that  our  medical  organization  differs  from  cen- 
tralized government.  So  long  as  we  can  retain  the 
central  theme  of  better  patient  care  as  our  only  goal, 
who  dare  fault  us  for  becoming  strong  and  for  taking 
the  offensive? 

It  has  been  my  observation  that  any  selfish  con- 
cern of  organized  medicine  is  a very  secondary  inter- 
est. I can  truthfully  say  to  you  that  in  my  attendance 
at  six  successive  national  meetings  and  at  ten  suc- 
cessive annual  state  meetings  that  I have  not  heard 
any  topic  presented  nor  discussed  that  said  “this  is 
necessary  for  the  betterment  of  the  physicians.”  They 
have  usually  been  topics  that  have  been  necessary 
for  the  better  health  care  of  our  patients. 

So  what  shall  I hope  will  be  the  goals  of  succeed- 
ing administrations  in  this  state  administration?  First 
and  foremost,  for  both  our  patients  and  ourselves, 
that  we  maintain  the  freedom  of  the  individual  and 
the  freedom  of  our  profession  in  a free  society.  I feel 
that  we  must  maintain  and  aid  our  organizational 
strength,  and  I feel  that  this  will  largely  be  accom- 
plished through  the  bilateral  communication  which  I 
cherish.  This  year  and  future  years,  any  who  concern 
themselves  with  medical  or  health  matters  and  do  not 
enter  into  communication  with  organized  medicine 
at  any  level  or  all  levels  create  for  themselves  a house 
of  cards.  May  I suggest  that  at  all  levels  of  medical 
organization  we  continually  search  for  and  elect 
those  who  are  strong  in  their  knowledge,  their  ability, 
and  their  willingness  to  serve,  and  those  who  have 
the  vision  to  expand  both  the  depth  and  breadth  of 
our  participation.  Lastly,  may  I share  this  knowledge, 
that  “action  speaks  louder  than  words.” 

ROBERT  B.  HUNTER  M.D. 

WASHINGTON  NEWS  continued  on  page  666 
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OFFICIAL  PUBLICATION 

SUMMARY  OF  PROCEEDINGS  OF  HOUSE  OF  DELEGATES 

of  the 

Washington  State  Medical  Association 

Seattle , Washington  September  13-16 , 1964 

The  following  summary  covers  only  a few  of  the  many  important  subjects 
dealt  with  by  the  House  of  Delegates  and  is  not  intended  as  a detailed  or  complete 
report  on  all  actions  taken. 

Richard  F.  Gorman,  Executive  Secretary 


House  in  session 


ROLAND  D.  PINKHAM,  M.D.  HEYES  PETERSON,  M.D. 

President,  WSMA  Speaker, 

House  of  Delegates 


The  M.D.-D.O.  merger,  mental  health,  tax 
equality,  and  a half-dozen  public  service  programs 
were  among  the  major  subjects  acted  upon  at  the 
Washington  State  Medical  Association’s  75th  Annual 
Meeting  held  in  Seattle,  September  13-16. 


Roland  D.  Pinkham,  Seattle,  general  and  thoracic 
surgeon,  was  installed  as  Association  president  and 
Carl  Schlicke  of  Spokane  was  chosen  president-elect. 
Dean  K.  Crystal,  of  Seattle  was  selected  A.M.A. 
Delegate  succeeding  M.  Shelby  Jared,  Seattle,  who 
has  served  in  important  medical  posts  for  26  years. 
Dr.  Jared  was  awarded  the  coveted  Robins  Award 
for  the  physician  who  has  contributed  the  most  to 
the  state  and  the  profession  in  the  field  of  community 
service.  Jess  W.  Read,  Tacoma,  was  re-elected 
A.M.A.  Delegate. 

Other  newly  elected  officers  include  Lucius  D. 
Hill,  of  Seattle,  vice-president;  Wilbur  E.  Watson, 
Seattle  and  Robert  B.  Hunter,  Sedro  Woolley,  alter- 
nate A.M.A.  Delegates;  Heyes  Peterson,  of  Vancouv- 
er, Speaker  of  the  House  of  Delegates;  Robert  W. 
Hoffman,  Seattle,  assistant  secretary-treasurer;  and 
Harold  T.  Pederson,  of  Spokane,  member  of  the 
Finance  Committee. 

continued  on  page  674 
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for 

The  Age  of 
Anxiety 

LIBRIUM 

(chlordiazepoxide 

HGI) 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
Cautions  — Occasional  side  effects,  often  dose-reiated,  are 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregular- 
ities, nausea  and  constipation.  Paradoxical  reactions  may 
occasionally  occur  in  psychiatric  patients.  Individual  mainte- 
nance dosages  should  be  determined.  Advise  patients  against 
possibly  hazardous  procedures  until  maintenance  dosage  is 
established.  Though  compatible  with  most  drugs,  use  care  in 
combining  with  other  psychotropics,  particularly  MAO  inhibi- 
tors or  phenothiazines;  warn  patients  of  possible  combined 
effects  with  alcohol.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function,  and  in  long-term  treatment. 
Supplied— Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of 
50  and  500. 


dROCHE^ 


Roche  Laboratories,  Division  of  Hoffmann- La  Roche  Inc., 
Nutley,  N.J.  07110 


Atarax®  (hydroxyzine  HCI) 
— to  relieve  the  tension 
which  aggravates 
or  causes  G.l.  symptoms 


oxyphencyclimine  HCI, 
the  anticholinergic 
with  chemically  “built  in” 
prolonged  action- 
tor  relief  of  hyperacidity 
and  hypermotility 


coordinated  for  potent  action  against  G.I.  pain,  spasm  and  anxiety 


Enarax®  5 Provides  concerted  somatopsychic  ac- 
tion against  symptoms  of  peptic  ulcer,  functional 
bowel  syndrome  and  many  other  G.l.  dysfunctions. 
Each  Enarax  5 tablet  contains  oxyphencyclimine 
HCI  5 mg.;  hydroxyzine  HCI  (Atarax)  25  mg. 


Enarax®  10  Prescribed  when  extra  potency  is  de- 
sired. Low  toxicity  and  minimal  side  reactions  per- 
mit substantial  flexibility  of  dosage.  Each  Enarax 
10  tablet  contains  oxyphencyclimine  HCI  10  mg.; 
hydroxyzine  HCI  (Atarax)  25  mg. 


Precautions  and  Side  Effects:  As  with  other  anticholinergic  agents,  dryness  of  the  mouth,  blurring  of  vision,  con- 
stipation and  urinary  hesitancy  frequently  occur,  but  may  decrease  or  disappear  as  therapy  continues  or  is 
adjusted.  Use  with  care  in  patients  with  prostatic  hypertrophy.  Not  recommended  for  patients  with  an  associated 
glaucoma  except  with  ophthalmologic  supervision. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 


GEARED  FOR 
CONTROL  OF 
G.l.  DISORDERS 


oxyphencyclimine  HCI  + Atarax  (hydroxyzine  HCI) 
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an  ironclad  case 
against  anemia* 

Heptuna*  Plus 

arms  your  patients  to  fight  anemia  due  to 
deficient  iron  intake  and  loss  of  blood. 

Its  formula  has  been  improved  6 times  in  12 
years  to  reflect  findings  of  proven  nutritional 
importance  in  oral  therapy  of  hypochromic 


microcytic  anemias. 

Current  Formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate)  100  mg. 

Desiccated  liver,  N.F.  (undefatted).  50  mg. 

Vitamin  C (from  sodium 
ascorbate)  150  mg. 

Vitamin  B)2  (as  Stablets®) 
with  intrinsic  factor  concentrate 
(noninhibitory) ’A  N.F.  oral  unitt 

B,  (thiamine  mononitrate,  U.S.P.)  ...  3 mg. 

B2  (riboflavin,  U.S.P.) 2 mg. 

B6  (pyridoxine  hydrochloride,  U.S.P.).  2 mg. 

Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate,  U.S.P 1 mg. 

Cobalt  (from  cobalt  sulfate) 0.1  mg. 

Copper  (from  copper  sulfate) 1 mg. 

Molybdenum  (from  sodium 
molybdate)  0.2  mg. 

Calcium  (from  dicalcium 
phosphate)  37.4  mg. 

Iodine  (from  potassium  iodide)  . . . 0.05  mg. 

Manganese  (from  manganese 
sulfate)  0.033  mg. 

Magnesium  (from  magnesium 
sulfate)  2 mg. 

Phosphorus  (from  dicalcium 
phosphate)  29  mg. 

Potassium  (from  potassium  sulfate)  . .1.7  mg. 

•Hypochromic  microcytic  anemia. 


fPotency  established  prior  to  mixture  with  other  in- 
gredients. Stablets,  U.  S.  Pat.  No.  2,830,933. 

Precautions  and  Side  Effects:  Because  some 
patients  with  pernicious  anemia  do  not  re- 
spond to  oral  Vitamin  B,2l  they  should  be 
followed  with  periodic  laboratory  studies. 
Anemia  is  a manifestation  of  an  underlying 
disease  and  it  is  necessary  to  make  an  etio- 
logical diagnosis.  In  a small  percentage  of 
patients,  iron  therapy  causes  gastrointesti- 
nal irritation.  In  these  patients,  administering 
Heptuna  Plus  with  meals  or  reducing  the 
dosage  usually  will  alleviate  the  symptoms. 
Supplied  in  bottles  of  100  capsules.  Rx  only. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being® 

New  York,  N.Y.  10017 


an  acute  emergency.  It  also  illustrates  the  hazard 
inherent  in  procrastinating  the  use  of  elective  tra- 
cheostomy in  a case  where  signs  of  airway  obstruc- 
tion are  present,  particularly  when  the  offending 
foreign  body  is  such  hygroscopic  vegetable  matter 
as  a navy  bean.  However,  I can  appreciate  any 
physician’s  reluctance  to  do  this  on  a tiny  year-old 
child.  Dr.  Mackie’s  very  excellent  result,  both  im- 
mediate and  late,  in  this  little  tyke  should  do  much 
to  convince  physicians  of  the  simplicity,  effective- 
ness, and  safety  of  this  procedure. 

Dr.  Rumer  and  I hope  that  the  non-surgical 
maneuvers  for  improving  ventilation  in  respiratory 
obstruction  do  not  get  lost  in  the  publicity  for 
cricothvroidostomy.  Dr.  Mackie’s  suggestion  of  crico- 
thyroid pack  suggests  that  one  can  pre-plan  where 
and  when  he  will  deal  with  an  acute  airway  obstruc- 
tion. His  pack,  while  completely  adequate,  is  much 
too  much  to  carry  around  in  one’s  pocket,  or  even 
in  a crowded  physician’s  bag.  This  is  why  we  did  not 
suggest  any  such  pack,  but  concentrated  on  what  a 
physician  could  do  with  his  own  hands  and  lungs 
and  whatever  makeshift  cutting  instrument  would 
likely  be  available  to  him  anyplace.  However,  I 
would  not  quarrel  with  anyone  who  wished  to  arm 
himself  with  such  a pack,  when  setting  out,  as^Dr. 
Mackie  did,  on  a trip  where  a partial  obstruction 
might  become  complete. 

Finally,  your  readers  may  be  interested  to  know 
that  the  Army  has  released  a training  film  which 
clearly  shows  the  steps  in  control  of  respiratory  ob- 
struction, including  the  performance  of  cricothyroid 
membrane  puncture  on  animals  with  a variety  of 
makeshift  instruments.  It  is  TF  8-3224,  Emergencv 
Airway.  It  is  now  available  in  all  Army  film 
libraries  and  could  be  borrowed  through  local  Re- 
serve Units  for  showing  at  local  or  county  medical 
society  meetings. 

Sincerely  yours, 

T.  H.  NICHOLAS 
Lt  Colonel 

HQ,  USA  Medical  Service  Group 
APO  331,  San  Francisco,  California 


Psychodynamics  of  Antifluoridation 

EDITOR,  NORTHWEST  MEDICINE: 

“Psychodynamics  of  Antifluoridation,”  by  Rob- 
ert Mighell,  M.D.,  Portland,  Oregon,  appearing  in 
the  September  issue  of  nortwest  medicine,  is  well 
worth  the  time  and  effort  required  to  read  it.  Aside 
from  the  fact  fluoride  can  be  purchased  cheaply  in 
a free  enterprize  drugstore  on  the  prescription  of  a 
self-employed  physician  and  has  been  made  readily 
available  in  proper  dosage  by  drops  or  tablets 
through  the  services  of  as  yet  not  quite  completely 
government  controlled  drug  manufacturing  concerns. 
Dr.  Mighell’s  last  sentence,  “If  we  are  to  fulfill  our 
obligation  to  our  patients  to  provide  them  with 
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Convention  Photos 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOX 

GIIINETHAZONE-TABLEIS 
antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  N.  Y. 
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Trustees  elected  for  the  Eastern  District  were 
Peter  T.  Brooks.  Walla  Walla  and  La  Rue  Highsmith 
of  Spokane.  Western  District  Trustees  are:  J.  W. 
Bowen,  Jr.,  Tacoma  and  Duncan  Robertson,  Seattle. 

Two  new  Trustees- At-Large  were  elected.  They 
are:  Ray  Rose,  Pasco,  and  Evrel  A.  Larson  of  Bell- 
ingham. Re-elected  were:  Francis  M.  Brink,  Spo- 
kane; H.  Paul  Dygert,  Vancouver;  Ralph  F.  Nuzum, 
Yakima;  and  G.  Marshall  Whitacre  of  Tacoma. 

Principal  actions  of  the  House  of  Delegates  follow. 

M.D.-D.O.  Merger 

The  House  of  Delegates  approved  the  granting  of 
a charter  to  the  27th  Medical  Society,  composed 
of  54  osteopathic  physicians  and  surgeons  (D.O.’s) 
who  have  received  M.D.  degrees  from  the  Washing- 
ton College  of  Physicians  and  Surgeons  following 
their  completion  of  the  College’s  courses  of  study 
and  other  requirements.  The  House  found  all  terms 
of  the  M.D.-D.O.  Merger  Agreement  (House  of 
Delegates  meeting,  September,  1962)  have  been  met 
or  are  in  the  process  of  being  implemented. 

The  House  directed  “that  an  informational  bulle- 
tin summarizing  the  current  status  of  the  osteopathic 
merger  be  sent  to  all  constituent  societies.”  An  in- 
formational bulletin  is  being  prepared  and  will  be 
mailed  to  all  county  societies. 

Mental  Health 

The  House  approved  the  actions  of  the  Committee 
on  Mental  Health,  the  Board  of  Trustees  and  the 
Executive  Committee  in  committing  the  Association 
to  vigorously  oppose  the  approval  of  two  Hospital 
Improvement  Grant  Applications  which  have  been 
submitted  to  the  National  Institute  of  Mental  Health 
by  the  Division  of  Mental  Health  of  the  Department 
of  Institutions.  This  is  on  the  grounds  that  the  grants, 
if  implemented,  would  be  irreparably  harmful  to 
the  principle  of  obtaining  broad-base  community' 
participation  and  support  of  community  mental 
health  programs.  It  would  also  be  prejudicial  to  the 
continuing  success  of  the  mental  health  planning 
process  which  currently  is  producing  such  excellent 
results  under  the  direction  of  the  Governor’s  Mental 
Health  and  Mental  Retardation  Planning  Committee. 
To  date  the  Governor’s  Planning  Committee  has 
received  the  full  and  active  cooperation  of  the  Wash- 
ington State  Medical  Association,  county  medical 
societies,  and  the  approximately  2,000  persons  rep- 
resentative of  interested  lay  and  professional  groups 
who  have  attended  the  ten  Regional  Mental  Health 
Conferences  sponsored  last  spring  and  summer  by  the 
Washington  State  Medical  Association  and  county 
medical  societies. 

It  was  the  conclusion  of  the  House  that  the  Hos- 
pital Improvement  Project  grants  would  pre-deter- 
mine  the  direction  of  future  mental  health  program- 
ming in  the  state  in  a manner  detrimental  to  the 


organization  of  that  high  degree  of  professional  and 
lay  participation  in  the  community,  which  is  so  es- 
sential to  successfully  tackling  this  serious  and  wide- 
spread problem.  In  other  words,  approval  of  the 
two  grant  applications  would  seriously  decrease  the 
necessity  for  the  respective  communities  to  become 
aroused  to  the  point  of  taking  the  initiative  on  the 
local  community'  level.  The  results  of  the  discussions 
held  during  the  ten  Regional  Mental  Health  Con- 
ferences indicate  a high  degree  of  community  com- 
mitment to  locally  administered  projects  of  high 
therapeutic  and  preventive  value.  The  proposed 
Hospital  Improvement  Projects  unquestionably  run 
counter  to  the  primary  idea  of  obtaining  community 
commitment,  support  and  sustained  enthusiasm  for 
dynamic,  locally  administered  mental  health  pro- 
grams. 

Industrial  Insurance  Fees  and  Rules 

The  Industrial  Insurance  Committee  of  the  Wash- 
ington State  Medical  Association  is  the  Association’s 
sole  and  exclusive  representative  in  all  relations 
between  the  Association  and  the  Washington  State 
Department  of  Labor  and  Industries,  the  agency 
of  state  government  which  administers  the  Work- 
men’s Compensation  and  Medical  Aid  Law.  Your 
Committee  last  spring  conducted  a survey  of  all 
members  of  the  Association  requesting  evaluation 
of  fees  for  industrial  cases.  Eight  hundred  members 
replied.  Survey  results  based  on  a “mode”  fee  (that 
fee  specified  most  often  by  respondents)  were  pre- 
sented and  received  by  the  House  as  a basis  for 
negotiations  by  the  Industrial  Insurance  Committee 
in  efforts  to  obtain  a revision  of  fees  paid  by  the 
Department  of  Labor  and  Industries.  The  House  also 
approved  Committee  recommendations  for  changes 
in  the  Rules  and  Regulations  of  the  Department  in 
the  interest  of  expediting  the  care  of  injured  work- 
men. 

Public  Service  Projects  Approved 

The  House  approved  the  following  public  service 
projects  which  had  been  recommended  by  various 
Association  committees,  the  Executive  Committee 
and  the  Board  of  Trustees: 

1.  Community  Health  Week,  October  18-24, 
1964.  A program  of  information  to  the  public 
regarding  the  progress  and  accomplishments  of 
the  medical  profession  in  bringing  a constantly 
improving  quality  of  medical  care  to  an  ever- 
increasing  number  of  the  American  people. 
(County  societies  will  receive  Community  Health 
Week  Program  packets  soon.  Proclamations  by 
mayors  and  maximum  news  stories  in  all  media 
are  the  goals.) 

2.  Health  Opportunity  Program  for  the  Elderly. 
This  is  a national  public  educational  program 
which  the  American  Medical  Association  is  paying 

continued  on  page  680 


674 

Northwest  Medicine,  October  1964 


Continued  from  page  669 

what  we  know  is  scientifically  best,  we  have  no 
choice,”  might  reasonably  be  considered  as  a fair 
statement.  However  he  seems  to  have  deleted  this 
reference. 

It  is  a shame  that  a member  of  the  medical  pro- 
fession would  deliberately  attempt  to  create  enemies 
through  an  article  in  one  of  our  leading  medical 
journals.  The  fifth  paragraph  on  page  one  of  “Psycho- 
dynamics of  Antifluoridation,”  could  readily  have 
been  left  out  with  added  benefit  to  the  article.  This 
paragraph  read  as  follows:  “The  second  reason  has  to 
do  with  self-aggrandizement.  It  is  largely  seen  in  the 
small-minded,  self-styled  leaders  of  some  groups  who 
are  using  fluoridation  as  a gimmick  to  obtain  the  spot- 
light. These  people  fluorish  in  ‘lunatic’  groups  and 
are  easily  identified.  Naturopaths,  fear  mongers, 
white  racists  and  some  political  groups  all  find 
themselves  in  the  same  camp.  The  science  editor  of 
Saturday  Review  finds  common  bond  with  the  John 
Birch  Society  against  fluoridation.  Often  the  litera- 
ture of  the  ‘lunatic’  groups  alludes  to  fluoridation 
as  a plot  for  Jews  and  Communists  to  control  the 
world.” 

The  American  Medical  Association  (which 
means  you  and  I)  needs  all  the  help  it  can  get  to 
combat  socialization  of  medicine.  A good  deal  of 
support  comes  from  the  people  referred  to  by  Dr. 
Mighell  as  “lunatic”  groups.  The  John  Birch  Society 
supports  the  AM  A position  whenever  excess  gov- 
ernment control  is  being  opposed.  This  organization 
puts  a great  deal  of  time,  effort,  and  money  into  an 
educational  program  to  allert  the  citizens  of  the 
dangers  of  socialization  and  top  heavy  central  gov- 
ernment. We  need  their  support  and  all  other  or- 
ganizations of  similar  view.  It  seems  a shame  to 
deliberately  make  enemies  of  these  patriotic  Ameri- 
cans because  some  of  their  views  might  not  line  up 
exactly  parallel  to  those  of  the  Public  Health  De- 
partment or  Robert  Mighell!  I repeat,  it  would  have 
been  more  professional  to  leave  out  paragraph  five 
or  at  least  refrain  from  painting  so  large  an  area 
with  the  lunatic  brush.  At  the  very  best  it  is  unkind. 

Sincerely, 

RALPH  L.  GREGG,  M.D. 

Member  of  the  John  Birch  Society 

EDITOR,  NORTHWEST  MEDICINE: 

The  article,  “Psychodynamies  of  Antifluorida- 
tion,” by  Robert  Mighell  in  your  September  issue,  is 
a disturbing  manifestation  of  misinformation,  illogic 
and  confusion.  However,  it  does  have  its  points. 

There  is  more  than  a little  truth  in  the  section  on 
“liberals  and  conservatives”  in  which  he  contrasts 
“the  politically  conservative,  even  reactionary,  phy- 
sician who  loves  his  patients  individually,  but  dis- 
trusts the  decisions  made  by  large  numbers  of 
people”  with  the  “starry-eyed  liberal  planner  who 


is  often  intellectually  oriented  and  goes  into  great 
ecstasy  over  man,  but  distrusts  individuals;”  and 
points  out  that  supporters  of  fluoridation  are  “often 
liberals  who  are  attracted  to  mass  solutions.”  He 
notes  that  the  advocates  in  public  employ  “must 
balance  their  reason,  their  professional  conviction, 
and  their  scientific  integrity  with  (read  against) 
the  threat  to  their  reputation,  their  tenure  of  office 
and  their  job  security.”  He  fails  to  mention  that 
reason  and  integrity  usually  come  out  second  best. 

He  admits  that  “The  advocate  may  blindly  and 
emotionally  crusade  for  his  cause”  and  “Scientific 
reason  and  equanimity  go  by  the  wayside,”  ascrib- 
ing this  to  “reaction  to  the  attack  on  himself  . . .” 
But  actually,  the  vast  bulk  of  the  personal  attack  we 
hear  comes  from  the  proponents  themselves,  who 
substitute  abuse  for  facts  and  argument.  The  author 
himself  joins  in  the  game  when  he  lumps  together 
the  science  editor  of  Saturday  Review,  the  John 
Birch  Society,  naturopaths,  white  racists,  and  “fear 
mongers”  (whatever  they  are).  If  this  isn’t  a clear 
case  of  the  “guilt  by  association”  that  liberals  de- 
nounce, what  is  it? 

The  author  himself  throws  scientific  reason  out 
the  window  when  he  suggests  that  the  new  proced- 
ure has  been  adequately  proven  by,  of  all  things, 
endorsements;  and  when  he  naively  assumes  without 
investigation  that  adequate  proofs  of  safety  exist. 

And  what  does  he  mean  when  he  says  that 
“safety  is  not  absolute  with  fluoridation,  it  is  only 
relative.”?  What  kind  and  degree  of  deliberately 
imposed  and  needless  hazard  is  he  prepared  to  con- 
done? 

It  would  seem  that  only  a deliberate  obtuseness 
could  fail  to  see  the  difference  between  chlorination 
to  protect  the  public  from  contagion,  and  fluorida- 
tion to  increase  personal  resistance  to  a non-con- 
tagious disease. 

But  what  really  appalls  is  the  statement  that 
when  we  “start  talking  about  rights,  rights  of  man, 
and  violation  of  these  rights  by  forced  mass  medi- 
cation” “the  reactions  one  sees  are  based  on  non- 
reason from  the  unconscious.”  It  is  true  that  respect 
for  the  inalienable  rights  of  the  individual  is  so 
deeply  ingrained  in  all  of  us  except  the  collectivists 
that  our  reactions  to  their  violation  are  almost  auto- 
matic; but  the  respect  is  based  on  completely  rational 
and  highly  practical,  as  well  as  moral,  grounds. 
Those  who  think  the  individual  has  no  rights  that 
society  is  bound  to  respect  are  the  worst  and  most 
dangerous  enemies  we  have  today,  as  individuals, 
as  citizens,  and  as  physicians. 

When  he  says:  “ . . . in  this  case  the  patient  is 
the  public,  who  continues  to  be  denied  the  benefits 
of  fluoridated  water,”  he  is  talking  the  sheerest 
nonsense.  The  public  has  none  of  the  attributes  of  a 
patient:  and  no  one  is  denied  fluorine  by  its  ab- 

Continued  on  page  682 
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When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

- add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters"  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.+  benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  'Deprol'  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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nnouncing  a new  intramuscul; 


reserve 
this  much 
space  in 
your  bag 
for 


NEW  OLEANDOMYCIN 


Four  reasons  to  consider  this  convenient  new  dosage  form  ji 
your  bag,  emergencies  or  hospital  use: 

J the  bacterial  spectrum  includes:  streptococci,  pneumococci, 
ococci  and  staphylococci;  particularly  effective  against  sc< 
strains  of  staphylococci  resistant  to  other  antibacterial  age  i 

2 most  strains  of  staphylococci  do  not  demonstrate  cross-resl 
ance  between  oleandomycin  and  erythromycin. 

0 allergic  reactions  or  other  systemic  side  effects  have  been  i' 
countered  only  rarely  with  parenteral  use  of  oleandomycin. 

4 easily  reconstituted— freely  water  soluble. 

precautions  Significant  adverse  reactions  or  idiosyncrasy  require  discontinuation  of  medication.  Aside  fm 
occasional  instances  of  mild  pain  at  the  site  of  injection,  adverse  reaction  to  an  intramuscular  injection  II 
been  rare.  Allergic  reactions  to  oleandomycin  rarely  have  been  observed  but  constant  observation  for  sn 
effects  should  be  maintained.  When  used  for  local  infiltration,  allergic  manifestations  and  sensitiz i 
reaction  to  Xylocaine  (lidocaine  hydrochloride)  have  not  been  reported.  *Xylocaine  is  the  Registered  Tra* 


Oleandomycin  IM  is  the 
intramuscular  form  of 

TAO  (triacetyloleandomycin) 
This  product  should  be 
dissolved  by  adding  2 cc.  of 
sterile  water  to  each  vial. 

The  solution  will  then  contain 
200  mg.  of  oleandomycin 
(as  the  phdsphate)  per  2 cc., 
with  1%  (w/v)  Xylocaine®.* 
This  product  should  not  be 
given  intravenously. 


mark  of  Astra-Pharmaceutical  Products,  Inc.  for  its  brand  of  lidocaine. 


J.  B.  Roerig  and  Company  • New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  Well-Being® 


(ompanion  to 

TAO 

(triacetyloleandomycin) 

a leading  antibiotic 
ii  nationwide  hospital  survey 


Outpatient  Department— Overall  in  vitro  Susceptibility  Results: 

TAO 
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The  1963  antibiotics  survey* 1  provides  a nationwide  comparison  of 
microbial  susceptibility  to  5 leading  antibiotics.  In  all,  susceptibility 
results  of  9,331f  cultures  were  obtained  from  66  hospitals  in  26 
states.  These  in  vitro  findings  confirmed  the  over-all  superiority  of 
TAO.  When  analyzed  by  results  from  1,746ft  cultures  obtained  from 
the  Outpatient  Department  of  hospitals,  TAO  also  produced  the  best 
over-all  susceptibility  results,  as  shown  above.' 


IP 


.and  confirmed  in  clinical  practice.2 * *  Of  129  patients  with  upper  or  lower  respira- 
p y infections  treated  with  TAO,  120  had  a good  response.  A "good”  response  gener- 
ic showed  reduction  in  temperature  and  toxicity  within  48  hours  after  initiation  of 
t rapy,  with  subsequent  clinical  and  bacteriological  cure  of  infection. 

iications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumo- 
:ci  and  gonococci.  Recommended  for  acute,  severe  infections  where  adequate 
nsitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance 
Mess  toxic  agents.  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infec- 
lus  processes  which  may  require  more  than  ten  days  continuous  therapy.  In  view 
Sthe  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
rressary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgment 
:tates  continuation  of  therapy  for  longer  periods,  serial  monitoring  of  liver  profile 
irecommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any 
& m of  liver  abnormality. 


- : SS. 


Available  as:  capsules 
(250  mg.;  125  mg.)  Ready- 
Mixed  Oral  Suspension 
(raspberry-flavored,  125 
mg./5  cc.)  Pediatric  Drops 
(100  mg./cc.) 


intraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  contraindicated 
lore-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hyper- 
iisitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are  infrequent  and 
idom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions. 
I sed  upon  the  usage  of  this  drug,  the  evidence  of  jaundice,  considering  all  reports 
bailable  to  J.  B.  Roerig  and  Company  referable  to  this  effect  is  5.5  per  million 

i jrses  of  therapy.  When  only  those  which  definitely  can  be  related  to  this  drug  are 

mated  to  usage,  the  incidence  is  1.6  per  million  courses  of  treatment. 

Iferences:  1.  Isenberg  Henry  D.,  Ph.D.:  "A  Comparison  of  Nationwide  Microbial  Susceptibility 
'sting  Using  Standardized  Discs,"  Health  Laboratory  Science,  1:1-72  (July)  1964.  2.  Shubin, 
let  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (Mar.)  1959. 

i sed  on  the  following  number  of  cultures:  staphylococcus  aureus  (coagulase  positive),  5,440; 
Uococcus  pneumoniae,  1,130;  streptococcus  pyogenes  (tf-hemolytic),  1,519;  streptococcus 
Dgenes  Group  D (enterococcus),  1,242. 

sed  on  the  following  number  of  cultures:  staphylococcus  aureus  (coagulase  positive),  1,023; 
olococcus  pneumoniae,  134;  streptococcus  pyogenes  (/3-hemolytic),  455;  streptococcus 
ngenes  Group  D (enterococcus),  134. 


Rx  New,  improved 

VITERRA5- THERAPEUTIC 

Tablets  for 

high-potency  nutritional 
build-up  following  infection. 
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for  and  which  calls  for  the  cooperation  of  indi- 
vidual physicians,  county  medical  societies  and 
state  medical  associations.  The  weeks  of  October 
11-17  and  October  18-24,  1964  are  the  periods  of 
maximum  “saturation”  of  the  educational  pro- 
grams in  newspapers,  national  magazines,  radio 
and  television.  To  make  this  program  effective, 
physicians  must  make  as  many  public  speeches  as 
possible  and  mail  as  many  pamphlets  as  they  can 
to  their  patients.  (Pamphlets  and  suggested  writ- 
ten speeches  will  be  sent  soon.)  Additionally, 
everyone  must  work  hard  to  obtain  the  help  of 
other  professions,  businesses,  etc.,  in  mailing  pam- 
phlets during  this  period,  as  well  as  in  placing 
informative  advertisements  in  local  newspapers 
and  arranging  interviews  on  local  radio  and  tele- 
vision stations. 

This  program  can  be  tied  in  with  Community 
Health  Week  and  with  county  society  action  on  the 
Resolution  passed  by  the  House  of  Delegates,  as 
follows : 

RESOLVED,  that  the  Washington  State  Medical 
Association  reaffirm  its  position  that  adequate  med- 
ical care  is  and  should  be  available  to  all  people  of 
this  state,  regardless  of  race,  creed,  color  or  fi- 
nancial status,  be  it  further 

RESOLVED,  that  the  Washington  State  Medical 
Association  continue  to  extend  its  pledge  of  utmost 
cooperation  to  the  people  of  Washington,  and  the 
representatives  in  labor,  management,  industry,  in- 
surance and  government  in  order  to  guarantee  and 
approve  the  availability  of  medical  care  to  the  public, 
and  be  it  further 

RESOLVED,  that  the  Washington  State  Medical 
Association  encourage  its  component  societies  to 
publicize  the  availability  of  medical  care  and  referral 
services  for  anyone  requiring  medical  care. 

3.  State  Congress  on  Quackery.  This  is  to  be 
held  early  in  1965,  with  the  cooperation  of  the 
American  Cancer  Society,  the  American  Arthritis 
Association,  the  U.  S.  Postal  Service,  Better  Busi- 
ness Bureaus,  and  other  interested  federal  and 
state  agencies  and  groups. 

4.  Continuation  of  the  Association’s  PKU  test- 
ing program  in  cooperation  with  the  State  De- 
partment of  Health  and  the  Washington  Associa- 
tion for  Retarded  Children. 

5.  State  Conference  on  Adoptions  to  be  held 
in  the  Spring  of  1965. 

6.  Continued  sponsorship  of  mental  health 
planning  meetings  in  all  localities  of  the  state. 

7.  Conduct  aggressive  educational  programs 
to  discourage  cigarette  smoking. 

8.  Sponsor  biennial  Conferences  of  Physicians 
and  Schools  (next  Conference,  1966)  and  urge 
county  medical  societies  to  sponsor  local  Confer- 
ences in  interim  years,  beginning  in  1965,  on 
district  and  regional  levels. 


9.  Take  the  initiative,  through  component 
county  medical  societies,  to  plan  with  other  know- 
ledgeable members  of  the  community,  a pre- 
retirement program  which  would  be  of  value  to 
older  people  prior  to,  and  during,  retirement. 

10.  Encourage  the  occupational  health  activi- 
ties at  the  University  of  Washington,  with  special 
emphasis  on  the  importance  of  the  clinical,  as 
well  as  the  research  aspects,  of  occupational  health 
programs. 

Public  Service  and  Legislation 

The  legislative  program  of  the  Washington  State 
Medical  Association  and  county  medical  societies 
is  based  on  the  primary  criterion:  “What  action  will 
best  serve  the  patient— the  quality  of  his  medical 
care  and  its  availability.”  Other  considerations  based 
on  the  common  or  social  good  of  the  community  also 
serve  as  guides  to  Association  policies  on  legislation. 

Abused  Children 

The  House  of  Delegates  went  on  record  in  sup- 
port of  legislation  to  provide  for  routine  mandatory 
reporting  of  cases  of  suspected  child  abuse  so  that 
cases  of  the  “battered”  child  may  become  a subject 
for  social  (and  criminal)  investigation. 

Replacement  of  Coroner's  System 

The  House  endorsed  and  recommended  to  the 
State  Legislature,  passage  of  a proposed  Medical  Ex- 
aminer Act  for  the  State  of  Washington. 

License  Fee  Increase 

The  House  called  for  county  medical  societies  to 
advise  the  Executive  Committee  of  their  member- 
ships’ opinion  on  the  request  made  by  the  Board  of 
Medical  Examiners  for  an  increase  in  license  fees 
from  $7  to  $20  annually.  This  is  to  provide  the  Ex- 
amining Board  with  funds  they  say  they  need  to 
properly  perform  their  duties  to  the  profession  and 
the  public  by  doing  a better  job  in  conducting  ex- 
aminations; to  prosecute  persons  who  practice 
medicine  without  a license;  and  to  make  more 
thorough  investigations  of  applicants  for  medical  li- 
censure by  reciprocity,  by  the  National  Board,  and 
by  foreign  certifying  agencies. 

A sample  legislative  act  will  be  forwarded  to  coun- 
ty medical  societies  for  their  discussion  and  opinion. 

" Tax  Equality" 

The  House  of  Delegates  approved  a resolution 
calling  for  the  Association’s  Legal  Counsel  to  prepare 
a bill  for  presentation  to  the  1965  Legislative  Ses- 
sion permitting  physicians  to  form  professional  corp- 
orations, consistent  with  the  maintenance  of  ethical 
standards. 

Optical  Dispensing 

The  House  stated  the  Association’s  opposition  to 
any  legislation  which  would  deprive  the  ophthal- 
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mologist  of  his  light  to  dispense  if,  in  his  opinion, 
such  dispensing  is  in  the  best  interest  of  his  patients. 

Physician-Owned  Pharmacies 

The  House,  through  acceptance  of  the  report  of 
the  Board  of  Trustees,  went  on  record  opposing  any 
legislation  which  would  prohibit  the  ownership  of 
pharmacies  by  physicians.  It  had  been  pointed  out 
in  the  Executive  Committee  report  that  the  medical 
profession  has  disciplinary  powers  through  the  State 
Disciplinary  Board  to  control  any  “exploitation  of 
patients”  should  such  result  occur,  because  of  physi- 
cian ownership  of  pharmacies. 

Carry-Over  Policies 

The  Executive  Committee,  which  serves  as  the 
Legislative  Committee  during  the  fast-moving  ses- 
sions of  the  State  Legislature,  is  guided  by  state- 
ments of  principle  made  by  previous  Houses  of 
Delegates,  including: 

a.  The  official  “mental  health  authority”  of  this 
state  should  continue  to  be  placed  in  the  State  De- 
partment of  Health  on  the  grounds  that  the  De- 
partment is  best  able  by  training,  philosophy  and 
experience  to  foster,  encourage  and  support  local 
community  action  in  the  health  field,  including 
community  mental  health  programs. 

b.  Proposals  to  license  psychologists  are  to  be 
carefully  scrutinized  to  assure  that  area  of  practice 
is  specified  in  detail.  The  new  W.S.M.A.  Section 
on  Psychiatry  will  be  consulted  in  this  regard. 

Other  House  Action 

1.  Made  available  to  the  Association’s  four  Dele- 


gates to  the  American  Medical  Association  the  opini- 
ons of  the  Reference  Committee  from  discussions 
of  that  Committee  which  include:  1.)  any  AMA  dues 
increase  should  be  considered  only  when  a proven 
need  exists;  and  2.)  there  is  concern  on  the  part  of 
some  members  over  the  apparent  trend  toward 
further  centralization  of  AMA  activities  much  in 
the  manner  of  certain  federal  agencies. 

2.  Rejected  a portion  of  a resolution  calling  for 
county  medical  societies  to  include  AMPAC  dues  as 
a separate  item  on  society  dues  statements,  and 
adopted  the  resolution  which,  after  amendment, 
urged  all  members  to  support  AMPAC. 

3.  Received  a Constitutional  Amendment  for  deci- 
sion at  next  year’s  Annual  Meeting  designed  to  pro- 
vide wider  representation  on  the  Board  of  Trustees 
by  increasing  the  number  of  elected  Trustees  from 
14  to  18. 

4.  Made  the  Committee  on  School  Health  a stand- 
ing committee. 

5.  Continued  the  Medical  School,  Teaching  and 
Research  Hospital  Committee  as  the  Association’s 
official  “sounding  board”  for  all  controversies  which 
arise  between  the  University  of  Washington  School 
of  Medicine  and  the  practicing  physicians. 

6.  Approved  further  investigation  and  evaluation 
by  the  Basic  Science  Committee  of  the  basic  science 
law  and  its  administration. 

7.  Advocated  exerting  every  influence  on  the  Uni- 
versity of  Washington  School  of  Medicine  (and  other 
medical  schools)  to  augment  emphasis  on  general 
practice  in  its  medical  training  program  by  increas- 
ing such  measures  in  its  curriculum  as  general  prac- 
tice preceptorships,  and  inclusion  of  family  physicians 
in  its  general  medical  clinics  and  lectures. 


Longevity 

We  understand  that  a Toronto  surgeon  advocates  salads,  Scotch,  and  sex  for  a long 
life.  It  leads  us  to  believe  if  monkeys  drank  they’d  live  forever. 


Primate  News,  published  by  The  Oregon  Regional  Primate 
Research  Center,  August  31,  1964. 
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Continude  from  page  675 

sence  from  the  water.  The  public  has  no  teeth;  nor 
can  it  drink.  Our  obligation  is  to  real  people,  our 
patients;  and  if  we  believe  in  fluorine  as  a drug  to 
prevent  decay,  our  obligation  is  to  prescribe  it  in 
measured  doses  and  persuade— not  force— them  to 
use  it. 

But  our  prior  obligation  is  to  familiarize  our- 
selves with  the  proper  use  of  the  drug,  with  the 
correct  dosage,  and  its  effects,  limitations,  hazards, 
side  effects,  and  contraindications.  And  if  we  ex- 
amine the  evidence  in  these  matters  instead  of  rely- 
ing on  handed-down  opinions  and  endorsements, 
most  of  us  are  due  for  a surprise. 

Sincerely, 

JOHN  E.  FLYNN,  M.D. 

Everett,  Washington 

Awards  for  Student  and  House 
Staff  Papers 

EDITOR,  NORTHWEST  MEDICINE: 

Medical  students,  interns  and  resident  physicians 
engaged  in  original  research  have  an  unusual  oppor- 
tunity to  gain  nationwide  recognition  for  their  work 


through  the  Student  American  Medical  Association- 
Mead  Johnson  Scientific  Forum. 

Ten  outstanding  papers  selected  by  a board  of 
medical  authorities  will  be  awarded  plaque  and 
cash  prizes.  The  author  of  the  paper  judged  to  be 
the  most  outstanding  will  win  a plaque,  $500,  and 
an  expense-free  trip  to  the  annual  convention  of 
the  American  Medical  Association,  where  he  will 
present  his  paper  at  the  AMA’s  multidisciplinary 
research  forum. 

The  grand  award  winning  paper  will  first  be  pre- 
sented by  the  author  to  the  registrants  at  SAMA’s 
15th  Annual  Meeting,  May  2-6,  1965. 

The  Forum,  sponsored  by  SAMA  and  supported 
by  a grant  from  Mead  Johnson  Laboratories,  was 
developed  for  the  purpose  of  providing  a platform 
for  authors  of  original  research  papers  among 
younger  physicians. 

Deadline  for  entries  is  January  1,  1965.  Official 
applications  and  rules  are  published  in  The  New 
Physician  (official  SAMA  journal)  and  are  available 
upon  request,  from  SAMA,  333  North  Michigan 
Avenue,  Chicago  60601. 

Sincerely  yours, 

RUSSELL  F.  STAUDACHER 

Editor  and  Publisher 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 

A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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oqauac 

Fibre-free 

HYPOALLERGENIC 

formula 

Provides  balanced  nutritional  values. 

@An  excellent  formula  for  regular 
infant  feeding. 

An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Strikingly  similar  to  mother’s  milk  in  composition 


and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


A request  on  your  professional  letterhead  or 
prescription  form  will  bring  to  you  complete 
information,  and  a supply  of  samples. 


Medical  Products  Division 

LOMA  LINDA  FOODS 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio  • Oshawa,  Ontario-Canada 


Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 
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BOOKS 


RECEIVED:  The  following  hooks  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


The  chemistry  and  therapy  of  disorders  of  voluntary 
muscles.  By  E.  G.  Murphy,  M.B.,  B.S.,  D.C.H.  Certified 
Pediatrician,  Royal  College  of  Physicians  and  Surgeons; 
Clinical  Teacher,  University  of  Toronto;  Assistant  Physi- 
cian. Hospital  for  Sick  Children;  Neurological  Consultant, 
Crippled  Children  Centre,  Toronto,  Ontario,  Canada.  123 
pp.  Illustrated.  Price  $6.50.  Charles  C Thomas,  Springfield, 
Illinois,  1964. 


Hemochromatosis  and  hemosiderosis.  By  Richard  A.  Mac- 
Donald. M.D.  Assistant  Professor  of  Pathology,  Harvard 
Medical  School  and  Associate  Pathologist,  Mallory  Institute 
of  Pathology,  Boston  City  Hospital,  Boston,  Massachusetts. 
374  pp.  Illustrated.  Price  $12.75.  Charles  C Thomas.  Spring- 
field.  Illinois,  1964. 


Common  complaints;  consultations  in  medicine.  A col- 
lection of  medical  articles  from  Consultant  magazine.  206 
pp.  Illustrated.  Price  $3.00.  Smith  Kline  & French  Labora- 
tories, Philadelpha,  1964. 

Manual  of  medical  therapeutics,  seventeenth  edition.  De- 
partment of  Medicine,  Washington  University  School  of 
Medicine.  St.  Louis,  Missouri.  Current  Editors:  Robert  C. 
Packman,  M.D.  and  Robert  D.  Utiger.  M.D.  272  pp.  Price 
$4.50.  Little,  Brown  and  Company,  Boston,  1964. 

Corneal  contact  lenses.  By  Members  of  the  Contact  Lens 
Section,  Department  of  Ophthalmology,  Baylor  University 
College  of  Medicine,  Houston,  Texas.  Editor,  Louis  J. 
Girard.  M.D..  F.A.C.S.,  Professor  and  Chairman.  Depart- 
ment of  Ophthalmology,  Baylor  University  College  of 
Medicine,  Director,  Institute  of  Ophthalmology,  Texas  Med- 
ical Center,  Executive  Director,  The  Eyes  of  Texas  Inc., 
Sight  Foundation.  Member,  Committee  on  Contact  Lenses, 
American  Committee  on  Optics  and  Visual  Physiology; 
Associate  Editor,  Joseph  W.  Soper,  Clinical  Instructor  in 
Contact  Lens  Technology,  Department  of  Ophthalmology. 
Baylor  University  College  of  Medicine,  President,  Contact 
Lens  Society  of  America;  Whitney  G.  Sampson,  M.D., 
Assistant  Professor  of  Ophthalmology  and  Chief,  Section 
of  Physiologic  Optics,  Department  of  Ophthalmology, 
Baylor  University  College  of  Medicine.  329  pp.  Illustrated. 
Price  $19.75.  C.  V.  Mosby  Company,  St.  Louis,  Mo.,  1964. 

Niacin  in  vascular  disorders  and  hyperlipemia.  Compiled 
and  Edited  by  Rudolf  Altschul.  306  pp.  Illustrated.  Price 
$11.00.  Charles  C Thomas,  Springfield,  111.,  1964. 

Dynamic  pathology.  Structural  and  functional  mechanisms 
of  disease.  By  Maurice  M.  Black,  M.D..  Professor  of  Ex- 
perimental Pathology,  New  York,  Medical  College.  New 
York,  N.Y.,  Attending  Pathologist,  Flower  and  Fifth  Ave- 
nue Hospitals,  New  York,  N.Y.  Bernard  M.  Wagner.  M.D., 
Professor  and  Chairman,  Department  of  Pathology,  New 
York  Medical  College,  New  York,  N.Y.,  Pathologist,  Flow- 
er and  Fifth  Avenue  Hospitals,  New  York,  N.Y.  296  pp. 
Illustrated.  Price  $8.00.  C.  V.  Mosby  Company,  St.  Louis, 
Mo.,  1964. 

The  liver  and  portal  hypertension.  By  Charles  G.  Child, 
3rd,  M.D.,  Professor  and  Chairman,  Department  of  Sur- 
gery, University  of  Michigan.  Volume  I in  the  Series: 
Major  Problems  in  Clinical  Surgery.  Consulting  Editor, 
J.  Engelbert  Dunphy,  M.D.  231  pp.  Illustrated.  Price  $8.00. 
W.  B.  Saunders  Company,  Philadelphia,  1964. 

X-ray  technology,  third  edition.  By  Charles  A.  Jacobi. 
B.Sc.,  R.T.fA.R.R.T.).  Assistant  Professor,  Medical  X-ray 
Technology,  and  Radiation  Health  and  Safety  Officer, 
Radioactive  Byproduct  Installations,  Oregon  Technical  In- 
stitute. Klamath  Falls,  Oregon:  and  Don  Q.  Paris,  R.T. 
(A.R.R.T.),  Chairman,  Medical  X-ray  Technology,  Oregon 
Technical  Institute,  Klamath  Falls.  Oregon.  452  pp.  Illus- 
trated. Price  $11.50.  C.  V.  Mosby  Company,  St.  Louis,  Mo., 
1964. 

Recreation  in  gerontology.  By  Carol  Lucas,  Ed.D..  A.C.S.W., 

L. M.R.S.H.,  Instructor,  Teachers  College.  Columbia  Uni- 
versity, New  York  City,  New  York,  Director,  Special  Pilot 
Study  in  Gerontology.  177  pp.  Illustrated.  Price  $6.50. 
Charles  C Thomas,  Springfield,  111.,  1964. 

The  first  twenty  years  of  the  University  of  Texas,  M.  D. 
Anderson  and  Tumor  Institute.  564  pp.  Illustrated.  Price 
$7.50.  The  University  of  Texas,  M.D.  Anderson  Hospital 
and  Tumor  Institute,  Houston,  Texas,  1964. 

Diseases  of  metabolism,  detailed  methods  of  diagnosis  and 
treatment,  edition  five.  Edited  by  Garfield  G.  Duncan, 

M. D.,  Professor  of  Medicine,  University  of  Pennsylvania, 
Director  of  Medical  Divisions,  Pennsylvania  Hospital  and 
The  Benjamin  Franklin  Clinic.  1551  pp.  Illustrated.  Price 
$28.00.  W.  B.  Saunders  Company,  Philadelphia,  1964. 


Christopher’s  textbook  of  surgery,  edition  eight.  Edited 
by  Loyal  Davis,  M.D..  Professor  of  Surgery,  Northwestern 
University  Medical  School.  1481  pp.  Illustrated.  Price  $18.50 
W.  B.  Saunders  Company,  Philadelphia.  1964. 

Early  treatment  of  facial  injuries.  By  Thomas  John  Zaydon, 
M.D.,  F.A.C.S.  Clinical  Assistant  Professor  of  Surgery, 
Plastic  Surgery  Service,  Department  of  Surgery,  Univer- 
sity of  Miami  School  of  Medicine;  Chief,  Plastic  Surgery 
Service  of  St.  Francis  Hospital,  Cedars  of  Lebanon  Hospital, 
North  Miami  General  Hospital.  Miami,  Florida:  and 

James  Barrett  Brown,  M.D.,  F.A.C.S.  Professor  of  Clinical 
Surgery,  Washington  University  School  of  Medicine;  Pro- 
fessor of  Maxillofacial  Surgery.  Washington  University 
School  of  Dentistry,  St.  Louis.  Missouri;  Senior  Civilian 
Consultant  in  Plastic  and  Maxillofacial  Surgery  to  the 
Surgeon  General.  Special  Consulting  Plastic  Surgeon  to 
United  States  Veterans  Administration.  Senior  Consultant 
in  Plastic  and  Maxillofacial  Surgery  and  Burns,  United 
States  Army.  258  pp.  Illustrated.  Price  $15.00.  Lea  & 
Febiger,  Philadelphia,  1964. 

Statistically  speaking.  By  Warren  K.  Garlington,  Ph  D.  As- 
sociate Professor  of  Psychology.  Long  Beach  State  College, 
Long  Beach,  California.  Formerly,  Chief  Psychologist,  Men- 
tal Health  Research  Institute,  Fort  Steilacoom,  Washington 
and  Helen  E.  Shimota,  Ph  D.  Senior  Research  Associate. 
Youth  Studies  Center,  University  of  Southern  California, 
Los  Angeles,  California.  Formerly  Research  Psychologist. 
Mental  Health  Research  Institute.  Fort  Steilacoom.  Wash- 
ington. 110  pp.  Illustrated.  Price  $5.50.  Charles  C Thomas, 
Springfield,  111.,  1964. 

Effects  of  anesthetics  on  the  circulation.  Edited  by  Henry 

L.  Price,  M.D.,  Professor  of  Anesthesiology,  Schools  of 
Medicine,  University  of  Pennsylvania,  Philadelphia,  Penn- 
sylvania, and  Peter  J.  Cohen,  M.D.  Instructor  in  Anes- 
thesiology, Schools  of  Medicine.  University  of  Pennsylvania, 
Philadelphia,  Pennsylvania.  293  pp  Illustrated.  Price  $10.50. 
Charles  C Thomas,  Springfield,  111.,  1964. 

Lipid  transport.  Proceedings  of  an  International  Symposi- 
um on  Lipid  Transport,  Vanderbilt  University  School  of 
Medicine,  Nashville,  Tennessee,  October  10-11,  1963.  Editor, 
H.  C.  Meng,  M.D.,  Ph.D.,  Associate  Professor  of  Physiology. 
Vanderbilt  University  School  of  Medicine.  Associate  Edi- 
tors, John  G.  Coniglio,  Ph.D.,  Professor  of  Biochemistry, 
Vanderbilt  University  School  of  Medicine,  Virgil  S.  Le- 
quire,  M.D.,  Associate  Professor  of  Anatomy,  Vanderbilt 
University  School  of  Medicine,  George  V.  Mann,  D.Sc., 

M. D.,  Associate  Professor  of  Biochemistry,  Assistant  Pro- 
fessor of  Medicine  in  Biochemistry.  Vanderbilt  University 
School  of  Medicine:  Joseph  M.  Merrill.  M.D.,  Associate 
Chief  of  Staff  for  Research.  Veterans  Administration  Hos- 
pital, Assistant  Professor  of  Medicine,  Vanderbilt  Univer- 
sity School  of  Medicine.  266  pp.  Illustrated.  Price  $10.50. 
Charles  C Thomas,  Springfield,  111.,  1964. 

Recent  advances  in  odor;  theory,  measurement  and  control. 
Consulting  Editor,  Richard  L.  Kuehner.  pp.  357-745.  Illus- 
trated. New  York  Academy  of  Science,  1964. 

Large  steerable  radio  antennas-climatological  and  aero- 
dynamic considerations.  Consulting  Editor.  Edward  Cohen. 
355  pp.  Illustrated.  Price  $7.00.  New  York  Academy  of  Sci- 
ences, 1964. 


Atlas  of  general  surgery,  second  edition.  By  Joseph  R. 
Wilder,  M.D.,  F.A.C.S.,  Director  of  Surgery,  Hospital  for 
Joint  Diseases,  New  York.  N.Y.  Illustrated  by  Shirley 
Baty.  325  pp.  Illustrated.  Price  $23.50.  C.  V.  Mosby  Com- 
pany, St.  Louis,  Mo.,  1964. 

Synopsis  of  pathology.  By.  W.  A.  D.  Anderson,  M.D., 
F.A.C.P.,  F.C.A.P..  Professor  of  Pathology,  University  of 
Miami  School  of  Medicine,  Coral  Gables.  Florida;  Director 
of  Pathology  Laboratories,  Jackson  Memorial  Hospital,  Mi- 
ami, Florida.  Sixth  edition.  883  pp.  Illustrated.  Price  $9.75. 
C.  V.  Mosby  Company,  St.  Louis,  Mo.,  1964. 

Clinical  toxicology.  By  Clinton  H.  Thienes.  M.D..  Ph.D  . 
F.A.C.P.,  Emeritus  Director,  Institute  of  Medical  Research, 
Collis  P.  and  Howard  Huntington  Memorial  Hospital,  Pasa- 
dena; Emeritus  Adjunct  Professor  of  Pharmacology  and 
Toxicology,  School  of  Medicine,  University  of  Southern 
California,  Los  Angeles;  Emeritus  Attending  Pathologist 
(Toxicology)  Los  Angeles  County  Hospital;  Consulting 
Member  of  Staffs  of  Huntington  Memorial  Hospital,  Glen- 
dale Sanitarium  and  Hospital,  Glendale  Memorial  Hospital, 
and  Temple  Hospital.  Los  Angeles,  Consultant,  Boyle  & 
Company,  Truesdail  Laboratories;  and  Thomas  J.  Haley, 
Ph  D.,  Research  Pharmacologist;  Chief,  Division  of  Phar- 
macology and  Toxicology,  Laboratory  of  Nuclear  Medicine 
and  Radiation  Biology,  University  of  California,  Los  Ange- 
les; Consultant,  Life  Support  Systems  Division,  Aerojet 
General  Corporation,  Von  Karman  Center,  Azusa,  Southern 
Counties  Gas  Company,  Los  Angeles,  Western  Oil  and 
Gas  Association.  Los  Angeles.  Walter  Reed  Army  Institute 
of  Research,  Washington,  D C.  Fourth  edition.  661  pp. 
Illustrated.  Price  $9.50.  Lea  & Febiger,  Philadelphia,  1964. 

The  laws  of  bone  structure.  By  H.  M.  Frost,  M.D.,  Depart- 
ment of  Orthopaedic  Surgery,  Henry  Ford  Hospital.  De- 
troit, Michigan.  167  pp.  Illustrated.  Price  $7.50.  Charles  C 
Thomas,  Springfield,  111..  1964. 
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It’s  enthusiasm  for  Belap  relief  that  brings  on  this 
exuberance.  Belap  simultaneously  relaxes  nervous 
tension  and  soothes  smooth  muscle  spasm  due  to 
Gl  hypermotility.  The  natural  belladonna  alkaloids 
combined  with  phenobarbital  provide  safe,  predict- 
able antispasmodic  and  sedative  action  to  relieve 
pain  and  distress  of  visceral  spasm  in  peptic  ulcer, 
abdominal  pain  and  cramps,  pylorospasm,  nausea 
of  pregnancy,  nervous  indigestion  and  motion  sick- 
ness. Use  Belap  Ty-Med  tablets  whenever  timed- 
release  medication  for  smooth,  round-the-clock  anti- 


cholinergic and  sedative  action  is  desired.  Even  the 
price  is  designed  to  keep  your  patient  calm  and 
collected. 

Each  Belap®  Tablet  contains: 

No.  0 No.  1 No.  2 

Phenobarbital  (Warning, 

may  be  habit  forming)  8 mg.  15  mg.  30  mg. 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 

One  tablet  three  times  daily. 

Available  in  bottles  of  100  and  1000. 


Belap  Ty-Med*  (Modified  formula) 

Each  tablet  contains: 

Amobarbital  (Warning,  may  be  habit  forming)  50  mg. 
Homatropine  Methylbromide  7.5  mg. 

* Lemmon  brand  of  timed-release  medication. 

One  Ty-Med*  tablet  morning  and  night. 

Available  in  bottles  of  30  and  100  tablets. 

Observe  the  usual  precautions  for  barbiturates  and 
parasympatholytic  compounds. 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 


HAACK  LABORATORIES,  INC.,  Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 
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SUPERSEDING  BARRIER  METHODS 
OF  CONTRACEPTION 


■ medically  controlled  method  of  fertility  timing 

■ provides  maximum  protection  against  unplanned  preg- 
nancy with  few  disturbances. ..few  patient  "dropouts" 

■ economical  2 mg.  dosage  brings  the  advantages  of 
fertility  timing  to  larger  numbers  of  patients 

■ promotes  marital  happiness  and  family  harmony 


and  to  help  your  patient  maintain  her  schedule-attractively  packaged 
in  an  easy-to-use  economical  dispenser 


Contains  20  tablets  numbered 
consecutively  from  1 to  20. 


Provides  calendar  on  which  the 
patient  marks  the  days  she  takes 
medication,  beginning  with  the 
first  day  the  first  tablet  is  taken. 


Each  number  and  day  on  the  cal- 
endar will  then  correspond  to 
the  tablet  number  on  the  dis- 
penser package. 
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NO  UNPLANNED  PREGNANCIES  REPORTED 
IN  114  STUDIES  INVOLVING  OVER  4,000  WOMEN 


Clinical  use  of  nore- 
thindrone  2 mg.  with 
mestranol  0.1  mg.  for 
fertility  control 

No.  of 
Studies 

No.  of 
Patients 

No.  of 
Cycles 

Prior 

Pregnancies 

Average 

Age 

Unplanned 

Pregnancies 

Private  Practice  (U.S.A.) 

80 

1,268 

5,013 

2.7 

27.0 

0 

Private  Practice  (Canada) 

25 

1,027 

4,575 

2.1 

26.7 

0 

Clinics  (U.S.A.) 

9 

1,899 

14,821 

3.6 

26.0 

0 

TOTAL 

114 

4,194 

24,409 

2.8 

26.6 

0 

Clinical  use  for  control  of  fertility  has  been  ex- 
tensive. In  114  studies  involving  4,194  women 
during  a total  of  24,409  cycles,  no  unplanned 
pregnancies  were  reported. 

FEW  TROUBLESOME  REACTIONS... 
FEW  "DROPOUTS" 

In  general,  the  few  side  reactions  that  may  occur 
with  Norinyl  tend  to  lessen  or  disappear  after 
the  first  cycle.  Side  reactions  reported  consist 
mainly  of  changes  in  the  menstrual  cycle,  symp- 
toms resembling  early  pregnancy,  weight  gain, 
nausea,  and  a few  minor,  generally  transient, 
subjective  complaints. 

The  use  of  Norinyl  can  extend  the  role  of  the 
physician  in  family  planning  and  in  overcoming 
certain  marital  problems.  He  now  can  offer  a 
dependable,  medically  controlled  method  of 
fertility  timing  that  can  free  his  patients  from  the 
fear  of  pregnancy.. . help  promote  marital  hap- 
piness and  family  harmony. 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past);  cardiac, 
renal  or  hepatic  dysfunction;  carcinoma  of  the 
breast  or  genital  tract;  severe  depression. 
Precautions:  Existing  uterine  fibroids  may  in- 
crease in  size.  In  lactating  mothers  delay 
Norinyl  until  nursing  needs  are  established. 
Withhold  Norinyl  before  liver  or  endocrine 
function  testing.  In  metabolic  or  endocrine  dis- 
orders careful  clinical  preevaluation  of  patients 
is  indicated.  Because  progestational  agents  with 
estrogen  in  general  may  cause  some  degree  of 
fluid  retention,  patients  with  a history  of  epi- 
lepsy, migraine  or  asthma  require  careful  ob- 
servation. 

Side  Effects:  According  to  observations  thus 
far,  side  effects  consist  mainly  of  changes  in 
the  menstrual  cycle,  symptoms  resembling 
early  pregnancy,  weight  gain,  nausea,  and  a 
few  minor,  generally  transient,  subjective 
complaints  (headache,  dizziness,  nervousness 
and  irritability). 

Dosage  and  Administration:  One  Norinyl  Tab- 
let orally  for  20  days,  commencing  on  day  5 
through  and  including  day  24  of  the  menstrual 
cycle.  (Day  1 of  the  cycle  is  the  first  day  of 
menstrual  bleeding.) 


norethindrone'-an  original  steroid  from 


SYNTEX 


LABORATORIES  INC  , PALO  ALTO.  CALIF. 


•First  synthesized  by  Syntex  Laboratories  (Djerassi  et  al  : Paper 
presented  before  the  Division  of  Medicinal  Chemistry,  American 
Chemical  Society  Meeting,  Milwaukee,  Wisconsin,  April  3, 1952). 
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PVLOROSPASM  • BILIARY  DYSKINESIA  . PANCREATITIS  . URETERAL  AND  URINARY  BLADDER  SPASM  • GASTRITIS 


PEPTIC  ULCER  . FUNCTIONAL  H Y P E R M O T I L I T V • IRRITABLE  COLON 


PRO-BANTHINE  (propantheline  bromide)  Assures  Authoritative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthlne  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach1  . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthlne  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy"  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthlne]  and  propantheline 
[Pro-Banthlne]. 


The  name  Pro-Banthlne  (propantheline  bro- 
mide) sets  a stamp  of  drerapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthlne 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
125.136-139  (April)  1963. 

2.  Steinberg,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21,  in  Modell.W.  (editor):  Drugs  of  Choice 
-1964-1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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PYLOROSPASM  • BILIARY  DYSKINESIA  . PANCREATITIS  . U R E T E R A L A N D U R I N A R Y B L A D D E R S P A S M • GASTRITIS 


EDITORIAL 


Criticism 


W ords  sometimes  become  important  beyond 
their  usefulness  to  transmit  thought.  They  can 
influence  a process  and,  when  there  is  lack  of 
general  agreement  as  to  meaning,  there  may 
he  failure  of  a much  needed  activity.  This 
seems  to  be  true  of  the  word  criticism.  Confu- 
sion about  its  meaning  has  denied  us  benefit  of 
a process  that  should  be  entirely  constructive. 
Criticism,  the  act  of  criticizing,  can  be  a creative 
art  and  it  should  be  developed  in  that  direction. 
With  better  understanding  of  the  positive  inter- 
pretation of  the  word,  criticism  can  be  a stimu- 
lating and  enjoyable  experience. 

Criticism,  in  the  positive  sense,  is  not  dero- 
gation, in  spite  of  the  fact  that  the  word  is  some- 
times used  to  imply  unfavorableness.  A more 
important  interpretation,  according  to  Webster’s 
New  International  Dictionary,  Second  Edition, 
calls  it  “A  critical  observation,  judgment,  or 
review;  a critique  . . . The  art  of  judging  or 
evaluating  with  knowledge  and  propriety  the 
beauties  and  faults  of  works  of  art  or  literature; 
—extended  to  similar  considerations  of  moral 
values,  of  the  soundness  of  scientific  hypotheses 
and  procedures.” 

Criticism  then,  in  the  words  of  Saintsbury  “is 
the  endeavor  to  find,  to  know,  to  love,  to  recom- 
mend, not  only  the  best,  but  all  the  good  that 
has  been  known  and  thought  and  written  in 
the  world.” 

Criticism,  therefore,  is  the  duty  of  every 
thoughtful  student  of  medicine,  particularly  of 
those  students  who,  long  after  graduation,  con- 
tinue to  evaluate  “with  knowledge  and  propri- 
ety.” Valid  criticism  is  by  no  means  a method 
of  condemning  or  belittling.  It  should  be  voiced 
with  dignity,  not  with  scorn.  It  is  a method  of 
discovery  as  Arthur  Symons  well  knew  when  he 
said,  “Criticism  is  properly  the  rod  of  divination; 
a hazel  switch  for  the  discovery  of  buried  trea- 


sure, not  a birch-twig  for  the  castigation  of 
offenders.” 

The  present  lack  of  proper  criticism  at  medical 
meetings,  and  of  articles  published  in  medical 
journals,  may  be  due  to  a combination  of  influ- 
ences. Negative  connotation  of  the  word  seems 
to  be  coupled  with  the  teaching  of  John  Dewey 
who  introduced  into  education  the  idea  that 
social  acceptance— getting  along  with  the  group— 
is  more  important  than  intellectual  achievement. 
Under  such  feeling  about  the  word  and  with 
such  fear  of  offending,  it  is  not  too  surprising 
that  the  art  of  criticism  has  been  allowed  to  die. 

The  effect  is  tragic,  if  acceptance  of  medioc- 
rity can  be  called  tragedy.  For  mediocrity  un- 
criticized breeds  only  mediocrity. 

True  criticism  is  not  used  to  destroy  but  to 
create  and  improve.  Like  Portia’s  quality  of 
mercy,  it  is  not  strained.  It  is  generous  in  ob- 
servance of  quality  where  quality  exists  and  re- 
strained in  noting  errors  or  omissions.  When 
criticism  is  an  art  it  is  a gentle  art. 

Criticism  is  at  its  best  only  when  the  critic 
is  informed,  self  confident,  and  wise.  He  must 
be  informed  if  he  is  to  observe  omissions  and 
errors  or  if  he  is  to  suggest  additions  or  changes 
for  improvement.  He  must  be  self  confident 
for  only  the  self  confident  can  be  gentle  while 
critical.  He  must  be  wise  if  he  is  to  direct  his 
criticism  to  the  most  important  or  significant 
feature  of  the  thing  he  would  improve. 

Medicine,  in  its  headlong  rush  into  science 
and  specialization,  needs  the  sobering  voice  of 
criticism.  The  voice  that  could  be  raised  is 
silent,  largely  because  criticism  has  not  been 
given  its  proper  place  as  a gentle,  creative  art. 
The  word  is  important  far  beyond  its  transmis- 
sion of  thought.  Properly  interpreted  it  can 
release  a beneficial,  positive  process  that  has 
been  too  long  neglected.  ■ 

II.  L.  H. 
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1 


chronically  fatigued,  but  not  anemic- 
a possible  candidate  for  Zentiniif 

Multifactor  Hematinic  with  Vitamins 


When  you  encounter  evidence  of  cumulative  iron 
deficiency  without  anemia,  consider  Zentinic  for 
rapid  replenishment  of  iron  stores.  As  has  been 
noted,  "Indeed,  after  the  assessment  of  all  the 
data  concerning  iron  metabolism,  the  recom- 
mendation that  most  women  should  supplement 
their  diet  with  a small  amount  of  iron  during  the 
years  that  they  menstruate  and  bear  children 
can  be  fully  justified.”1 

Zentinic  has  these  advantages: 

■ Contains  100  mg.  of  elemental  iron  as  ferrous 
fumarate  / neither  time  released  nor  chelated 
to  delay  or  interfere  with  iron  absorption.2 

■ Supplies  200  mg.  of  vitamin  C / enhances 


absorption  by  helping  to  maintain  the  iron  in 
the  more  readily  absorbed  ferrous  state. 

■ Provides  the  benefit  of  folic  acid  / recent  evi- 
dence3 suggests  that  amounts  as  little  as  0.025 
mg.  daily  by  mouth  may  exert  a therapeutic  ef- 
fect in  the  treatment  of  folic  acid  deficiencies. 


■ Offers  the  B complex  vitamins  / necessary  in 
normal  red-blood-cell  formation  and  for  general 
nutritional  support. 

1.  Editorial:  Postgrad.  Med.,  34:102,  1963.  2.  Brise,  H.,  and  Hall- 
berg,  L.:  Acta  med.  scandinav.,  1 71  (Supplement  No.  376):23, 
1962.  3.  Sheehy,  T.  W.:  Blood,  18: 623,  1961. 


to  treat  the 
cumulative 
iron  loss 


_ 401211 

Zentinic  s 
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Antegrade  Aortography 


MELVIN  D.  CHEITLIN,  MAJOR,  MC,  USA  Honolulu,  Hawaii  / 


Roentgen  visualization  of  the  aorta  and  its  branches  may  be  accomplished 
efficiently  and  safely  by  injecting  a contrast  medium  into  the  right  atrium 
through  an  intravenous  catheter.  Serial  films  are  taken.  They  yield  more  informa- 
tion than  a single  film  taken  at  time  of  maximum  opacification.  Ninety-nine 
such  studies  have  been  done.  Reactions  have  been  absent  or  mild  and  the 
patients  suffered  little  inconvenience.  Excellent  films  were  obtained  in  most 
of  the  cases. 


Development  of  advanced  surgical  procedures 
has  demanded,  and  usually  has  been  preceded 
by,  refinement  of  diagnostic  techniques.  Before 
the  field  of  vascular  surgery  could  advance,  diag- 
nostic accuracy  in  pinpointing  sites  of  obstruc- 
tion or  abnormality  was  an  absolute  prerequisite. 
Ability  to  repair,  by-pass,  or  replace  the  aorta, 
or  many  of  its  branches,  with  grafts  has  stimu- 
lated research  for  an  arteriographic  technique 
that  produces  contrast  roentgenograms  that  are 
technically  superior  in  detail,  safe,  and  without 
major  discomfort  to  the  patient.  The  growing 
recognition  of  potentially  reversible  renal  arterial 
obstruction  as  a cause  of  hypertension  in  some 
patients  has  stimulated  the  search  for  techniques 
of  opacifying  the  renal  arteries  with  safety  when 
the  indication  for  renal  arteriography  exists. 

Table  1 

Reasons  for  Antegrade  Aortography 

Negative  Positive  Total 


Renal  artery  evaluation 

in  hypertension  34  8 42 

Aortic  aneurysm  ^ 6 

Aortic  dissection  3 

Cervical  vessel  occlusion 

or  abnormality  9 

Arteriosclerosis  obliterans  of 

iliac  and  femoral  arteries  25 

Coarctation  of  aorta  7 

Miscellaneous  7 

Total  99 


In  1929,  dos  Santos  introduced  the  technique 
of  translumbar  aortography.1  This  roentgeno- 

From  the  Department  of  Medicine,  Madigan  General 
Hospital,  Tacoma,  Washington. 

Major  Cheitlin  was  formerly  Chief  of  Cardiology  Service 
at  Madigan  General  Hospital. 


Fig.  1.  Normal  abdominal  aortogram.  Note  normal  renal 
arteries  and  renograms. 


graphic  procedure  entails  injection  of  contrast 
material  by  means  of  the  percutaneous  intro- 
duction of  a needle  into  the  aorta  through  the 
back,  and  results  in  excellent  visualization  of 
the  abdominal  aorta  and  its  branches.  The  in- 
jection of  contrast  material  of  high  specific  grav- 
ity together  with  the  proximity  of  vessels  of 

Preliminary  report  of  this  work  was  made  at  Pacific 
Northwest  Regional  meeting  of  American  College  of  Physi- 
cians, February  24,  1962,  in  Vancouver,  B.C. 
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Fig.  2.  Normal  aortic  arch  showing  the  bifurcation  of  the 
carotid  arteries  unusually  well.  It  is  unusual  in  this  position 
to  have  overlapping  of  the  internal  and  external  carotids 
so  that  positioning  of  the  head  is  necessary  to  open  up  the 
bifurcation.  This  technique  is  better  for  demonstrating  the 
origin  of  the  great  vessels  from  the  aortic  arch  than  for 
evaluating  the  carotid  bifurcation. 


interest  to  the  site  of  injection  cause  problems 
associated  with  layering  and  streamlining  of 
contrast  substances.  This  may  lead  to  selective 
opacification  of  one  renal  artery  with  lack  of 
visualization  of  the  other  patent  renal  artery.2 
Serious  complications,  and  at  least  thirty  deaths, 
have  been  reported  in  the  medical  literature 
associated  with  translumbar  aortography.3  These 
complications  have  included  renal  shut-down,3-" 
bleeding,3  7-8  dissection  of  the  arterial  wall  from 
the  puncture  site,3-"-12  mesenteric  artery  throm- 
bosis,81115  and  paraplegia,1016 17  possibly  asso- 
ciated with  a large  bolus  of  undiluted  contrast 
media  reaching  the  distal  spinal  cord. 

Because  of  these  complications,  other  methods 
of  opacifying  the  aorta  have  been  sought.  The 
recent  introduction  by  Seldinger  of  percutaneous 
femoral  catheterization  and  retrograde  passage 
of  the  catheter  into  the  aorta18  allows  selective 
opacification  of  each  renal  artery,  and  is  there- 
fore ideal  as  far  as  technical  roentgenologic  prob- 
lems are  concerned.  Unfortunately,  the  diffi- 
culties of  streamlining  are  not  overcome  and  the 


Fig.  3.  There  is  complete  obstruction  of  the  left  renal 
artery  at  its  origin.  The  right  renal  artery  is  tortuous  with 
several  areas  of  narrowing. 


Fig.  4.  Aortogram  showing  complete  obstruction  of  the 
right  external  iliac  artery.  There  are  collateral  vessels  be- 
ginning to  fill  around  the  obstructed  area  through  the 
right  internal  iliac  artery. 
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Fig.  5.  Same  case  as  Figure  4.  Following  a second  injection, 
films  taken  over  the  thighs  show  collateral  vessels  filling 
the  common  femoral  and  lateral  circumflex  femoral  arter- 
ies. There  are  many  tortuous  vessels  around  the  obstructed 
common  femoral  artery.  The  deep  femoral  artery  fills,  but 
there  is  obstruction  of  the  superficial  femoral  artery  at 
its  origin.  There  is  evidence  of  atheromatous  disease  in  the 
common  femoral  and  superficial  femoral  arteries  on  the 
left. 

possible  toxicity  of  undiluted  dye  bolus  injected 
directly  into  visceral  arteries  is  not  changed. 
In  addition,  attempts  to  pass  the  catheter  retro- 
grade are  unsuccessful  in  15  per  cent  because 
of  tortuosity  of  the  iliac  vessels,  advanced  athero- 
sclerosis, or  occlusion  of  these  vessels.10  Manip- 
ulation of  a catheter  in  an  atherosclerotic  iliac 
artery  or  aorta  is  sometimes  complicated  by 
arterial  thrombosis,  and  serious  hematomata  may 
result  from  bleeding  at  the  site  of  arterial  punc- 
ture.3-20 In  patients  with  arteriosclerosis  obliter- 
ans, the  incidence  of  dissection  of  the  aortic  wall 
and  intramural  deposition  of  contrast  material 
has  been  as  high  as  29  per  cent.21  The  desirabil- 
ity of  avoiding  direct  arterial  invasion  is  there- 
fore evident. 

In  1958,  Bernstein  described  visualization  of 
the  aorta  after  intravenous  injection.22  This  had 
been  noted  since  the  earliest  days  of  intravenous 
angiocardiography,  although  dilution  of  the  con- 
trast material  allowed  for  only  faint  visualiza- 
tion of  the  aorta.  The  introduction  of  more 


concentrated  contrast  media  now  allows  efficient 
arterial  opacification  after  intravenous  injection. 
In  1959,  Steinberg,  Finby  and  Evans  described 
excellent  visualization  of  the  abdominal  aorta 
and  its  branches  after  simultaneous  bilateral  in- 
travenous injection  of  large  amounts  of  concen- 
trated contrast  media.23 

In  1959,  at  Walter  Reed  General  Hospital,  we 
began  to  perform  antegrade  aortograms,  using 
a slight  variation  of  Bernstein  and  Steinberg’s 
technique.  In  January  of  1961,  Zerbi-Ortiz  and 
Weldon  reported  the  results  of  the  first  fifty 
cases.24  The  present  paper  describes  the  tech- 
nique of  antegrade  aortography  and  presents 
examples  of  films  obtained  in  its  use  in  99 
patients  at  Madigan  General  Hospital. 

method 

Under  local  anesthesia,  a #9  National  Insti- 
tutes of  Health  catheter  is  introduced  through  a 
peripheral  vein,  usually  the  median  basilic  vein, 
into  the  mid-right  atrium  under  fluoroscopic 
guidance.  A preliminary  injection  of  a test  dose 
of  1 cc  of  90  per  cent  sodium  diatrizoate  and 
5 cc  of  sodium  dehydrocholate  is  made  through 
the  catheter,  and  the  catheter-to-tongue  time  is 
obtained.  This  gives  a close  estimate  of  the 
time  of  appearance  of  contrast  media  in  the 
aorta.  Then  1.3  cc/kg  of  90  per  cent  sodium 
diatrizoate  is  injected  by  means  of  a high-pres- 
sure injector  (Gidlund  injector)  at  10 kg/sq.cm.  A 
bolus  of  100  cc  of  90  per  cent  sodium  diatrizoate 
can  be  delivered  in  two  seconds  by  this  means. 
Serial  x-rays  were  obtained  with  the  Sanchez- 
Perez  rapid  film  changer,  starting  three  seconds 
before  the  circulation  time  and  continuing  at 
one  film  per  second  for  twelve  seconds.  A porta- 
ble x-ray  unit  is  used  to  obtain  films  of  other 
areas  of  clinical  interest.  For  example,  in  a 
patient  with  iliac  artery  occlusion,  if  the  film 
changer  is  centered  under  the  bifurcation  of  the 
aorta,  a portable  film  obtained  at  the  proper 
time  under  the  thighs  can  demonstrate  the 
condition  of  the  superficial  femoral  arteries  and 
the  peripheral  arterial  run-off.  The  entire  pro- 
cedure is  done  under  ECG  monitoring.  The  films 
are  reviewed,  and  if  more  information  is  needed, 
a second  injection  may  be  performed. 

results 

In  the  period  from  January  1,  1961  to  No- 
vember 1,  1963  at  Madigan  General  Hospital, 
we  have  performed  99  studies.  Examples  of 
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Fig.  6.  Obstruction  of  the  superficial  femoral  artery  at  its 
origin  is  seen  on  the  left  with  normal  vessels  on  the  right. 


the  quality  of  these  films  are  presented  in  this 
paper. 

Of  these  studies  there  were  two  instances 
where  the  antegrade  aortogram  was  unsatisfac- 
tory in  demonstrating  adequately  the  information 
sought.  The  first  patient  was  an  individual  with 
severe  hypertension  who  had  a catheter-to- 
tongue  circulation  time  of  17  seconds  and  de- 
veloped a sinus  bradycardia  of  45  beats  per 
minute  after  the  injection.  He  had  no  symptoms 
from  this,  but  the  degree  of  opacification  of 
the  abdominal  aorta  and  its  branches  was  un- 
satisfactory. A second  patient  with  coarctation 
of  the  aorta  developed  generalized  urticaria  with 
the  initial  dose  of  hvpaque  and  the  study  was 
discontinued.  The  hives  faded  rapidly  with  the 
administration  of  diphenhydramine  hydrochlo- 
ride. 

All  other  studies  have  been  satisfactory  for 
clinical  diagnostic  purposes  including  those  cases 
where  the  primary  reason  for  the  aortogram 
was  the  evaluation  of  the  superficial  femoral 
arteries  bilaterally.  Single  portable  films  taken 
of  the  thighs  at  two  seconds  after  the  catheter- 
to-tongue  sodium  dehydrocholate  circulation 
time  were  found  to  give  excellent  visualization 


Fig.  7.  Same  case  as  Figure  6.  There  is  extensive  athero- 
sclerosis obliterans  with  obstruction  of  the  superficial 
femoral  artery  on  the  right  at  mid-thigh  level.  The 
superficial  femoral  artery  on  the  left  is  not  seen  until  the 
lower  third  of  the  thigh  is  visualized  when  the  distal  por- 
tion of  the  superficial  femoral  artery  fills  well. 


of  the  superficial  and  deep  femoral  arteries  down 
to  the  popliteal  arteries. 

discussion 

We  have  found  that  serial  films  at  one-second 
intervals  yield  more  information  than  a single 
film  taken  at  the  estimated  time  of  optimum 
opacification.  Because  the  bolus  of  contrast 
material  is  moving,  different  parts  of  the  aorta 
and  its  branches  are  maximally  opacified  in 
successive  films.  Therefore,  an  x-ray  that  ade- 
quately shows  the  renal  arteries  may  not  demon- 
strate the  aortic  bifurcation  as  well  as  a later 
film.  In  partial  obstruction  of  vessels,  the  time 
of  appearance  of  contrast  material  beyond  the 
point  of  obstruction  compared  to  its  appearance 
on  the  uninvolved  side,  the  degree  of  opacifica- 
tion beyond  this  point,  and  the  time  it  takes 
for  the  opacification  to  fade  away,  may  be  more 
dramatic  and  striking  than  the  actual  small  point 
of  obstruction  in  the  artery.  The  point  of  ob- 
struction may  not  be  well  visualized  because  of 
superimposition  of  bony  structures,  gas  shadows. 
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or  other  opacified  arteries.  The  degree  of  opaci- 
fication of  the  renograms  seen  in  serial  films 
gives  some  idea  of  the  magnitude  of  blood  flow 
past  the  obstruction  and,  therefore,  indirectly, 
a quantitative  estimate  of  the  degree  of  ob- 
struction. In  renal  arterial  obstruction,  serial 
films  represent  the  visual  counterpart  of  the 
initial  upstroke  and  peak  of  the  curve  obtained 
in  the  I131  labeled  iodopyracet  or  iodohippurate 
sodium  renograms. 

The  most  obvious  advantage  of  antegrade 
aortography  is  the  avoidance  of  violation  of  the 
arterial  tree,  thus  eliminating  all  dangers  associ- 
ated with  direct  arterial  puncture. 


Fig.  8.  This  is  a portable  film  taken  at  the  time  the 
rapid  film  changer  was  taking  films  over  the  abdominal 
aorta.  There  is  extensive  atherosclerosis  of  the  superficial 
femoral  arteries  bilaterally  with  complete  obstruction  of 
the  middle  third  of  the  right  superficial  femoral  artery. 
Distal  superficial  femoral  arteries  are  well  visualized. 

The  problems  associated  with  this  technique 
have  been  minor.  All  patients  develop  a sensa- 
tion of  “hot  flushing”  which  lasts  from  15  to  20 
seconds  after  the  injection  and  then  fades  rap- 
idly. Accompanying  this  is  a sinus  tachycardia, 
usually  lasting  as  long  as  the  flush.  One  individ- 
ual developed  a supraventricular  tachycardia  of 
180  per  minute  which  terminated  spontaneously 


in  one  minute.  Several  of  the  patients  experi- 
enced nausea,  and  two  patients  vomited  one 
time  about  two  minutes  after  the  injection. 
One  patient  had  mild  urticaria  after  the  injec- 
tion, treated  with  diphenhydramine  hydrochlo- 
ride. A second  injection  was  performed  without 
further  hives  or  other  allergic  manifestations.  In 
one  patient  the  procedure  was  terminated  be- 
cause of  the  development  of  urticaria. 

The  difficulties  envisaged  as  occurring  with 
the  injection  of  a large  amount  of  concentrated 
sodium  diatrizoate  into  the  right  atrium  under 
pressure  would  be: 

1.  The  possible  toxicities  of  this  contrast 
material: 

a.  Toxicity  resulting  from  hypersensitivity 

b.  Direct  toxicity  of  the  dye  to  the  kidney 
or  other  viscera 

2.  Those  difficulties  associated  with  direct 
high-pressure  injection  of  relatively  large 
volumes  of  concentrated  contrast  material 
into  the  right  atrium. 


Fig.  9.  A left  anterior  oblique  film  in  a seven-year-old 
child  showing  coarction  of  the  aorta.  Extensive  collateral 
filling  is  seen. 


toxicity  of  the  contrast  material 

Those  accidents  associated  with  hypersensi- 
tivity to  the  contrast  material  will  still  occur. 
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unfortunately.  The  magnitude  of  the  problem 
remains  the  same  as  it  is  wherever  these  iodine- 
base  contrast  media  are  used,  and  so  represents 
a problem  common  to  all  contrast  roentgen- 
ography. 

The  problem  of  direct  toxicity,  especially 
nephrotoxicity,  of  the  contrast  medium  is  harder 
to  evaluate.  In  1957,  McAfee,  in  an  nation-wide 
survey  of  13,207  abdominal  aortograms,  re- 
ported 37  deaths  and  98  serious  complications, 
mostly  consisting  of  renal  insufficiency  appear- 
ing two  to  three  days  after  aortography.25  The 
pertinent  question  here  is  whether  the  incidence 
of  nephrotoxicity  is  greater  with  this  technique, 
using  1.3  cc/kg  of  90  per  cent  sodium  diatrizoate, 
than  it  is  with  the  injection  of  lesser  amounts 
directly  into  the  aorta.  If  the  nephrotoxicity  is 
secondary  to  direct  injection  of  the  undiluted 
contrast  material  into  the  renal  artery,  then  it  is 
possible  that  there  is  less  danger  of  damage  to 
the  kidneys  with  this  procedure.  Injection  into 
the  right  atrium  permits  dilution  of  the  contrast 
medium  with  venous  blood  by  the  time  it  enters 
the  aorta  and  its  branches. 

In  an  effort  to  evaluate  the  possible  renal 
toxicity  of  this  procedure,  renal  studies  were 
done  the  day  before,  the  day  of,  the  day  after, 
and  one  week  after  the  aortogram.  These  studies 
consisted  of  a urinalysis,  blood  urea  nitrogen, 
serum  creatinine,  serum  uric  acid,  and  phenol- 
sulfonphthalein  test  and  will  be  reported  in  a 
later  paper.  In  the  99  patients  reported,  there 
has  been  no  instance  of  renal  toxicity  attribut- 
able to  the  aortogram. 

The  question  of  difficulties  associated  with 
direct  high-pressure  injection  of  a large  volume 
of  contrast  medium  into  the  right  atrium  and 
possible  irritation  of  the  endocardium  with  con- 
duction disturbance  arises.  As  has  been  shown 
previously,24  there  is  no  increase  in  the  mean 
pressure  in  the  right  atrium  during  injection  of 
the  sodium  diatrizoate.  This  was  confirmed  on 
many  occasions  by  constant  monitoring  of  the 
right  atrial  pressure  during  the  injection  and  is 
prevented  by  over-flow  into  the  vena  cava  and 
forward  flow  into  the  right  ventricle  of  excess 
fluid.  At  the  time  of  injection,  it  is  not  unusual 
to  see  an  occasional  premature  atr  ial  contraction 
or  premature  ventricular  contraction,  and  in  one 
instance,  a short  burst  of  supraventricular  tachy- 
cardia was  seen.  At  the  time  of  the  flush, 
there  is  always  a transient  period  of  sinus  tachy- 
cardia during  which  occasional  ST  segment 


straightening  may  be  seen  in  patients  with 
known  arteriosclerotic  heart  disease.  On  one 
occasion,  a patient  had  a short  episode  of 
angina  pectoris  which  quickly  responded  to  sub- 
lingual nitroglycerin  five  minutes  after  the  aorto- 
gram. ■ 

Box  218,  U.S.  Army  Tripler  General  Hospital 
A.P.O.  438,  San  Francisco,  California 


Chemical  Nomenclature 

generic  names  trade  names 

sodium  diatrizoate  Hypaque 

sodium  dehydrocholate  Decholin 

diphenhydramine  hydrochloride  Benadryl 
iodopyracet  Diodrast 

iodohippurate  sodium  Hippuran 


abstracto 

Visualization  radiografica  de  la  aorta  y sus 
ramas  se  puede  lograr  eficientemente  y sin  riesgo 
inyectando  el  medio  de  contraste  n la  auricula 
derecha  por  medio  de  cateterizacion  intravenosa. 
Se  obtienen  places  en  serie.  Estas  dan  mas  in- 
formation que  una  sola  radiografia  tomada  al 
tiempo  de  opacification  maxima.  Se  ban  hecho 
99  estudios  de  este  tipo. 

Reacciones  adversas  ban  sido  pocas  y ligeras  y 
los  pacientes  no  sufrieron  gran  inconveniencia. 
Radiografias  excelentes  se  obtuvieron  en  la  may- 
oria  de  los  casos. 
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Loan  Fund  Self-Sustaining  by  1970 

It  is  estimated  that  by  1970  the  AMA-ERF  Loan  Guarantee  Program  will  be  self- 
sustaining— new  loans  will  be  offset  by  repayments,  making  additional  contributions 
to  the  Guarantee  Fund  unnecessary.  The  income  earned  by  the  Fund  should  be  suf- 
ficient at  that  point  to  cover  defaulted  loans. 

The  Guarantee  Fund  requirement  at  that  time  should  be  in  the  neighborhood  of 
$6  million— or  approximately  $3.7  million  more  than  the  Fund  now  contains.  It  is 
desirable,  however,  to  achieve  the  $6  million  total  as  early  as  possible  to  assure  that 
funds  will  continue  to  be  readily  available  and  that  no  qualified  applicant  need  ever 
be  turned  away  because  of  lack  of  money  in  the  Program. 

The  response  from  physicians  and  private  industry  to  the  challenge  of  building 
the  Guarantee  Fund  continues  to  be  forthright  and  generous.  Contributions  in  the  first 
half  of  1964  totaled  $435,204  with  $343,350  of  that  amount  coming  from  industry  and 
the  balance  from  individual  physicians,  medical  societies  and  woman’s  auxiliaries.  Con- 
tributions include  $20,000  from  Oregon  Medical  Association,  $4,145  from  Mid-Colum- 
bia Medical  Society,  $4,000  from  Tillamook  County  Medical  Society  and  $1,000  from 
Woman’s  Auxiliary  to  Multnomah  County  Medical  Society.  Of  the  industrial  contri- 
butions this  year,  17  gave  for  the  first  time  and  25  renewed  or  added  to  their  previous 
gifts.  A total  of  87  companies  are  now  participating  in  the  program’s  support. 
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Reduction  of  Postoperative  Pain 

MEREDITH  P.  SMITH,  M.D.  Seattle,  Washington 

Incisional  pain  is  influenced  by  placement  of  the  incision,  retraction,  immobi- 
lization, type  of  dressing,  and  duration  of  operation.  By  keeping  these  variables 
relatively  constant,  the  ability  of  a cooling  agent  to  reduce  pain  was  measured  by 
comparing  the  number  of  postoperative  narcotic  injections  given  to  a treated 
group  of  patients  with  the  number  received  by  a control  group.  Application  of 
cold  to  an  incision  immediately  postoperatively  seems  to  lessen  pain  by  suppres- 
sing inflammation  and  partially  anesthetizing  the  area.  Paying  strict  attention  to 
all  factors,  plus  keeping  the  incision  cold,  resulted  in  a more  comfortable  post- 
operative patient. 


Pain  relief  after  abdominal  and  thoracic  opera- 
tion helps  prevent  pulmonary  complications 
and  aids  convalescence.  These  beneficial  effects 
are  well  known.  Morphine  and  similar  analgesic 
drugs  remain  the  chief  preparations  for  con- 
trolling postoperative  pain,  although  their  side 
effects  when  used  in  adequate  dosage  and  their 
limited  effectiveness  in  suppressing  pain  arising 
on  movement  make  narcotic  administration  far 
from  ideal  treatment. 

Table  1 

Factors  Present  in  Postoperative  Discomfort 

1.  Mood,  fatigue,  fear 

2.  Restlessness,  sleeplessness 

3.  Nausea,  anorexia,  vomiting 

4.  Headache,  backache 

5.  Injections,  intravenous  fluids 

6.  Catheters,  gastric  tubes 

7.  Difficulties  in  micturition,  elimination 

8.  Abdominal  distention 

The  problem  of  pain  is  a complicated  one. 
Mechanisms  involved  in  perception  and  ap- 
preciation of  pain  are  very  relevant  to  under- 
standing the  postoperative  patient’s  reaction 
to  pain  and  his  whole  situation. 

Table  1 lists  many  of  the  factors  that  may  add 
to  a patient’s  postoperative  discomfort  and  are 
causes  for  10-14  per  cent  of  postoperative  nar- 
cotic injections.1  Each  of  these  specific  com- 
plaints could  be  better  handled  by  means  more 
appropriate  than  a narcotic  injection. 

incidence 

To  study  the  effect  of  a specific  treatment 
on  postoperative  pain,  its  incidence  must  be 
well  understood.  The  severe  component  of  in- 


cisional pain  is  self-limiting  and  seldom  present 
more  than  48  hours.  Location  of  the  incision 
is  the  most  important  factor  in  occurrence  of 
severe  pain.  Patients  with  upper  abdominal  in- 
cisions have  the  greatest  amount  of  discomfort 
as  measured  by  the  number  of  narcotic  injections 
given  following  surgery.  Lower  abdominal 
incisions  cause  less  pain,  with  appendectomy 
and  herniorraphy  causing  the  least  discomfort 
in  abdominal  surgery.  Head,  neck,  and  limb 
operations  cause  still  less  discomfort.2 

Keats  points  out  that  investigators  period- 
ically rediscover  the  fact  that  many  patients  do 
not  have  pain  following  surgery.1  Twenty-one 
per  cent  of  a group  of  104  patients  who  had 
undergone  gastrectomy  or  colectomy  received 
one  dose  of  narcotics,  or  none,  during  the 
entire  postoperative  period. 

An  even  higher  percentage  of  patients  will 
respond  fairly  consistently  to  placebos.  In  a 
series  of  293  postoperative  patients  who  were 
given  alternate  injections  of  normal  saline  and 
a narcotic  in  treatment  of  pain,  Keats  noted 
43  per  cent  of  the  saline  injections  resulted  in  the 
relief  of  pain.  Beecher  achieved  satisfactory 
relief  of  severe  postoperative  pain  in  39  per  cent 
of  patients  by  means  of  placebo  injections.3  The 
exact  mechanism  of  this  placebo  response  is 
difficult  to  explain.  No  positive  suggestions  of 
pain  relief  were  offered  in  these  studies  when 
the  injections  were  given.  However,  to  some  ex- 
tent a subcutaneous  injection  given  by  a nurse 
to  a patient  in  pain  suggests  that  the  drug  is  for 
pain  and  that  relief  will  follow.  Unfortunately, 
when  optimal  relief  of  pain  is  obtained  by  a 
narcotic,  the  patient  is  drowsy  with  depressed 
respirations.  He  lies  quietly  in  bed  because 
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movement  or  coughing  lessens  his  pain  relief. 
Consequently  the  functions  of  elimination  and 
micturition,  somewhat  impaired  by  surgery,  are 
further  disturbed  by  the  narcotic  injections. 

No  investigators  have  been  able  to  relate  the 
degree  of  postoperative  pain  to  sex,  type  of 
anesthetic,  duration  of  anesthetic,  previous  medi- 
cal history,  or  personality  types.-  Postsurgical 
pain  seems  to  be  random  with  regard  to  patient 
characteristics.  In  1940  Wilder  did  indicate  that 
females  have  a lower  pain  threshold.4  Despite 
a common  observation  that  patients  at  the  ex- 
tremes of  life  experience  less  pain  following  like 
operations,  no  good  correlation  has  been  proved. 

Hyperventilation  and  cough,  along  with  early 
ambulation,  are  stressed  in  routine  postoperative 
care.  The  importance  of  these  procedures  is 
unquestioned,  at  least  by  the  physician,  and 
yet  nothing  increases  patient  discomfort  or  limits 
the  ability  to  perform  these  tasks  more  than  the 
incisional  pain  caused  by  muscular  movement. 

Table  2 

Methods  Used  in  Treating  Postoperative  Pain 

1.  Analgesics,  sedatives,  antispasmodics 

2.  Local  heat,  cold 

3.  Intravenous  alcohol,  procaine 

4.  Local  blocking  with  analgesic  drugs 

5.  Hypnosis 

6.  Analgesia  by  inhalation 

Table  2 lists  the  various  approaches  that  have 
been  explored  in  the  search  for  a method  of 
relieving  postoperative  pain.5  Occasionally  a 
new  technique  will  achieve  great  popularity,  but 
with  the  passage  of  time  it  will  be  found  that 
the  side  effects  are  greater,  and  the  pain- 
relieving  qualities  less,  than  originally  hoped. 
Cold  has  long  been  used  as  an  anti-inflammatory 
agent,  a counter-irritant,  and  a pain  reliever. 
The  local  application  of  cold  is  an  integral  part 
of  the  management  of  acute  athletic  injuries. 
Its  use  postoperatively,  particularly  after  ortho- 
pedic surgery,  has  been  reported. a- 7 

clinical  study 

For  a number  of  years  I applied  cold  to  differ- 
ent incisions  on  patients  in  random  fashion  and, 
in  general,  these  patients  seemed  to  have  less 
postoperative  pain  and  to  ambulate  more  easily. 
In  an  attempt  to  validate  that  impression,  a 
controlled  study  was  undertaken. 

The  degree  of  postoperative  pain  experienced 
by  a group  of  40  patients  undergoing  inguinal 
herniorrhaphy  and  another  group  of  40  patients 


having  McBurney  incisions  for  appendectomy 
was  studied.  Half  of  the  patients  in  each  group 
were  treated  postoperatively  by  placing  an  ice 
cap  on  the  incision  immediately  after  closure  of 
the  wound  and  replacing  ft  with  a fresh  one 
every  two  hours.  The  ice  cap  was  kept  taped  over 
the  incision  for  12-48  hours.  After  this  it  was 
continued  only  if  the  patient  requested  it.  No 
other  changes  were  made  in  the  postoperative 
orders,  and  no  special  explanation  was  offered 
the  patient  about  the  use  of  the  ice  cap  on  the 
incision. 

The  amount  of  postoperative  discomfort  suf- 
fered by  patients  can  be  measured  by  the  num- 
ber of  narcotic  injections  a patient  receives  in 
the  immediate  postoperative  period.  Later 
wound  soreness  can,  in  part,  be  estimated  by 
the  number  of  non-narcotic  analgesics  a patient 
receives. 

Accordingly,  the  numbers  of  narcotic  injec- 
tions and  non-narcotic  analgesics  given  each 
patient  were  determined.  Since  most  of  the 
severe  postoperative  pain  subsides  in  48  hours, 
only  narcotics  given  during  the  first  three  post- 
operative days  were  counted.  Empirin  compound 
with  codeine  was  included  with  aspirin  as  a mild 
analgesic.  For  these  drugs  the  total  number 
of  doses  for  the  entire  hospital  stay  was  counted. 
To  rule  out  any  possible  influence  of  age,  pa- 
tients under  16  and  over  65  were  excluded  from 
the  study.  Only  unilateral  inguinal  hernia  cases 
and  uncomplicated  acute  appendectomies  oper- 
ated through  a McBurney  incision  were  includ- 
ed. Patients  with  any  complicating  features 
were  not  included  so  that  few  things  other  than 
the  incision  could  contribute  to  the  patient’s 
discomfort.  Excessive  anxiety  about  hernia  repair 
or  appendectomy  is  unusual  today. 

results 

It  is  obvious  from  Table  3 that  inguinal 
herniorrhaphy  does  not  produce  a great  deal  of 
postoperative  pain  with  or  without  an  ice  cap. 
Half,  or  almost  half,  of  each  group  required  no 
hypos  for  severe  pain. 

The  difference  between  the  two  groups  was 


Table  3 


Inguinal  Hernio 

rrhaphy 

Injections  of 

morphine 

0-1 

2-3 

4 or  more 

No.  % 

No.  % 

No.  % 

With  ice  cap 

10  50 

6 30 

4 20 

Without  ice  cap 

8 40 

5 25 

7 35 
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more  prominent  in  the  number  of  doses  of  em- 
pirin  compound  required  during  the  total  hos- 
pital stay.  Although  the  cold  pack  was  removed 
from  the  incision  after  12-48  hours,  some  persist- 
ent benefit  was  noticeable.  Table  4 shows  that 
of  the  patients  who  had  cold  packs  immediately 
after  surgery  only  half  as  many  required  more 
than  one  dose  of  empirin  compound  as  compared 
to  those  without  an  ice  cap. 


Table  4 

Inguinal  Hernias 

Doses  of  empirin 

compound  0-1  2-3 

No.  % No.  % 
With  ice  cap  16  80  4 20 

Without  ice  cap  12  60  3 15 


4 or  more 
No.  % 

0 

5 25 


Table  5 summarizes  the  narcotic  requirements 
for  patients  following  a McBumey  incision. 
Eighty’  per  cent  of  the  patients  with  incisional 
cold  needed  three  or  less  injections  of  morphine 
as  compared  to  45  per  cent  of  those  without 
the  ice  cap. 


Table  5 

Appendectomy — McBurney  Incision 


Injections  of 
morphine 

With  ice  cap 
Without  ice  cap 


0-1  2-3 

No.  % No.  % 
6 30  10  50 

3 15  6 30 


4 or  more 
No.  % 

4 28 
11  55 


There  was  little  difference  between  the  two 
groups  in  empirin  compound  requirements  dur- 
ing the  entire  hospital  stay.  One  hundred  per 
cent  of  the  ice  cap  group  received  0-1  doses  of 
analgesic,  and  only  two  of  the  control  group 
required  more  doses. 


discussion 

Cold  has  been  employed  for  centuries  in 
treating  muscle  and  ligament  injuries,  bruises, 
headaches,  abdominal  pain,  and  other  types  of 
discomfort.  It  can  produce  its  effect  in  several 
ways.  As  a counter-irritant,  cold  liquids  have 
been  sprayed  on  injured  or  painful  areas  and  at 
times  they  afford  some  relief  of  pain.  Janice 
Travell,  the  late  president’s  former  physician, 
often  treated  back  strains  with  this  technique. 
It  penetrates  deeply  into  tissues  and  reduces 
blood  flow  to  the  affected  area.  This,  in  turn, 
limits  the  edema  component  of  an  inflammatory 
reaction.  Origin  of  muscle  pain  following  injury 
or  overuse  has  not  been  determined,  but  such 
things  as  edema,  accumulation  of  metabolites, 


inflammation  and  adhesions  between  muscle 
fibers  have  been  suggested.8  Movement,  as  in 
cough  or  early  ambulation,  markedly  increases 
muscle  pain.  Cold  may  limit  the  amount  of 
edema  in  the  inflammatory  reaction  that  nor- 
mally occurs  after  an  injury  and  hence  lessens 
the  pain. 

Good  analgesia  is  obtained  when  a limb  is 
packed  in  ice.  Impulses  coming  from  subcutane- 
ous nerve  endings  are  lessened  after  the  nerve 
is  subjected  to  cold.8  It  is  impossible  to  say 
whether  this  indicates  a local  anesthetic  effect. 
Severe  cold,  as  in  the  cold  pressor  test,  causes 
pain.  In  neurosurgery’,  by  rapid  freezing  with 
liquid  nitrogen,  selective  destruction  can  be  ac- 
complished with  minimal  inflammatory  response 
and  with  the  benefits  of  associated  local  anes- 
thesia and  hemostasis.10 

The  incidence  of  severe  pain  following  Mc- 
Burney and  inguinal  incisions  is  relatively  low. 
The  ability  of  an  ice  cap  to  further  reduce  this 
pain  is  not  dramatic  and  could  easily  be  ex- 
plained by  chance  alone.  The  wound  discomfort 
remaining  after  the  subsidence  of  the  severe 
pain  does  not  contribute  to  major  postsurgical 
complications.  It  is  engendered  by  muscular 
movement  and  its  relief  permits  freer  ambula- 
tion and  greater  patient  comfort.  The  ice  cap 
does  seem  to  reduce  this  secondary  pain.  Per- 
haps of  some  significance  are  the  occasional 
unsolicited  remarks  from  floor  nurses  who  state 
that  patients  who  had  a well-placed  ice  cap 
over  their  incisions  seem  to  have  less  pain  and 
ambulate  more  easily  than  the  usual  patient. 

If  cold  were  applied  to  upper  abdominal  in- 
cisions, there  might  be  a greater  effect,  but 
there  it  becomes  part  of  a more  complicated 
situation,  and  it  is  difficult  to  administer  suc- 
cessfully and  assess  accurately.  Some  cold- 
producing  apparatus  might  be  used  that  would 
not  add  to  the  nursing  attention  required  for 
the  patient  who  already  needs  intravenous  fluid 
bottles  changed,  intake-output  measured,  dress- 
ings reinforced,  various  medications  adminis- 
tered, and  position  changed. 

The  most  common  complaint  was  that  the  ice 
cap  was  heavy.  The  initial  ice  cap  placed  on 
the  incision  in  the  operating  room  is  light, 
commercially  available  prefilled  with  isopropyl 
alcohol  and  water,  and  is  easily  held  in  place 
with  tape.  The  icebags  used  subsequently  on  the 
floors  are  filled  with  ice  cubes  and,  if  completely 
filled,  are  heavy  enough  to  cause  some  dis- 
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comfort.  In  a few  patients  the  ice  cap  was  dis- 
continued early  for  this  reason.  The  ice  cap  must 
be  firmly  held  in  place;  otherwise  it  will  shift 
or  fall  off  when  the  patient’s  position  is  changed. 
Several  strands  of  adhesive  tape  are  used  for 
this  purpose,  and  removing  the  tape  may  cause 
some  discomfort.  However,  this  can  be  mini- 
mized by  cutting  the  old  pieces  and  taping 
over  them  with  the  new.  A certain  amount  of 
nursing  time  is  required  to  change  the  ice  cap 
6-10  times.  In  some  cases  this  is  partially  com- 
pensated by  the  reduction  of  pain  medications 
and  increased  self-sufficiency.  A very  rare  pa- 
tient may  be  sensitive  to  cold  and  unable 
to  tolerate  the  ice  cap. 

summary 

Two  relatively  painless  incisions  were  cov- 
ered by  ice  caps  for  12-48  hours  in  the  immediate 
postoperative  period  to  see  if  the  amount  of 
wound  discomfort  could  be  lessened.  Reduction 
in  the  very  limited  amount  of  severe  pain  oc- 
curring within  the  first  48  hours  was  slight  and 
could  be  accounted  for  by  the  placebo  effect  of 


a nurse  placing  a counter-irritant  on  a painful 
incision.  In  the  days  following  discontinuance  of 
the  ice  cap  there  was  a reduction  of  subsequent 
wound  soreness.  This  modest  relief  added  to 
patient  comfort  and  ease  of  ambulation.  ■ 

U of  W School  of  Medicine  (98105) 
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Undeserved  “Reward”  Given  Drug  Industry 

In  its  1963-64  legislative  program  the  National  Congress  of  PTA  has  urged  sup- 
port of  “expanded  public  health  services  for  all  children  and  youth.”  It  further  states 
“the  National  Congress  will  support  legislation  to  strengthen  the  Food  and  Drug  Ad- 
ministration to  inspect  food,  drug  and  cosmetic  establishments,  and  to  ensure  the  purity 
and  safety  of  their  products.”  We  would  remind  the  PTA  that  it  is  not  the  Food  and 
Drug  Administration  that  has  developed  the  means  to  investigate,  develop  and  market 
the  most  astounding  array  of  disease-preventing  vaccines  and  miraculous  pharmaceu- 
ticals imaginable.  Rather,  it  is  the  drug  industry  of  this  country  which  is  being  rewarded 
for  its  efforts  by  regulatory  restrictions  so  extreme  as  to  already  discourage  some  areas 
of  medical  research. 

, Robert  F.  Lorenzen,  M.D.,  Editor 

Arizona  Medicine,  21:419  (June)  1964. 
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Moderate  Exercise  Testing  in  Ischemic  Heart  Disease 

WAYNE  R.  ROGERS,  M.D.  /WILLIAM  D.  HURST,  M.D.  Portland,  Oregon 

Two  hundred  forty-nine  patients  with  real  or  suspected  ischemic  heart 
disease  were  exercise-tested  to  a point  of  symptom  production.  Electrocardio- 
graphic ischemic  changes,  principally  0.5  mm  or  greater  ST -segment  depression, 
were  observed  in  64  of  110  patients  with  angina  pectoris,  in  20  of  69  subjects 
with  atypical  chest  discomfort  possibly  of  cardiac  origin,  and  in  20  of  70  persons 
who  had  ischemic  heart  disease  without  angina.  Similar  changes  were  noted  in 
5 individuals— all  receiving  digitalis— among  control  groups  of  65  healthy  and  19 
rheumatic  heart  patients.  The  type  of  exercise  most  productive  of  ischemic 
electrocardiographic  alterations  was  treadmill-walking,  possibly  because  it  was 
continued  for  a longer  period  of  time.  Two-step  climbing  was  less  productive 
and  doing  sit-ups  was  relatively  ineffective  in  inducing  ischemic  changes.  Moder- 
ate exercise  testing  is  recommended  as  a safe  adjunct  in  the  clinical  evaluation 
of  the  patient  with  suspected  coronary  artery  disease. 


Exercise  testing  of  cardiac  function  has  been  ex- 
tensively investigated  for  over  50  years.1  The 
introduction  of  post-exercise  electrocardiography 
for  the  documentation  of  coronary  insufficiency 
by  Feil  and  Siegel2  in  1928  has  been  followed  by 
many  valuable  studies.  Yet  the  indications,  tech- 
niques, and  interpretation  of  results  of  such 
tests  vary  considerably.  Therefore  we  consider 
it  worthwhile  to  report  experience  with  a 
moderate,  simple  approach  that  has  often  given 
helpful  information  about  the  effect  on  the 
ischemic-heart  patient,  and  that  always  has  been 
safe. 

the  test 

The  essence  of  our  test  is  having  the  patient, 
after  complete  clinical  examination,  exercise  at 
a brisk  rate  until  a symptom  such  as  dyspnea, 
fatigue,  or  palpitation  has  become  well  marked 
or  until  a cardiac  type  of  pain  begins.  Then  the 
physician  stops  the  exercise,  although  rarely  the 
patient  has  stopped  himself.  Two-step  climbing, 
treadmill  walking  on  an  eight  per  cent  grade  at 
two  miles  per  hour  (infrequently  at  three  mph 
in  more  vigorous  patients),  and  sitting  up  and 
down  from  the  supine  position,  have  been  em- 
ployed. 

Electrocardiographic  leads  II,  AVF,  V-2,  4,  6, 
were  recorded  immediately  and  two  to  three 
or  more  minutes  after  exercise  as  a minimum  for 

Dr.  Rogers  is  Clinical  Associate  in  Medicine  (Cardiology). 
University  of  Oregon  Medical  School,  and  former  Medical 
Director  of  the  Work  Classification  Unit  of  the  Oregon 
Heart  Association,  Portland. 


Table  1 

Post-exercise  ischemic  electrocardiographic  changes 
in  110  patients  with  angina  pectoris 


No.  % 

ST  depression0  59  53 

ST  elevation  1 1 

T inversion00  1 1 

U inversion00  1 1 

Vent.  prem.  beats00  2 2 

Total  64  58 

♦with  or  without  other  changes 
**in  the  absence  of  ST  depression 


69  WM  CORONARY  EKG  CHANGES 


exercise  3'  later 

rest  angina  angina  less 


Fig.  1.  Typical  evolution  of  ischemic  electrocardiographic 
changes  from  a normal  pattern  with  1 mm  J-depression  at 
rest  to  abnormal  3 mm  J-depression  after  effort  to  1.5 
mm  ST-segment  depression  three  minutes  later.  V-4. 

the  first  150  patients.  Review  of  data  at  this  junc- 
ture disclosed  that  no  unique  information  was 
found  in  leads  V-2  or  AVF,  so  that  routine  use 
was  discontinued. 

Two  hundred  forty-nine  persons  with  real  or 
suspected  ischemic  heart  disease  were  tested. 
They  were  encountered  among  more  than  450 
men  and  50  women  given  work  evaluations  dur- 

Dr.  Hurst  is  Clinical  Associate  in  Medicine  (Cardiology), 
University  of  Oregon  Medical  School,  and  Medical  Direc- 
tor of  the  Work  Classification  Unit  of  the  Oregon  Heart 
Association,  Portland. 
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Table  2 

Incidence  of  ST-ischemic*  results  in  110  anginal  patients  as  affected  by  types  of  exercise  and 

other  factors 


Sit-ups 

Two-steps 

Treadmill 

Total 

I sell4 

% 

Total  Isch° 

% 

Total 

I sch° 

% 

. . ( induced 

n^lna  jnot  induced 

13  pts. 

8 pts. 

62 

34  pts.  20  pts. 

59 

, 23  pts. 

21  pts. 

91 

22  pts. 

5 pts. 

23 

16  pts.  7 pts. 

44 

2 pts. 

1 pts. 

50 

Resting  j normal 

11  pts. 

4 pts. 

36 

15  pts.  8 pts. 

53 

10  pts. 

9 pts. 

90 

EKG  / abnormal 

24  pts. 

9 pts. 

38 

35  pts.  17  pts. 

49 

15  pts. 

13  pts. 

87 

Heart  rate  increase  over  33% 
post-exercise 

13  pts. 

3 pts. 

23 

24  pts.  12  pts. 

50 

22  pts. 

12  pts. 

55 

Average  duration  \ ischemic  results 

1.6  minutes 

1.7  minutes 

3.1  minutes 

of  exercise  ) non-ischemic  results  1.5  minutes 

1.7  minutes 

3.7  minutes 

Average  age 

57.7  years 

51.2  years 

56.0  years 

“with  or 

without  other  changes 

resting  angina  p 4'  later 

28  trips 


Fig.  2.  Isolated  U-wave  inversion — a rare  electrocardio- 
graphic change  concomitant  with  effort  angina  in  a 51- 
year-old  man. 


ing  the  past  five  years.  Only  those  patients  with 
evidence  of  acute  heart  disease  and  those  few 
with  complicating  disorders,  such  as  acute  in- 
fection or  aneurysm,  were  denied  testing. 

results 

Angina  pectoris:  One  hundred  ten  patients 
had  clear-cut  angina,  clinically  due  solely  or 
principally  to  coronary  artery  disease.  Electro- 
cardiographic changes  considered  to  be  derived 
from  myocardial  ischemia  were  observed  in  64 
of  them  (58  per  cent)  after  moderate  exercise 
(Table  1).  In  58  patients  (91  per  cent)  the 
main  change  was  a flat  or  descending  type 
depression  of  the  ST-segment  in  any  lead  which 
was  at  least  0.5  mm  below  that  in  the  resting 
tracing  (Fig.  1).  This  depression  always  disap- 
peared after  several  minutes  of  rest.  Other 
ischemic  alterations  not  associated  with  ST  de- 
pression were:  T-wave  inversion  from  an  up- 
right state  in  one  instance,  U-wave  inversion 
in  one  (Fig.  2),  ST-segment  elevation  in  one 
patient  who  had  an  old  anterior  myocardial  in- 


farction, and  the  development  of  numerous 
ventricular  premature  beats  in  two  subjects. 
J depressions  of  2 mm  depth  or  less  were  often 
observed  in  conjunction  with  the  above-listed 
changes;  they  were  seen  in  their  absence  in 
five  per  cent  of  tracings,  all  of  which  were 
considered  to  be  non-ischemic,  even  if  suggestive 
(Fig.  3).  QX-  and  QT-interval  measurements 
generally  were  not  made  because  they  often  were 
difficult  to  ascertain  even  in  cleanly  recorded 
electrocardiograms. 


Fig.  3.  J-depression  accentuated  by  emotion  and  by  effort 
in  a healthy  35-year-old  woman. 
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Forty-six  (42  per  cent)  of  the  110  anginal 
patients  showed  no  significant  electrocardio- 
graphic change  after  effort.  Nonetheless,  21  of 
the  46  (45  per  cent)  developed  their  usual 
cardiac  pain  toward  the  end  of  exercise.  There- 
fore, factors  were  examined  which  seemed  likely 
to  bear  on  the  occurrence  of  ST-segment  depres- 
sion (Table  2).  Treadmill  exercise  more  often 
induced  ischemia,  apparently  because  it  was 
carried  out  for  a longer  period  of  time.  Early 
development  of  angina  was  associated  with  ST 
depression  in  70  per  cent  of  cases,  while  only 
32  per  cent  of  those  who  stopped  exerting  be- 
cause of  other  symptoms  had  a positive  test. 
A post-exercise  increase  in  heart  rate  of  one- 
third  or  greater  (an  arbitrary  limit)  occurred  in 
59  patients,  27  of  whom  had  tracings  indicating 
ischemia;  so  the  factor  of  tachycardia  seemed 
irrelevant.  Abnormality  of  the  resting  electro- 
cardiogram also  bore  no  relationship  to  the  test 
result.  Digitalis  was  being  taken  by  four  patients, 
two  of  whom  had  positive  tests. 


Table  3 

Site  of  maximal  ST  depression  in  57  ischemic 
tests  among  anginal  patients 


Patients 

% 

II,  AVF 

5 

9 

V-2 

0 

0 

V-4 

38 

67 

V-6 

14 

24 

Total 

57 

100 

The  site  of  maximal  ST  depression  in  the 
anginal  group  is  listed  in  Table  3.  Lead  V-4,  over- 
lving  the  distribution  of  the  anterior  descend- 
ing coronary  artery,  showed  the  greatest  ST 
depression  in  38  of  57  positive  tests  (67  per 
cent)  and  showed  an  “ischemic  degree”  of  ST 
change  in  a number  of  the  remainder.  Lead 
V-6  yielded  significantly  less  information,  and 
leads  II,  AVF,  and  V-2  seldom  were  of  diagnostic 
value.  Furthermore,  the  ST  changes  in  leads  II 
and  AVF  were  always  of  equal  or  nearly  equal 
extent,  so  it  appeared  unnecessary  to  record 
both  leads  routinely. 


The  maximum  depression  depth  of  any  por- 
tion of  the  ST-segment  in  57  ischemic  tests  was 
observed  immediately  post-exercise  in  42  (74  per 
cent),  and  two  to  three  minutes  later  in  15  (26 
per  cent).  These  comparisons  were  difficult  to 
make  since  typically  the  ischemic  ST  segment 
immediately  after  exertion  is  flat  or  ascending 
while  two  to  three  minutes  later  it  is  often 
descending  in  configuration,  merging  with  an 
inverted  or  diphasic  T wave  (Fig.  1). 

Possible  angina  pectoris:  Sixty-eight  patients 
of  ages  averaging  54.6  years  had  discomfort 
suggestive  but  not  typical  of  angina,  and  in 
most  there  was  no  other  evidence  of  heart 
disease  (Table  4).  Twenty  of  them  (29  per 
cent)  had  test  results  indicating  ischemia  by 
the  criteria  listed  above.  Treadmill  testing  again 
produced  a substantially  higher  incidence  of 
positive  tests  than  did  the  other  two  forms  of 
effort.  Seven  patients  were  taking  digitalis  and 
three  of  them  had  a positive  test. 

Ischemic  heart  disease  without  angina  pec- 
toris: This  group  of  71  patients  of  ages  averaging 
54.8  years  was  comprised  mostly  of  survivors 
of  myocardial  infarction  and  evidently  had 
coronary  artery  disease.  However,  only  20  of 
them  (28  per  cent)  gave  ischemic  tests  (Table 
4).  There  was  no  significant  difference  in  inci- 
dence of  positive  tests  among  the  various  types 
of  exercise.  Five  patients  were  on  digitalis  and 
two  of  them  had  tests  indicating  ischemia.  It 
seemed  noteworthy  that  none  of  the  five  patients 
in  this  group  who  had  left  bundle  branch  block 
(QRS  interval  0.12  sec.  or  greater)  had  any 
remarkable  electrocardiographic  change  after 
effort.  However,  the  single  member  of  the  an- 
ginal group  who  had  left  bundle  branch  block 
and  developed  cardiac  pain  during  exercise, 
showed  concomitantly  1.5  mm  further  ST  de- 
pression in  V-6  which  regressed  as  the  pain  sub- 
sided. 

General  observations:  The  amount  of  exercise 
tolerated  was  in  keeping  with  the  history  in  two- 
thirds  of  the  249  cases,  and  it  was  substantially 


Table  4 

Total  ischemic  electrocardiographic  changes  post-exercise 
in  all  patient  groups. 


Sit-ups 

No. 

Angina  pectoris  13  of  35 

Possible  angina  pectoris  0 of  20 

Ischemic  heart  disease 

without  angina  2 of  1 1 

Rheumatic  heart  disease  2 of  1 1 

No  clinical  heart  disase  0 of  28 


Two-steps  Treadmill 


% 

No. 

% 

No. 

% 

37 

27  of  50 

54 

22  of  25 

88 

0 

5 of  17 

29 

15  of  31 

48 

18 

11  of  35 

31 

7 of  25 

28 

18 

1 of  3 

33 

1 of  5 

20 

0 

1 of  7 

14 

Oof  30 

0 
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greater  in  nearly  one-third  (by  one  New  York 
Heart  Association  classification  group).  In  two 
per  cent  the  test  performance  was  poorer  than 
expected.  The  patient’s  knowledge  that  ability 
to  work  was  being  judged  no  doubt  influenced 
some  of  these  performances. 

Moderate  exercise-testing  in  65  middle-aged 
individuals  clinically  free  of  heart  disease  pro- 
duced no  electrocardiographic  abnormalities  ex- 
cepting 0.5  mm  increase  in  ST-segment  depres- 
sion in  one  person  who  was  inadvisedly  taking 
digitalis  (Table  4).  An  example  of  harmless  J 
depression  is  shown  in  Figure  3.  Tests  in  19 
patients  with  rheumatic  valvular  heart  disease 
without  angina  pectoris  caused  ischemic-type 
changes  in  four,  all  of  whom  were  taking  digi- 
talis. 

discussion 

Electrocardiographic  ischemic-tvpe  changes, 
principally  flat  or  descending  ST-segment  de- 
pression in  any  lead  0.5  mm  or  more  below  that 
in  the  resting  tracing,  were  observed  after  exer- 
cise in  58  per  cent  of  the  110  patients  with 
distinct  angina  pectoris,  in  29  per  cent  of  68 
persons  with  chest  discomfort  not  typically 
cardiac  in  origin,  and  in  28  per  cent  of  71 
patients  with  ischemic  heart  disease  who  did 
not  have  angina.  Thus  the  test  has  a fair  degree 
of  usefulness  for  documenting  known  cardiac 
pain,  but  is  of  limited  value  in  determining  a 
cardiac  origin  of  atypical  pain.  Falsely  positive 
tests  were  not  knowingly  encountered  in  84  non- 
ischemic patients  except  when  digitalis  was  be- 
ing taken. 

Falsely  negative  tests  were  obtained  in  21 
of  70  patients  (30  per  cent)  whose  angina  was 
induced  by  the  exercise.  This  discrepancy  may 
have  been  related  to  our  having  the  individual 
rest  as  soon  as  he  perceived  the  onset  of  dis- 
comfort so  that  within  the  15  seconds  or  so  re- 
quired to  record  the  first  electrocardiogram 
(lead  V-4),  the  symptom  often  had  subsided.  A 
small  proportion  of  patients  have  little  or  no 
electrocardiographic  abnormality  during  angina 
pectoris3  or  even  during  the  pain  of  myocardial 
infarction.  Finally,  1.3  per  cent  of  Lloyd-Thomas’ 
anginal  group  failed  to  show  ischemic  ST- 
changes  until  ten  minutes  after  effort,  while  we 
hardly  ever  followed  the  tracing  longer  than 
six  minutes  post-exercise.  A negative  test  thus  is 
of  little  value  in  excluding  the  diagnosis  of 
coronary  disease. 


Reported  results  of  post-exercise  electrocardi- 
ography generally  have  been  comparable  to  our 
experience.  In  patients  with  angina  pectoris,  Bel- 
let  et  al‘  found  53  per  cent  of  the  tests  indicated 
ischemia  after  one  and  one-half  minutes  of  step 
climbing,  while  more  lengthy  exercise  has  been 
followed  by  as  high  as  89  per  cent  positive  tests.5 
In  healed  myocardial  infarction,  11  per  cent  of 
tests  were  noted  by  Hellerstein  et  al  to  indicate 
ischemia  after  one  and  one-half  minutes  of 
step  climbing,  and  after  the  same  amount  of 
exercise  14  per  cent  of  patients  with  rheumatic 
heart  disease  gave  positive  tests."  In  young  and 
middle-aged  men  clinically  free  of  heart  disease, 
Lloyd-Thomas7  found  that  step  climbing  for 
approximately  three  minutes  produced  no 
ischemic  changes,  while  in  a similarly-aged 
group  doing  rapid  stair-climbing  for  one  to 
one  and  one-half  minutes  Ramball  and  Ache- 
son5  found  0.5  mm  or  greater  ST-segment  de- 
pression in  8.5  per  cent.  Friedberg  et  al" 
reported  that  39  per  cent  of  a clinically-evaluat- 
ed group  with  non-cardiac  chest  pain  had  this 
degree  of  ST  depression  after  three  minutes  of 
two-step  climbing,  an  observation  which  led  the 
authors  to  criticize  exercise  electrocardiography. 
However,  when  the  results  of  exercise  tests  have 
been  compared  with  anatomic  cardiac  findings, 
good  correlation  has  been  observed.10 

The  form  of  exercise  most  productive  of 
ischemia  was  treadmill-walking.  Patients  were 
able  to  continue  this  substantially  longer  than 
step-climbing,  which  sometimes  caused  giddi- 
ness, or  doing  sit-ups,  which  occasionally  had  to 
be  stopped  because  of  the  development  of  ab- 
dominal cramps  or  backache.  Despite  the  lower 
rate  of  energy  expenditure  on  the  treadmill 
(4.4  kilocalories  per  minute,  as  compared  with 
an  estimated  average  of  5 for  sit-ups  and  5.6 
for  two-steps11),  the  total  work  accomplished 
there  was  a good  deal  greater.  However,  a quali- 
tative difference  in  cardiac  effects  from  the 
three  types  of  exercise  may  exist. 

No  untoward  effect  was  encountered  by  us  in 
over  500  moderate  exercise  tests  of  patients,  most 
of  whom  had  serious  vascular  disease.  Reported 
data  on  the  incidence  of  complications  of  exer- 
cise testing  are  fragmentary.  Dimond,  in  double 
two-step  testing  1,093  patients  selected  “almost 
rountinely,”  observed  ventricular  fibrillation 
twice,  and  one  of  these  attacks  was  fatal.12 
Lloyd-Thomas  mentioned  one  episode  of  this 
arrhythmia  occurring  transiently  after  exercis- 
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ing  187  anginal  patients.5  Wood  has  described 
effort  tests  in  angina  as  being  “not  entirely 
without  danger,”13  and  Master  has  called  the 
two-step  test  “completely  safe  in  our  hands.”14 
Obviously  judgment,  rather  than  a prearranged 
schedule  alone,  is  needed  in  determining  who 
should  be  exercise-tested  and  when  the  exercise 
should  cease.  Electrocardiographic  monitoring 
during  exercise  may  provide  some  increment  of 
safety,  especially  when  more  strenuous  effort  is 
undertaken  but  symptoms  usually  precede  elec- 
trocardiographic changes  and,  therefore,  repre- 
sent a more  sensitive  indicator  of  degree  of 
effort  expended. 

Should  exercise  electrocardiography  be  con- 
ducted in  an  individual  manner  rather  than  by 
the  Master  two-step  test?  Our  experience  with 
both  techniques  has  demonstrated  that  each  has 
advantages.  The  two-step  test  involves  a more 
“standardized"  amount  of  effort;  but  if  one 
forces  the  arteriosclerotic  patient  on  to  the  com- 
pletion of  an  arbitrary  number  of  trips,  catastro- 
phe can  occur  and  has  occurred.  Testing  to 
tolerance  is  probably  safer  although  of  lesser 
electrocardiographic  yield  than  the  double  two- 
step  test.  Some  persons  with  ataxia  or  limb 
disease  are  unable  to  traverse  steps  at  the  test 
rate  but  may  be  able  to  earn'  out  another  form 
of  effort.  No  special  equipment  (other  than  the 
electrocardiograph)  is  required  in  doing  sit-ups 
or  ordinary'  stair  climbing.  Finally,  testing  to 
tolerance  gives  information  which  may  be  more 
useful  in  prescribing  exercise  allowances. 

Exercise-testing  has  been  of  value  beyond 
that  of  the  electrocardiography.  It  has  given  the 
physician  an  opportunity  to  observe  the  patient 
while  he  is  experiencing  his  limiting  symptoms, 
allowing  confirmation  of  their  nature  and  of 
the  degree  of  effort  required  to  produce  them. 
Noncardiac  handicaps  have  occasionally  been 
pointed  up,  for  example  dyspnea  of  broncho- 
pulmonary origin  or  intermittent  claudication. 
Testing  seems  to  us  to  be  most  useful  in  con- 
nection with  evaluation  for  work,  disability'  pen- 
sion or  insurance  application  and  in  the  patient 
whose  chest  pain  is  a diagnostic  problem.  ■ 
315  Medical  Dental  Bldg.  (97205) 
(Dr.  Rogers) 

abstracto 

Doscientos  cuarentinueve  enfermos  con  pro- 
cesos  cardiacos  de  tipo  isquemico  demostrados  o 


sospechados  se  observaron  con  pruebas  de  ejer- 
cicio  fisico  hasta  el  grado  de  la  aparicion  de  sin- 
tomas.  Cambios  electrocardiograficos,  principal- 
mente  la  depresion  del  segmento  S-T  de  0.5  mm 
a mas  se  vio  en  64  de  110  enfermos  con  angina, 
en  20  de  69  sujetos  con  malestar  toracico  atipico, 
posiblemente  de  tipo  cardiaco  y en  20  de  70  per- 
sonas con  proceso  isquemico,  pero  sin  angina. 
Cambios  similares  se  vieron  en  5 indivicluos—los 
5 tomando  digital— en  grupos  de  control  de  65 
sanos  y 19  pacientes  con  reumatismo  cardiovas- 
cular. El  tipo  de  actividad  que  mas  a menudo 
produjo  los  cambios  isquemicos  electrocardio- 
graficos fue  caminando  en  el  “treadmill”,  posib- 
lemente porque  fue  llevada  a cabo  por  periodos 
largos.  Subiendo  el  banquillo  de  dos  pasos  fue 
menos  productivo  y sentandose  en  cuclillas  rela- 
tivamente  ineficaz.  Pruebas  de  ejercicio  moder- 
ado  se  recomiendan  en  la  evaluacion  clinica  de 
enfermos  con  enfermedad  coronaria  sospechada. 
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Snakebites  in  Northwestern  States 


HENRY  M.  PARRISH,M.D.  Columbia,  Missouri 


An  estimated  49  people  were  bitten  by  poisonous  snakes  annually  in  the 
three  northwestern  states  during  1958  and  1959:  14  in  Oregon,  25  in  Washington , 
and  10  in  Idaho.  The  annual  incidence  of  bites  per  100,000  popidation  was 
0.79  for  Oregon,  0.88  for  Washington,  and  1.5  for  Idaho.  However,  the  estimated 
case-fatality  rate  was  less  than  one-half  of  one  per  cent. 

Of  20  in-patients  reported  in  detail  by  hospitals  in  these  three  states  during 
1958  and  1959,  19  (95  per  cent)  were  bitten  by  rattlesnakes,  and  1 (5  per  cent) 
by  an  unidentified  poisonous  snake.  “Seasonal  epidemics”  of  snakebites  occurred, 
with  all  of  the  bites  inflicted  from  April  through  September. 

Males  had  higher  bite  rates  than  females  and  whites  had  higher  rates  than 
non-whites.  Forty-five  per  cent  of  the  cases  were  among  children  and  young 
adults  less  than  20  years  of  age.  All  of  the  bites  were  on  the  extremities— 60 
per  cent  on  the  upper  extremities  and  40  per  cent  on  the  lower  extremities. 
Current  snakebite  treatment  includes  incision  and  suction,  antivenin,  antibiotics 
and  tetanus  antitoxin  or  toxoid  or  both. 


Poisonous  snakes  are  known  to  inhabit  the 
northwestern  states  (Oregon,  Washington  and 
Idaho).  However,  the  extent  of  the  snakebite 
problem  in  this  area  has  never  been  defined  ade- 
quately. More  people  in  these  states  are  bitten  by 
poisonous  snakes  annually  than  many  people 
realize.  It  is  therefore  surprising  that  only  one 
person  died  from  a snakebite  in  these  three  states 
during  the  ten  year  period,  1950  through  1959. 1 

Since  information  about  the  characteristics  of 
poisonous  snakebites  in  these  states  was  lacking, 
surveys  were  conducted  to  determine  the  inci- 
dence of  snakebites,  to  describe  the  epidemiology 
of  snakebites,  to  relate  other  medical  findings 
associated  with  these  bites,  and  to  review  briefly 
current  concepts  of  snakebite  treatment. 

poisonous  snakes 

According  to  Klauber,2  the  following  species 
and  sub-species  of  poisonous  snakes  are  indige- 
nous to  the  northwestern  states:  1.)  the  Northern 
Pacific  rattlesnake  (Crotalus  viridis  oreganus), 
2.)  the  Great  Basin  rattlesnake  (Crotalus  viridis 
lutosus),  and  3.)  the  prairie  rattlesnake  (Crotalus 
viridis  viridis ).  The  first  species  is  the  only  poi- 
sonous snake  found  in  Washington,  the  first  two 


species  are  found  in  Oregon,  and  all  three  species 
are  found  in  Idaho.  See  the  small  map  in:set  in 
Figure  3 for  the  distribution  of  these  snakes  with- 
in the  respective  states.  In  Washington,  poison- 
ous snakes  are  not  found  west  of  the  Cascade 
Mountains.  Copperheads,  cottonmouth  moccasins 
and  coral  snakes  are  not  native  to  the  north- 
western states. 

Rattlesnakes  are  pit  vipers.  They  are  so  named 
because  of  a characteristic  pit  which  is  located 
between  the  eye  and  nostril  on  each  side  of  the 
body.  Pit  vipers  also  are  identified  by  elliptical 
pupils  and  by  two  well-developed  fangs  which 
protrude  from  the  maxillae  when  the  snake’s 
mouth  is  opened.  Rattlesnakes  have  rattles  at- 
tached to  their  tails.  Harmless  snakes  do  not 
have  facial  pits,  they  have  round  rather  than 
elliptical  pupils,  and  while  they  have  teeth,  they 
lack  fangs.  See  Figure  1 for  a photograph  of  a 
rattlesnake. 

Oftentimes  people  will  chop  off  the  head  of 
a snake  which  has  bitten  someone  and  bring 
the  snake’s  body  in  for  identification.  Pit  vipers 
can  be  identified  by  turning  the  snake’s  belly  up- 
wards and  noting  a single  row  of  subcaudal 
plates  just  below  the  anal  plate.  Harmless  snakes 
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Fig.  1.  Northwestern  Pacific  Rattlesnake  (Courtesy  of  L. 
M.  Klauber,  Rattlesnakes:  Their  Habits,  Life  Histories,  and 
Influence  on  Mankind,  Vol.  I.  University  of  California 
Press,  Berkeley.  1956). 


CHARACTERISTICS  OF  SNAKES 


Fig.  2.  Characteristic  features  of  poisonous  (pit  vipers) 
and  harmless  snakes. 


have  a double  row  of  subcaudal  plates.  Figure  2 
depicts  the  characteristic  features  of  pit  vipers 
and  harmless  snakes. 

methods  of  study 

A questionnaire  and  letter  explaining  the  pur- 
pose of  this  study  were  mailed  to  a selected 
group  of  Oregon,  Washington  and  Idaho  hos- 
pitals listed  in  Hospitals  (Journal  of  the  Ameri- 
can Hospital  Association)  Guide  Issue.  The  hos- 
pitals selected  for  this  study  were  general  hos- 
pitals, children’s  hospitals  and  college  infirmaries. 
Army,  Navy,  Coast  Guard,  Public  Health  Service, 
Air  Force  and  Veterans  Administration  hospitals 
also  were  sent  questionnaires.  Maternity,  tuber- 
culosis and  mental  hospitals  were  omitted  as 
they  would  not  be  expected  to  treat  snakebite 
victims.  The  following  numbers  of  hospitals  com- 
prised the  study  group:  68  in  Oregon,  113  in 
Washington  and  45  in  Idaho.  Each  hospital  was 
requested  to  report  all  in-patients  admitted  to 


the  hospital  for  snakebite  treatment  during  1958 
and  1959. 

Most  hospitals  do  not  code  and  tabulate  the 
diagnoses  of  emergency  room  and  out-patient 
clinic  visits.  Since  some  snakebite  victims  are 
not  admitted  to  the  hospital  as  in-patients,  it 
seemed  essential  to  ask  a sample  of  practicing 
physicians  how  many  snakebite  victims  they 
treated  on  both  an  out-patient  (office,  home, 
emergency  room,  etc. ) and  on  an  in-patient 
basis.  Previous  surveys,3  4 have  shown  that  most 
people  with  venomous  snakebites  are  treated  by 
general  practitioners,  surgeons,  internists,  pedia- 
tricians, and  orthopedic  surgeons.  Therefore,  a 
random  sample  of  one-third  of  all  the  Oregon, 
Washington  and  Idaho  physicians  in  these  cate- 
gories of  practice  who  were  listed  in  the  Direc- 
tory of  the  American  Medical  Association  were 
sent  questionnaires. 

Death  certificates  for  fatal  snakebite  cases 
were  obtained  from  the  Oregon  State  Board  of 
Health,  the  Washington  State  Department  of 
Health,  and  the  Idaho  Department  of  Health. 

results 

This  report  is  based  on  questionnaires  returned 
by  68  (100  per  cent)  Oregon  hospitals,  113  (100 
per  cent)  Washington  hospitals,  and  44  (98  per 
cent)  Idaho  hospitals.  It  is  supplemented  by 
questionnaires  returned  by  the  following  num- 
bers of  practicing  physicians:  255  (85  per  cent) 
in  Oregon,  391  (85  per  cent)  in  Washington, 
and  103  (80  per  cent)  in  Idaho.  The  respective 
state  health  departments  reported  that  there 
were  no  snakebite  deaths  during  1958  and  1959. 

incidence 

Northwestern  hospitals  reported  a total  of  20 
in-patients  treated  for  poisonous  snakebites  dur- 
ing 1958  and  1959.  There  were  8 cases  in  1958 
and  12  cases  in  1959,  an  average  of  10  cases  per 
year.  Since  the  poisonous  snakes  found  in  these 
states  were  similar  and  since  the  snakebite  pat- 
terns did  not  differ,  the  records  from  Oregon, 
Washington  and  Idaho  were  pooled  for  analyses. 
Differences  among  the  states  were  described  if 
they  seemed  important.  All  of  the  analyses  in 
this  paper,  excluding  the  estimate  of  incidence, 
were  based  on  the  20  detailed  case  reports  re- 
ceived from  hospitals. 

Physicians’  reports,  when  adjusted  to  account 
for  all  northwestern  physicians  in  the  practice 
categories  mentioned,  indicated  that  approxi- 
mately 31  in-patients  and  18  out-patients  were 
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treated  for  snakebite  accidents  each  year.  The 
difference  between  the  estimate  of  31  in-patients 
treated  by  physicians  and  the  average  of  10  in- 
patients reported  by  hospitals  can  be  explained, 
in  part,  by  the  following  facts:  1.)  one  hospital 
did  not  participate  in  the  study;  2. ) two  counties 
from  which  physicians  reported  snakebites  did 
not  have  hospitals  listed  in  the  Hospital  Guide 
Issue;  3. ) there  was  evidence  of  under  reporting 
snakebite  in-patients  from  15  hospitals  participat- 
ing in  the  study;  and  4. ) physicians  indicated 
that  some  in-patients  were  treated  in  small  clin- 
ics and  infirmaries  not  listed  in  Hospitals  Guide 
Issue.  Taking  all  of  these  various  reports  into 
consideration,  I estimate  that  approximately  14 
(5  in-patients  and  9 out-patients)  people  in 
Oregon,  25  (20  in-patients  and  5 out-patients) 
people  in  Washington,  and  10  (6  in-patients  and 
4 out-patients)  people  in  Idaho  were  treated  an- 
nually for  poisonous  snakebites.  The  incidence 
of  bites  per  100,000  population  per  year  was  1.5 
for  Idaho,  .88  for  Washington,  and  .79  for  Ore- 
gon. 


HOSPITALIZED  SNAKEBITE  CASES  SNAKEBITE  CASE  REPORTS 

(EACH  SYMBOL=  I CASE)  I 1 COHNTIFS  FROM  WHICH  HOSPITALS  AND 

O RATTLESNAKE  PHYSICIANS  REPORTED  CASES. 

□ UNIDENTIFIED  SNAKE  dl  COUNTIES  FROM  WHICH  ONLY  PHYSICIANS 

REPORTED  CASES 

Fig.  3.  Geographical  distribution  of  snakebites  and  snakes 
in  northwestern  states,  1958  and  1959  (Courtesy  of  L.  M. 
Klauber,  Rattlesnakes:  Their  Habits,  Life  Histories,  and 
Influence  on  Mankind,  Vol.  I,  University  of  California 
Press,  Berkeley.  1956). 


geopathology 

The  recorded  geographic  distributions  of 
snakebites  reported  in  Oregon,  Washington  and 
Idaho  during  1958  and  1959  may  be  seen  in 
Figure  3.  The  lightly  shaded  counties  are  those 
from  which  hospitals  reported  in-patients  treated 
for  snakebites.  An  appropriate  symbol  is  used 
to  mark  each  hospitalized  patient  who  was  bitten 
by  a specific  kind  of  snake.  The  darker  shaded 
counties  are  those  counties  from  which  physi- 


cians reported  snakebite  cases,  but  from  which 
no  cases  were  reported  by  hospitals. 

Of  20  people  hospitalized  for  snakebite  treat- 
ment in  these  northwestern  states,  19  were  bitten 
by  rattlesnakes  and  one  child  was  bitten  by  an 
unidentified  poisonous  snake.  This  bite,  most 
likely,  also  was  inflicted  by  a rattlesnake. 

Figure  3 shows  that  all  of  the  snakebites  in 
Washington  happened  east  of  the  Cascade 
Mountains.  Most  of  the  patients  hospitalized  for 
snakebite  in  Oregon  were  bitten  in  the  central 
one-third  of  the  state,  however,  bites  were  re- 
ported from  other  sections  of  the  state  by  physi- 
cians. The  bite  accidents  in  Idaho  were  located 
primarily  in  the  western  and  southeastern  parts 
of  the  state.  Apparently  bites  by  prairie  rattle- 
snakes are  not  in  common  in  Idaho.  The  geo- 
graphic patterns  of  bites  by  various  species  of 
snakes  are  consistent  with  the  ecologic  ranges  of 
snakes  in  Oregon,  Washington  and  Idaho  de- 
scribed by  Klauber.2 


Table  1 

Seasonal  distribution  of  poisonous  snakebites 
in  northwestern  states,  1958  and  1959 


Month  No.  Bites  Month  No.  Bites 


January  0 

February  0 

March  0 

April  1 

May  2 

June  3 


July  6 

August  6 

September  2 

October  0 ~ 

November  0 

December  0 


temporal  relationships 

The  monthly  distribution  of  snakebite  acci- 
dents is  shown  in  Table  1.  Snakebites  were  in- 
frequent during  the  colder  months  of  the  year— 
October  through  March.  In  general,  snakes  are 
usually  inactive  or  are  hibernating  during  the 
colder  months.  All  of  the  snakebites  in  these 
northwestern  states  happened  from  April  through 
September.  This  striking  seasonal  distribution  of 
bites  coincides  with  the  time  snakes  are  most 
abundant  and  active  and  with  the  time  people 
have  greater  exposure  due  to  out-of-doors  occu- 
pations and  recreation.  Similar  seasonal  epidem- 
ics of  venomous  snakebites  have  been  observed 
in  New  England  and  North  Carolina.  3 4 

The  time  of  day  when  most  snakebite  accidents 
occurred  was  the  six-hour  period  from  9 a.m.  to 
2:59  p.m.  when  11  (55  per  cent)  people  were 
bitten.  The  number  of  bites  by  three-hour  per- 
iods of  time  were:  6 a.m.  to  8:59  a.m.,  two  bites; 
9 a.m.  to  11:59  a.m.,  six  bites;  12  noon  to  2:59 
p.m.,  five  bites;  3 p.m.  to  5:59  p.m.,  one  bite;  and 
6 p.m.  to  8:59  p.m.,  five  bites.  There  were  no 
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bites  reported  from  9 p.m.  through  5:59  a.m. 
Time  of  bite  was  not  stated  for  one  patient. 

bite  victims 

There  were  15  white  males,  5 white  females, 
no  non-white  males  and  no  non-white  females 
admitted  to  northwestern  hospitals  for  snakebite 
treatment  during  1958  and  1959.  Using  1960 
census  for  the  total  populations  of  these  three 
states,  bite  rates  per  100,000  population  were: 
.58  for  white  males,  .0  for  non-white  males,  .19 
for  white  females  and  .0  for  non-white  females. 
Thus,  males  had  higher  snakebite  rates  than  fe- 
males and  whites  had  higher  rates  than  non- 
whites. 

The  age  distribution  of  bite  victims  in  these 
northwestern  states  is  shown  in  Table  2.  The 
largest  number  of  bites  happened  to  children 
and  young  adults  less  than  20  years  of  age.  Age- 
specific  bite  rates  are  much  more  meaningful 
since  they  take  into  consideration  the  population 
at  risk  in  a particular  age  group.  The  highest  bi- 
annual bite  rate  per  100,000  population  was: 
20-29  years  of  age  (.66).  The  lowest  bite  rate 
was  found  among  people  40-49  years  of  age. 


Table  2 

Age  distribution  of  hospitalized  snakebite 
victims  in  northwestern  states,  1958  and  1959 


Age  group 
(years) 

Population  at 
Risk0 

No.  Bites 

Rate  per 
100,000°  ° 

0-  9 

1,151,191 

4 

0.35 

10-19 

911,635 

5 

0.55 

20-29 

608,635 

4 

0.66 

30-39 

686,746 

1 

0.15 

40-49 

676,771 

0 

0.00 

50-59 

525,376 

3 

0.57 

60-69 

394,282 

2 

0.51 

70  or  more 

334,456 

1 

0.30 

♦Based  on  the 

I960  Census  of 

the  total 

populations  of 

Oregon,  Washington  and  Idaho. 

“These  rates  are  only  on  hospitalized  patients  for  whom 
information  was  available. 


An  analysis  of  the  occupations  of  the  patients 
showed  that  nine  were  children,  two  were  labor- 
ers other  than  farm  laborers,  two  were  members 
of  the  Armed  Services,  two  were  retired  workers, 
and  one  each  was  a professional,  a private  house- 
hold worker,  a service  worker,  a farm  laborer 
and  a housewife. 

activity  and  place 

Four  bites  occurred  while  people  were  fishing, 
two  while  handling  poisonous  snakes,  and  two 
while  engaged  in  recreation  other  than  hunting 
or  fishing.  Two  children  were  bitten  while  play- 
ing in  their  own  yards  and  two  adults  were  bitten 
while  working  or  walking  in  their  own  yards. 


One  person  each  was  bitten  during  the  following 
activities:  while  picking  up  lumber,  while  work- 
ing on  a farm,  while  walking  on  or  near  a high- 
way, while  fighting  a fire,  while  surveying,  and 
while  climbing  a mountain.  The  activity  was  not 
stated  for  the  remaining  patients. 

The  place  where  the  bite  accident  happened 
is  closely  related  to  activity  when  bitten.  The 
largest  number  of  bites,  six,  occurred  near  a 
lake,  river  or  other  body  of  water.  Four  people 
were  bitten  in  their  ovm  yards,  two  in  the  woods, 
two  on  a mountain  side,  two  in  a field  away  from 
the  house  and  one  each  inside  a building  while 
handling  a “pet”  snake,  on  a farm  not  near  the 
house,  and  on  or  near  a highway.  The  place 
where  the  bite  took  place  was  not  coded  for  one 
patient. 

site  and  severity 

The  anatomical  sites  on  human  beings  where 
venomous  snakes  inflicted  their  bites  are  shown 
in  Table  3.  All  of  the  bites  were  inflicted  on  the 
extremities— 60  per  cent  on  the  upper  extremities 
and  40  per  cent  on  the  lower  extremities.  The 
fingers  were  the  parts  most  often  bitten  on  the 
upper  extremities.  The  lower  legs,  including  the 
ankles,  were  the  parts  most  frequently  bitten  on 
the  lower  extremities. 


Table  3 

Anatomical  sites  of  bites  by  poisonous 
snakes  in  northwestern  states,  1958  and  1959 


Anatomical  Site 
of  Bite 

Head,  face  & neck 

Trunk,  front 

Trunk,  back 

Upper  arm 

Forearm 

Hand 

Fingers 

Upper  leg 

Lower  leg  & ankle 

Foot 

Toes 


Side  of  Body 
Bight  Left 
0 0 

0 0 

0 0 

1 0 

0 0 

2 0 

6 3 

1 1 

4 1 

0 1 

0 0 


Total  No. 
of  Bites 
0 
0 
0 
1 
0 
2 
9 
2 
5 
1 
0 


A modification  of  the  clinical  classification  of 
pit  viper  venenation  by  Wood,  Hoback  and 
Green5  was  used  to  determine  the  severity  of 
bites.  Bites  were  classified  as  follows: 

Grade  O —No  venenation.  Fang  or  tooth 
marks,  minimal  pain,  less  than  1 inch  of 
surrounding  edema  and  erythema.  No  sys- 
temic involvement. 

Grade  I —Minimal  venenation.  Fang  or  tooth 
marks,  severe  pain,  1-5  inches  of  surround- 
ing edema  and  erythema  in  first  12  hours 
after  bite.  No  systemic  involvement,  usually. 
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Grade  II— Moderate  venenation.  Fang  or 
tooth  marks,  severe  pain,  6-12  inches  of  sur- 
rounding edema  and  erythema  in  first  12 
hours  after  bite,  systemic  involvement  may 
be  present  — nausea,  vomiting,  giddiness, 
shock  or  neurotoxic  symptoms. 

Grade  III— Severe  venenation.  Fang  or  tooth 
marks,  severe  pain,  more  than  12  inches  of 
surrounding  edema  and  erythema  in  first  12 
hours  after  bite,  systemic  involvement  usu- 
ally present  as  in  Grade  II. 

The  severity  of  venenation  ( venom  poisoning ) 
was  classifed  as  follows  for  18  hospitalized  cases: 
4 (22  per  cent)  were  Grade  O;  5 (28  per  cent) 
were  Grade  I;  4 (22  per  cent)  were 

Grade  II;  and  5 (28  per  cent)  were  Grade 
III.  For  the  remaining  two  hospitalized  cases 
the  severity  of  venenation  was  not  stated.  There 
were  no  deaths  among  the  20  hospitalized  cases 
in  this  series.  Furthermore,  there  were  no  deaths 
during  1958  and  1959  among  the  estimated  49 
snakebite  cases  that  occurred  annually  in  these 
three  states.  The  case-fatality  rate  for  poisonous 
snakebites  in  these  northwestern  states  is  esti- 
mated to  be  less  than  one-half  of  one  per  cent. 
This  is  confirmed  by  the  fact  that  there  has  been 
only  one  snakebite  death  in  these  states  from 
1950  through  1959. 1 This  fatality  involved  a 61- 
year-old  white  man  who  was  bitten  by  a rattle- 
snake in  Oregon  during  1951.  He  died  15  hours 
later.  Contrary  to  popular  belief,  few  patients 
die  within  the  first  few  hours  following  a poi- 
sonous snakebite.  About  70  per  cent  of  them 
die  from  6-48  hours  after  venenation  takes  place.* 

treatment 

The  current  treatment  of  North  American  pit 
viper  (rattlesnake,  cottonmouth  moccasin  and 
copperhead)  bites  includes  both  minor  surgery 
and  medical  forms  of  treatment.  A constricting 
band  (tourniquet)  should  be  applied  lightly  to 
the  involved  extremity  several  inches  proximal  to 
bite.  The  constricting  band  should  be  applied 
only  tight  enough  to  occlude  the  superficial  ven- 
ous and  lymphatic  flow.  It  should  not  occlude  the 
arterial  circulation  and  it  should  be  released 
every  10-15  minutes  for  a minute  or  two.  As 
edema  resulting  from  venom  poisoning  spreads, 
the  constricting  band  should  be  advanced  to 
keep  just  ahead  of  the  swelling.  The  purpose  of 
the  constricting  band  is  to  impede  the  spread  of 
venom  until  incision  and  suction  can  be  used 
to  remove  the  venom  mechanically  and  until  anti- 


venin  can  be  administered  to  neutralize  the 
venom. 

Incision  and  suction  (I.S.)  is  effective  in  re- 
moving venom  from  experimental  animals  up  to 
two  hours  after  the  venom  is 'injected.  The  sooner 
it  is  used,  the  larger  the  amount  of  venom  that 
can  be  removed.  Suction  should  be  used  for 
about  one  hour.  We  have  found  the  suction  cups 
supplied  in  the  Cutter  and  the  Becton-Dickin- 
son  snakebite  first-aid  kits  effective  for  removing 
pit  viper  venom.  Incisions,  one-quarter  inch  long 
and  one-eighth  to  one-quarter  inch  deep,  are 
made  into  the  subcutaneous  tissues  over  the  fang 
punctures.  A few  (three  to  five)  additional  inci- 
sions may  be  made  in  the  surrounding  edematous 
tissues.  A large  number  of  incisions  is  not  needed. 
Immobilization  aids  in  limiting  the  spread  of 
venom.  However,  if  one  must  decide  between  im- 
mobilization or  seeking  prompt  medical  treat- 
ment, the  latter  should  be  sought. 

The  “3  A’s”  ( antivenin,  antibiotics,  and  tetanus 
antitoxin  or  toxoid  or  both)  are  recommended, 
in  addition  to  I.S.,  in  treating  all  serious  pit  viper 
bites.  Antivenin  Crotalidae  Polyvalent  (Wyeth) 
is  effective  in  neutralizing  the  venoms  of  all 
North  American  pit  vipers.  It  is  not  protective 
against  coral  snake  venom.  Since  antivenin  is 
manufactured  from  horse  serum,  the  patient 
should  receive  a skin  test  before  antivenin  is 
given.  For  Grade  I venenations,  antivenin  may 
be  administered  in  the  deltoid  or  gluteus  mus- 
cles. In  Grade  II  and  Grade  III  venenations, 
antivenin  diluted  in  1000  cc  normal  saline  may 
be  given  intravenously.7  Studies  with  radio- 
isotopes have  shown  that  antivenin  accumu- 
lates at  the  site  of  the  bite  more  rapidly  after 
intravenous  administration  than  after  intramus- 
cular administration.8  Injection  of  antivenin  into 
the  local  bite  area  is  not  a particularly  effective 
way  to  administer  antivenin.  We  have  found 
the  following  amounts  of  antivenin  useful  in 
treating  the  various  grades  of  venenation:  Grade 

0 (no  venenation)  requires  no  antivenin;  Grade 

1 (minimal  venenation)  may  require  10  cc  (one 
ampoule)  of  antivenin;  Grade  II  (moderate  ve- 
nenation) requires  30-40  cc  of  antivenin;  and 
Grade  III  (severe  venenation)  requires  50  cc 
or  more  of  antivenin. 

Since  snakes’  mouths  and  venoms  may  har- 
bor pathogenic  organisms,  antibiotics  and  tetanus 
antitoxin  or  toxoid  or  both  should  be  given 
prophvlactically.  Gram  negative  organisms  pre- 
dominate, hence  a broad  spectrum  antibiotic  is 
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indicated.  Penicillin  used  by  itself  is  not  ade- 
quate treatment. 

Cortisone  and  ACTH  do  not  affect  the  sur- 
vival rate  of  animals  poisoned  with  pit  viper 
venom.  They  probably  should  not  be  used  dur- 
ing the  first  few  days  after  venenation,  although 
they  may  be  beneficial  later  in  treating  serum 
sickness  resulting  from  antivenin  therapy.  Anti- 
histamines are  contraindicated  as  they  shorten 
the  survival  time  of  animals  poisoned  with  pit 
viper  venoms.  Shock  resulting  from  venom  poi- 
soning should  be  treated  with  infusions  of  blood, 
plasma,  saline  solution  and  vasopressor  drugs. 
Meperidine  hydrochloride  and  other  analgesics 
may  be  given  to  relieve  pain.  Recently  there 
have  been  reports  of  excessive  tissue  necrosis  and 
amputations  associated  with  cold  therapy  such  as 
packing  an  extremity  in  ice  or  using  ethyl  chlo- 
ride.8 Cold  therapy  should  not  be  used  in  treat- 
ing pit  viper  bites.  ■ 

University  of  Missouri 

abstracto 

Alrededor  de  49  personas  son  atacadas  anual- 
mente  por  serpientes  venenosas  cn  los  3 estados 
del  noroete:  25  en  Washington,  14  cn  Oregon 
y 10  en  Idaho.  La  incidencia  annual  por  100,000 
habitantes  fue  1.5  en  Idaho,  0.88  en  Washington 
y 0.79  en  Oregon.  Sinembargo  la  mortalidad 
estimada  fue  menos  de  0.5  por  ciento. 

De  20  enfermos  reportados  por  hospitales  de 
los  3 estados  durante  1958  y 1959, 19  (95  por  cien- 


to) fueron  mordidos  por  viboras  de  cascabel  y 1 
(5  por  ciento)  por  una  serpiente  no  identificada. 
“Epidemics  estacionales”  de  mordidas  ocurrier- 
on,  todos  los  casos  presentdndose  de  obril  a sep- 
tiembre. 

Personas  de  sexo  masculino  tuvieron  una  may- 
or incidencia,  asi  como  individuos  de  raza  blanca. 
Cuarentacinco  por  ciento  de  los  casos  se  vieron 
personas  de  menos  de  20  ahos. 

Todas  las  mordidas  fueron  an  las  extremidades 
60  por  ciento  en  brazos  y el  resto  en  piernas.  Se 
discute  el  tratamiento  de  mordidas  de  viboras  de 
cascabel. 
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Serious  Issues  in  Clinical  Research 

Several  high  courts,  upon  review  of  appeals  from  the  lower  courts,  now  say  that 
the  physician  owes  it  as  a duty  to  his  patients  to  make  a reasonable  disclosure  of  the 
risks  involved  (in  clinical  research)  so  that  the  patient  can  arrive  at  an  intelligent  and 
informed  decision.  Failure  on  the  part  of  the  physician  to  do  this,  the  courts  further 
note,  constitutes  malpractice  in  his  community.  This  brings  up  certain  difficulties  for 
the  physician,  since  the  courts  did  not  specifically  define  what  they  meant  by  an 
informed  consent.  Must  a physician  lay  before  the  patient  a complete  monograph  on  his 
procedure?  Must  he  tell  him  of  100  per  cent  of  complications?  Of  80  per  cent?  Of  50 
per  cent?  Or  must  he  tell  him  about  the  major  hazards  only  and  skip  the  minor  ones? 
With  investigative  work  the  problem  is  compounded.  For  those  of  you  who  are  doing 
such  investigation  dealing  with  patients,  I can  only  emphasize  the  serious  issues  with 
which  you  are  presently  faced  in  embarking  upon  clinical  research. 

Joseph  J.  Sadusk,  Jr.,  M.D.,  in  Medical  Annals  of  the 
District  of  Columbia  33:3  (March)  1964. 
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Peripheral  Vascular  Insufficiency  Aggravated 

by  Flat  Feet 

4 

WALTER  F.  ALEXANDER,  M.D.  Portland,  Oregon 


Percipient  clinical  observation  led  to  correct  diagnosis  of  a circulatory 
problem  of  twenty  years  standing.  Flat  foot  deformity  caused  pressure  on 
branches  of  the  posterior  tibial  artery  ivith  observable  effects  when  the  patient 
teas  standing.  Clinical  conclusion  was  confirmed  by  plethysmography . 


The  following  is  a report  of  an  interesting  and 
unusual  case  of  peripheral  vascular  insufficiency 
which  resulted  in  intermittent  and  recurrent 
episodes  of  gangrene  of  the  toes  for  which  the 
patient  sought  medical  attention  approximately 
twenty  years.  He  was  referred  to  the  surgical 
outpatient  clinic  for  “x-rays  of  his  arteries.” 

CASE  REPORT 

The  patient  was  a 74-year-old  white  male  farm 
laborer  whose  chief  complaint  was  recurrent  painful 
ulceration  of  his  toes.  He  was  in  generally  good 
health  and  had  been  able  to  work  until  July,  1963. 
For  the  past  twenty  years,  however,  he  had  been 
partially  or  completely  incapacitated  by  numerous 
episodes  of  ulceration  and  gangrene  of  his  toes.  After 
several  days  of  work  which  required  standing  on  his 
feet  for  prolonged  periods,  one  or  more  toes  would 
begin  to  ache,  eventually  ulcerate,  and  drain.  After 
an  indefinite  period,  the  ulcers  would  gradually  heal 
or  would  progress  to  gangrene.  Healing  usually  re- 
quired that  he  remain  off  his  feet.  During  the  twenty 
year  period,  he  had  lost  all  or  most  of  each  toe  of 
his  left  foot  and  the  tips  of  the  second  and  third  toes 
of  his  right  foot  by  amputation.  The  most  recent 
episode  began  when  he  was  picking  apples  in  July. 
After  working  several  days,  he  developed  ulcers  on 
the  stumps  of  his  right  second  and  third  toes.  He 
denied  smoking,  impotency,  sensitivity  to  cold,  and 
intermittent  claudication.  He  had  sustained  a frac- 
ture of  the  left  second  metatarsal  in  an  automobile 
accident  in  1956. 

Temperature,  blood  pressure,  pulse  and  respira- 
tions were  normal.  Positive  findings  were  limited  to 
the  extremities.  Radial,  femoral  and  posterior  tibial 
pulses  were  present  bilaterally  and  were  strong. 
The  left  dorsalis  pedis  pulse  was  absent  and  the 
right  faint.  There  were  no  varicosities.  Mild  blanch- 
ing occurred  after  elevation  of  the  feet  15  seconds 
but  capillary  filling  was  only  slightly  diminished. 
No  rubor  followed  dependency  and  the  venous 
filling  time  was  10-15  seconds  bilaterally.  The  arch 
of  each  foot  deviated  medially  and  inferiorly  caus- 


ing a severe  flat  foot  deformity  and  a bowing  ap- 
pearance to  the  instep.  There  were  small,  one-half 
centimeter  ulcers  on  the  tip  of  his  right  second  and 
third  toe  stumps.  On  standing,  it  was  noted  that 
the  toes  became  slightly  cyanotic  and  capillary 
filling  time  increased. 

Hemoglobin,  white  blood  count  and  urine  were 
negative.  A fasting  blood  sugar  was  102  mg  per 
100  ml  and  a glucose  tolerance  test  indicated  dia- 
betes with  a two  hour  level  of  162  mg  per  100  ml. 


discussion 

On  the  basis  of  the  above  findings,  namely 
the  excellent  posterior  tibial  pulses,  the  absence 
of  adequate  dorsalis  pedis  pulsations,  and  the 
significant  increase  in  capillary  filling  time  when 
the  patient  was  standing,  it  was  concluded  that 
the  etiology  of  the  vascular  insufficiency  was  a 
combination  of  1.)  the  predominant  arterial 
supply  to  the  feet  through  the  posterior  tibial 
arteries  and  tbe  medial  and  lateral  plantar  arter- 
ies, and  2.)  the  obstruction  of  these  vessels  on 
standing  by  the  abnormality  of  the  arches  of  his 
feet.  To  substantiate  this  thesis,  strain  gauge 
plethysmography  was  done  on  each  foot.  Figures 
la. -Id;,  le.,  and  If.  are  representative  samples. 
When  reclining,  normal  pulsations  were  recorded 
and  these  were  only  slightly  diminished  when 
the  patient  stood  with  his  weight  off  of  the 
monitored  foot.  However,  placing  his  full  weight 
on  the  foot  resulted  in  the  obliteration  of  the 
pulse  tracing.  The  pulse  was  not  obliterated  in  a 
normal  control  (Figure  lg.,  h. ).  Other  studies 
have  shown  that  pulse  amplitude  diminished 
slightly  on  assuming  the  erect  position  but  only 
disappeared  in  the  presence  of  severe  vascular 


From  the  University  of  Oregon  Medical  School  Hospitals  Dr.  Alexander  is  Resident  Surgeon,  University  of  Oregon 
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Fig.  la.  Left  fourth  toe  with  patient  reclining;  b.  Left 
fourth  toe,  patient  standing  with  weight  off  left  foot; 
c.  Right  great  toe  with  patient  reclining;  d.  Right  great 
toe,  patient  standing  with  weight  off  right  foot;  e.  Left 
fourth  toe  with  full  weight  on  left  foot;  f.  Right  great  toe 
with  full  weight  on  right  foot;  g.  Normal  control  with 
patient  standing,  monitoring  right  great  toe  with  weight  on 
left  foot;  h.  Same  as  lg.  with  full  weight  on  right  foot; 
i.  Left  fourth  toe,  full  weight  on  left  foot  using  heel  lift; 
and  j.  Right  great  toe,  full  weight  on  right  foot  using  a 
heel  lift. 


disease  when  the  reclining  pulse  amplitude  was 
markedly  reduced.  By  using  a heel  lift  the  pulse 
could  be  restored  as  demonstrated  in  Figure 
li.,  j.  Heel  lifts  were  thus  placed  in  each  shoe 
in  an  attempt  to  overcome  this  unusual  cause 
of  vascular  obstruction.  Heeling  of  the  ulcers 
progressed  slowly  thereafter.  ■ 

University  of  Oregon  Medical  School  (97201) 


abstracto 

Observacion  clinica  perspicaz  establecio  el 
diagnostico  correcto  de  un  problema  circulatorio 
de  20  ahos  de  duracion.  Pie-piano  ocasiond  cotn- 
presion  de  ramas  de  la  arteria  tibial  posterior  con 
efectos  apreciables  en  la  posicion  de  pie.  La  con- 
clusion clinica  se  corroboro  con  pletismografia. 
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JJ  ^ 

What  are  the  roots  of  a good  soup,  Doctor? 


You  see  five  of  the  roots  of  a 
good  soup  here:  carrots,  white 
potatoes,  sweet  potatoes,  turnips, 
and  onions.  The  roots  of  a really 
good  soup,  of  course,  go  much 
deeper.  They  include  knowledge  and  years  of  experience  in 
selecting  and  blending  the  fine  vegetables  and  tender  meat 
or  poultry  that  should  go  into  a good  soup.  They  also  include 
the  extra  care  in  processing  these  ingredients  to  preserve,  as 
much  as  possible,  natural  flavors  and  nutritive  values. 

That’s  how  all  Campbell’s  Soups  are  made.  As  a result, 
they  offer  your  patients  a wide  variety  of  foods  with  a wide 
variety  of  essential  nutrients. 

For  example,  our  Vegetable  Soup  with  its  15  different 
vegetables  is  ideal  to  recommend  to  the  mother  of  a child 
who  is  a finicky  eater.  The  child  delights  in  spooning  up  the 


‘alphabets”  . . . while  he  puts  away  about  2500  I.U.  of  Vita- 
min A in  an  average  7 oz.  serving. 

Or,  to  help  stimulate  the  appetite  of  your  elderly  patients, 
you  can  recommend  our  delicious  Cream  of  Potato  Soup.  It’s 
wholesome  and  satisfying,  yet  has  only  about  59  calories 
per  7 oz.  serving. 

You’ll  find  of  course,  that  there’s  a Campbell’s  Soup  suit- 
able for  almost  every  one  of  your  special-diet-patients  — high 
protein,  low  residue,  high  or  low  calorie.  To  help  you  in  plan- 
ning such  diets,  we  have  prepared  a series  of 
nutritive  analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  23,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and  enjoy  them  yourself.  There’s  a soup  SOUP 
for  almost  every  patient  and  diet,  for  every  meal. 


A completely  new  concept  in  nutrition 

(arnation . 

instant  breakfast 


...the  balanced  meal  prepared  at  home  with  fresh  whole  milk 


Mixes  instantly 
in  fresh  milk. 


Makes  a balanced, 
satisfying  meal  at 
breakfast,  lunch 
or  suppertime. 


A single  8-oz.  glassful, 
for  example,  supplies  as 
much  protein  as  two 
fresh  eggs,  as  much 
mineral  nourishment 
as  two  strips  of 
crisp  bacon. 


Provides  25%  or  more 
of  the  average 
recommended  daily 
allowance  of  protein* 
and  of  the  minimum 
requirements  of  calcium, 
phosphorus,  iron, 
vitamin  A,  thiamine, 
riboflavin,  niacin,  and 
vitamin  C. 


And  consider  the  benefits  for  your  patients  with  special  nutritional  needs 


The  geriatric  and  the 
sedentary  patient  with 
poor  appetite  will  find  this 
a simple  and  palatable 
way  to  supplement  the  diet 
with  essential  nutrients. 

• 

Patients  on  bland  diets, 
ulcer  diets,  dental  and 
post-tonsillectomy  patients 


and  others  who  have 
difficulty  eating  solid  foods. 

• 

The  convalescent, 

to  help  meet  additional 
nutritive  needs. 

• 

The  teen  ager,  to  help 
meet  increased  protein 
requirements. 


The  acne  patient,  when  a 
minimum  of  rich  foods  is 
indicated-for  a margin  of 
concentrated  nutrients 
without  added  fat.  There 
is  less  than  1%  fat  in 
the  packet  itself  (plain 
and  coffee  flavors),  and 
only  2.6%  in  the  packet 
of  Chocolate  flavor. 


The  rapidly-growing  child, 

who  requires  twice  the 
protein,  pound  for  pound, 
as  adults. 

The  underweight-for 

'nutrition  insurance”  at 
mealtime  and  as  a 
nourishing  fourth  meal  at 
bedtime  (mixed  in  hot  milk). 


A single  packet  more 
than  doubles  the  amount 
of  protein  of  milk  alone. 


Far  more  palatable  than 
canned  liquid  meals 
because  it  is  mixed 
with  fresh  milk. 


Delicious, 
consumer-tested 
flavors  for  refreshing 
variety. 


Economically  priced,  and 
readily  available  at 
grocery  stores,  6 packets 
to  the  box.  From 
a world  leader 
in  nutrition. ..Carnation, 


*The  average  Recommended  Adult  Daily  Dietary  Allowance  of  Protein  (70  grams)  as  established  by  the  National  Research  Council. 


Nutritional  Analysis  as  Shown  on  Consumer  Label  (Chocolate) 
(Values  given  in  MDR  percentages) 

One  glassful  (chocolate  flavor)  provides  at  least  the  follow- 
ing percentages  of  adult  minimum  daily  requirements 
The  Envelope  1 Envelope  in  8 oz. 

Alone  (1.25  oz.)  (1  cup)  whole  milk* 


% MDR 

% MDR 

Vitamin  A 

26% 

35% 

Niacin 

25% 

27% 

Vitamin  B, 

20% 

30% 

Vitamin  B2 

11% 

48% 

Vitamin  B6 

**(.267  mg.) 

Vitamin  Bi2 

**(.17  meg.) 

** 

Vitamin  C 

18% 

25% 

Vitamin  D 

0% 

25% 

Iron 

25% 

26% 

Copper 

**(.194  mg.) 

Calcium 

15% 

55% 

Phosphorus 

18% 

49% 

’Values  for  8 oz.  Milk  from  Bowes  & Church,  9th  Edition. 
**No  Minimum  Daily  Requirements  Established. 


Protein 

24% 

17.5  gm.t 

Carbohydrate 

6!  % 

34  gm. 

Fat 

2.6% 

9.4  gm. 

Calories 

128 

290 

t25%  of  the  Recommended  Daily  Adult  Dietary  Allowance  of  Pro- 
tein (70  gramsjas  established  by  the  National  Research  Council. 


NEW 

SANBORN 


500 

ViSO 


o ■ 


Now  you  can  run  cardiograms  in 
your  office  or  on  emergency  calls 
with  even  quicker  instrument 
set-up  and  patient  connection  — 
and  with  far  less  chance  of  any 
“noise”  or  artifacts  getting  into  the 
record.  The  completely  new  500 
VISO  helps  speed  patient  connec- 
tion and  prevent  errors  by  color- 
coded  cable  tips  and  a pictorial 
diagram  on  the  top  panel  ...  the 
“500”  uses  new  non-abrasive 
Redux®  Creme  that  requires  no 
rubbing  . . . the  “500”  input  cir- 
cuit greatly  reduces  the  possibility 
of  “AC”  and  other  electrical“noise” 
appearing  in  the  cardiogram,  and 
affords  added  patient  protection 
as  well. 


Two  speeds,  three  sensitivities,  50 
mm-wide  Sanborn  high-resolution 
inkless  charts,  operating  controls 
logically  grouped  by  frequency  of 
use  — these  are  a few  of  the  added 
operating  advantages  of  this  21- 
pound  compact  ECG.  And  for  a 
fully  mobile  cardiograph,  roll  the 
500  VISO  on  its  optional  match- 
ing cart  wherever  it’s  needed. 

Model  500  Viso-Cardiette,  $695 
complete  (delivered,  continental 
U.S.);  with  optional  Model  500- 
1100  Cart,  $820.  Call  your  local 
Sanborn  Branch  Office  now.  San- 
born Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a Divi- 
sion of  Hewlett-Packard. 


Superior  trace  definition  with  new  operating  ease 


Seattle  Branch  Office  1 1 1 Second  Ave.  North,  Mutual  2-1  144 
Portland  Sales  is  Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  W.  16th  Ave.,  Capitol  7-7559 
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GOING 


COMING 


West  Coast  Airlines  '64  Style 
offers  you  the  best  schedules  ever. 


Thanks  to  our  new  expanded  fleet  of  F-27  prop-jets  the  new  West 
Coast  Airlines  now  serves  the  Northern  West  with  more  flights,  with 
more  convenient  schedules.  West  Coast  Airlines,  '64  style.  New  from 

the  ground  up,  way  up.  west  Coast  Airlines 


OREGON 


Oregon  Medical  Association— 2164  s.  w.  park  place,  Portland  s,  Oregon 

president  Daniel  K.  Billmeyer,  M.D.,  Oregon  City 
secy.-treas.  Ernest  T.  Livingstone,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  October  13-17,  1964,  Eugene 


State's  Medical  Care  Proposal 


The  medical  care  proposal  of  Governor  Hatfield’s 
Advisory  Committee  on  Public  Welfare  Medical 
Costs  is  to  be  commended,  Daniel  K.  Billmeyer, 
Oregon  City,  President  of  the  Oregon  Medical  As- 
sociation, declared  after  studying  the  Committee’s 
final  report. 

All  taxpayers  should  recognize  the  fiscal  sound- 
ness of  this  approach,  he  added.  Even  though  the 
State  Public  Welfare  Commission  would  limit  the 
health  care  services  under  this  plan,  the  Public 
Assistance  recipients  will  continue  to  receive  all 
necessary  medical  care  from  the  State’s  medical 
profession.  Dr.  Billmeyer  stated. 

The  Advisory  group,  chaired  by  Freeman  Holmer, 
Director  of  the  State’s  Finance  and  Administration 
Department  recommended  that: 

“The  State  Public  Welfare  Commission  should 
discontinue  the  policy  of  trying  to  provide 
comprehensive  medical  care  to  Welfare  recipi- 
ents, and  should  define  its  responsibility  on  a 
limited  basis  consonant  with  the  funds  available 
to  the  program.” 

The  Oregon  Medical  Association,  Dr.  Billmeyer 
said,  agrees  with  the  Advisory  Committee  that  the 
State  Public  Welfare  Commission  should  limit  the 
amount  of  health  services  it  offers  to  what  can  be 
provided  under  the  funds  made  available.  Such  a 
policy  is  in  contrast  to  current  practice  of  prorating 
payments  to  providers  of  services  when  there  is 
insufficent  money  to  meet  the  full  cost  of  the 
services  required  or  demanded  by  recipients. 

The  Association  repeatedly  has  committed  its 
members  to  provide  all  necessary  medical  care  to 
public  assistance  recipients  when  the  Public  Welfare 
Commission’s  funds  and  services  have  been  exhaust- 
ed, Dr.  Billmeyer  emphasized.  This  policy  has  been 


in  effect  under  the  present  “proration”  system  and 
will  continue  if  the  recommendations  of  the  Gov- 
ernor’s Advisory  Committee  are  put  into  operation. 

Dr.  Billmeyer  pointed  out  that  the  physicians  of 
Oregon  since  1936  have  been  providing  their  serv- 
ices to  welfare  recipients  at  reimbursements  which 
represented  only  or  little  more  than  their  “out-of- 
-po’cket”  costs.  Sometimes,  under  the  proration 
system,  it  has  been  less.  Moreover,  a substantial 
number  of  physicians  prefer  not  to  make  a charge 
for  services  in  welfare  cases. 

Under  these  conditions,  the  Association’s  presi- 
dent declared,  Oregon  physicians  have  saved  the 
State’s  taxpayers  millions  of  dollars  during  the  past 
three  decades.  Dr.  Billmeyer  anticipates  that  this 
contribution  will  still  continue  even  if  the  proposals 
of  the  Governor’s  Advisory  Committee  are  imple- 
mented. He  based  this  upon  the  fact  that  many 
welfare  recipients  may  require  care  after  the  services 
to  be  provided  by  the  Welfare  Commission  have 
been  exhausted  and  that  the  rate  of  reimbursing 
physicians  will  still  be  generally  lower  than  usual 
charges. 

It  is  appropriate,  Dr.  Billmeyer  said,  that  the 
Advisory  Committee  should  suggest  to  the  Public 
Welfare  Commission  some  criteria  for  determining 
the  manner  in  which  its  health  services  should 
be  limited.  The  Committee’s  report  recommends 
they  be  confined  to  those  which  save  life;  reduce 
significant  pain;  prevent  serious  deterioration  of 
physical  condition;  and  provide  rehabilitative  care 
when  other  resources  are  not  available  and  when 
such  care  would  return  the  recipient  to  employable 
status  or  a condition  requiring  less  costly  care.  Such 
a program,  he  concluded,  would  still  be  reasonably 
comprehensive. 
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staff  addition 

Mr.  William  R.  Stewart  joined  the  staff  of  the 
Multnomah  County  Medical  Society  on  September 
1 as  assistant  executive  secretary. 

Stewart’s  duties  in  the  newly-created  position 
will  be  to  edit  and  handle  advertising  in  the  monthly 
magazine,  The  Bulletin.  He  also  will  work  with 
Medical  Society  commissions  and  committees,  and 
with  Robert  Eisner,  executive  secretary,  in  various 
projects  and  activities. 

A June  graduate  of  Portland  State  College, 
Stewart  formerly  worked  for  the  Milwaukie  Review. 
He  is  25,  married  and  has  two  children. 

Morningside  Hospital 

Two  additions  to  the  psychiatric  staff  at  Morning- 
side  Hospital,  Portland,  have  been  announced  by 
Henry  W.  Coe,  administrator  of  the  300  bed  private 
psychiatric  hospital. 

They  are  Lida  C.  Rrown,  first  full-time  woman 
psychiatrist  at  Morningside,  and  Willard  C.  Roley, 
formerly  a resident  psychiatrist  at  the  Oregon  State 
Hospital  at  Salem.  Their  duties  at  Morningside 
include  clinical  work  and  teaching. 

Before  joining  Morningside’s  staff,  Dr.  Brown 
was  for  eight  years  on  the  faculty  of  the  University 
of  Washington  Medical  School,  where  she  was 
assistant  professor  of  psychiatry.  She  also  served  as  a 
consultant  to  the  King  County  Hospital,  Veterans 
Administration  and  University  Hospital,  Seattle. 
She  received  her  medical  degree  from  Woman’s 
Medical  College  of  Pennsylvania,  and  later  was  a 
psychiatric  instructor  at  Johns  Hopkins  and  the 
University  of  Maryland  medical  schools. 

Dr.  Roley,  previous  to  his  residency  at  the  Ore- 
gon State  Hospital,  was  a general  practitioner  in 
Albany,  Oregon.  During  World  War  II  he  served 
as  a Medical  Corps  captain  assigned  to  the  Army 
Air  Force  as  neuro-psychiatrist. 

Previous  to  that,  and  after  the  war  he  held  a 
psychiatric  residency  at  Hastings  State  Hospital, 
Ingleside,  Nebraska. 

He  is  a graduate  of  the  University  of  Oregon 
Medical  School  and  a member  of  the  Psychiatric 
Association  and  the  Oregon  Neuropsychiatric  So- 
ciety. 

OBITUARIES 

dr.  thedore  m.  lundy,  internist  who  had  practiced 
in  Eugene  for  25  years,  died  August  10  at  the  age 
of  58.  He  was  granted  his  degree  by  University  of 
Oregon  Medical  School  in  1939.  Dr.  Lundy  was  a 
member  of  American  Academy  of  Internal  Medicine. 


dr.  a.  g.  bettman,  treasurer  of  Portland  Academy 
of  Medicine  for  39  years,  died  August  17.  He  was 
81.  He  helped  to  organize  the  library  at  the  medical 
school  from  which  he  was  graduated,  in  1907,  at 
the  University  of  Oregon.  Dr.  Bettman  was  plastic 
surgeon  for  Shriner s Hospital  for  Crippled  Children, 
president  of  staff  at  Good  Samaritan  Hospital  and 
on  staffs  of  St.  Vincent,  Physicians  and  Surgeons, 
and  Multnomah  Hospitals.  He  was  a diplomate  of 
American  Board  of  Plastic  and  Reconstructive  Surg- 
ery (Founders  Group),  member  of  American  Col- 
lege of  Surgeons,  and  Clinical  Associate  in  Surgery 
at  University  of  Oregon  Medical  School.  He  served 
on  the  Editorial  Board  for  Northwest  Medical  Pub- 
lishing Association  in  1909,  and  from  1928-1937. 

dr.  robert  lee  Strickland,  who  had  practiced  in 
Oregon  City  for  29  years,  died  July  28.  He  was 
62.  Dr.  Strickland  was  graduated  from  the  University 
of  Oregon  Medical  School  in  1928.  He  served  as 
chief  of  staff  at  Willamette  Falls  Community  Hos- 
pital for  several  years. 

dr.  eberle  r.  seely,  92,  died  August  7.  A graduate 
of  Willamette  University,  Medical  Department,  in 
1901,  he  had  served  in  Oregon  for  60  years.  He 
resided  in  Portland. 

dr.  r.  r.  Hamilton  of  Klamath  Falls  died  July  4. 
He  was  84.  His  degree  was  granted  by  Willamette 
University,  Medical  Department,  in  1907.  He  was 
licensed  the  same  year.  Death  was  due  to  acute 
bronchopneumonia. 

dr.  Charles  abram  groomes,  76,  died  on  May  11, 
in  Medford.  His  degree  was  granted  by  University 
of  Michigan  Medical  School  in  1913.  Death  was  due 
to  acute  myocardial  congestive  failure,  chronic  pyelo- 
nephritis and  cerebral  thrombosis.  He  had  retired 
from  active  practice. 

dr.  frank  dierickx,  46,  died  August  26.  He  resided 
and  practiced  in  Oregon  City  and  had  served  as 
president  of  Clackamas  County  Medical  Society.  He 
was  awarded  his  degree  from  Creighton  University 
School  of  Medicine  in  1944,  and  was  licensed  in 
1948.  Death  was  due  to  self-inflicted  gunshot 
wound. 

DR.  GERALD  G.  VAN  DER  VLUGT  of  John  DaXJ,  died 

May  18  of  atrial  fibrillation,  myocardial  ischemia 
and  coronary  atherosclerosis.  He  was  57.  Dr.  van 
der  Vlugt  was  a 1936  graduate  of  University  of 
Oregon  Medical  School,  and  he  had  specialized 
in  general  surgery. 
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TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 


TAKE5 

...and  find 
thataTB 
screening  test 
hasnever 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 
They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  N Y. 

7899-4 
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Special  cough  formula  for  children 


Pediacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 

6 


bright  red, 
pleasant-tastlng, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
!4  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  16  fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 


W/nfhrop 
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/fam.  /o 


# * * 


Indications:  Anxiety  and  tension  states.  Also  as  adjunctive  therapy  when  anxiety  may  be  a causative  or 
disturbing  factor. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate. 

Important  precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the 
dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  mepro- 
bamate. Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal 
reactions  including,  rarely,  epileptiform  seizures. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia,  or  allergic  or  idiosyncratic  reactions,  generally 
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The  One  Tranquilizer  that 
Belongs  in  Every  Practice 

Miltown* 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range  — may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Wallace  Labor ATORIES/Cranbury,  N.  J. 


developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythem- 
atous, maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral  edema  and  fever,  transient 
leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone 
have  been  reported.  More  severe,  and  very  rare,  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive  crises  (1  fatal  case),  anuria,  stomatitis,  proctitis, 
and  anaphylaxis.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and  a single  fatal  instance 
of  aplastic  anemia,  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given 
concomitantly.  Fast  EEG  activity  has  been  reported,  usually  after  excessive  meprobamate  dosage.  Massive 
overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  t.i.d.  Doses  should  not  exceed  2400  mg.  daily. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

Consult  package  circular  before  prescribing.  cm. 3527 
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REPLACING  HYDROCORTISONE  IN  CONTACT  DERMATITIS 
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[0.025%  # ^FLUOCINOLONE  ACETONIDE,  0.5%  NEOMYCIN  SULFATE] 


Samitz,  M.  H. : Clinical  evaluation  of  topi- 
cal fluodnolone  acetonide  cream,  Curr  Tha 
Res  4:589  (Dec)  1962. 

Bjomberg,  A.,  and  HeBgren,  L : Topical 
treatment  with  fiuocinoione  acetonide,  Acta 
Damatovena  42 :426  1962. 
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Freedman.  R.;  Hirsch.  P.:  and  Becker,  S-. 
W. : Treatment  of  two  cases  of  itching 
purpura,  Arch  Derm  87:740  (June)  1963. 
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Occupational  dermatitis  is  a major  economic,  as  well  as  medical,  problem.  It  has  been 
estimated  that  affections  of  the  skin  constitute  about  60%  of  all  medical  diseases  ivhich  a 
reported  to  compensation  boards  in  this  country,  and  that  10%  of  all  dermatoses  in  the 
general  population  are  of  industrial  origin -1  The  monetary  loss  resulting  from  occupation 
dermatoses  is  reported  to  amount  to  approximately  100  million  dollars  a year.1 

Every  contactant  in  a patient’s  environment  must  be  considered  a possible  irritant  or 
sensitizer;  however,  regardless  of  the  etiology  of  this  disease  category,  the  need  for 
immediate  symptomatic  relief  is  essential.  Synalar  ( fluocinolone  acetonide ) has  been 
documented  as  97%)  effective  in  the  management  and  control  of  contact  dermatitis. 

1.  Pillsbury,  D.  M.,  et  al,  in  collaboration  with  Samitz,  M.  H.,  Dermatology,  W.  B.  Saunders  Company,  Philadelphia,  1960,  p.  126 
2.  Kanof,  N.  B.:  Permanent  Disability  from  Industrial  Dermatitis,  Arch  Environ  Health  4:622,  1962. 


Synalar  (fluocinolone  acetonide)  97%  Effective  in  Contact  Dermatitii 
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Robinson,  H.  M.,  Jr.:  Arch  Derm  83:149  (Jan)  1961 

39 

39 

Scholtz,  J.  R.:  Calif  Med  95: 224  (Oct)  1961 

5 

4 

1 

Scher,  R.  K.:  Curr  Ther  Res  3: 461  (Nov)  1961 

3 

3 

Cahn,  M.  M.  and  Levy,  E.  J.:  J New  Drugs  1: 262  (Nov-Dec)  1961 

34 

30 

4 

Bruner,  H.  L.:  JAmer  Osteopath  Assn  61: 527  (Mar)  1962 

7 

7 

Robinson,  H.  M.,  Jr.,et  at:  Bull  Sch  Med  Univ  Maryland 47:21  (Apr)  1962 

19 

19 

Samitz,  M.  H.:  Curr  Ther  Res  4: 589  (Dec)  1962 

88 

87 

1 

Feldman,  I.:  J Amer  Osteopath  Assn  63: 257  (Nov)  1963 

22 

22 

Dick,  L.  A.:  Skin  11: 371  (Dec)  1963 

31 

31 

Seigerman,  H.:  Clin  Med  71: 1042  (June)  1964. 

61 

57 

4 

Total 

309 

299 
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provide  your  patients 
with  comfort  after  contact 

For  rapid  and  reliable  reversal  of  the  pruritus 
and  inflammation  of  contact  dermatitis,  pre- 
scribe Synalar  (fluocinolone  acetonide),  the 
topical  corticosteroid  that  is  replacing  hydro- 
cortisone in  the  management  of  inflammatory 
dermatoses. 

Documented  results  show  that  this  unique 
agent  is  highly  effective  in  treating  contact 
dermatitis,  rapidly  relieves  pruritus  and  in- 
flammation, is  nonsensitizing,  and  is  econom- 
ical because  less  medication  is  required  to 
rapidly  achieve  optimum  results. 


AVAILABLE:  For  initiation  of  therapy — Cream  0.025%,  5 a 
15  gm.  tubes.  For  maintenance  therapy — Cream  0.01%,  45  £ 
tubes.  For  emollient  effect  — Ointment  0.025%,  15  gm.  tub 
For  infected  dermatoses — Neo- Synalar®  (0.025%  fluocinolc 
acetonide,  0.5%  neomycin  sulfate)  Cream,  5 and  15  gm.  tub 
PRECAUTIONS:  Synalar  (fluocinolone  acetonide)  preparatit 
are  virtually  nonsensitizing  and  nonirritating.  Neomycin  rar 
produces  allergic  reactions.  As  with  all  antibiotics,  prolonj 
use  may  result  in  overgrowth  of  nonsusceptible  organisms 
this  occurs,  appropriate  therapy  should  be  instituted.  Althot 
side  effects  are  not  ordinarily  encountered  with  topically  appl 
corticosteroids,  as  with  all  drugs,  a few  patients  may  react  i 
favorably.  Where  there  is  systemic  infection  or  severe  lo 
infection,  systemic  antibiotics  should  be  considered,  based 
susceptibility  testing.  CONTRAINDICATIONS:  Tuberculo 
fungal,  and  most  viral  s„r0,d  hom 

lesions  of  the  skin  (in- 
cluding herpes  simplex, 
vaccinia,  and  varicella). 


SYNTEX 


Not  for  ophthalmic  use.  laboratories  inc  . palo  alto,  ca 


Once  you  have  used  HEMA-COMBISTIX,Mdip  -and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  £8764  AMES 
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Dietary  Violations  are 
Diminished  Profoundly  with ... 


tSTEDYTABS  Delfeta-sed* 

‘SEDAFAX  (brand  of  special  micromzed 
grade  of  AMOBARBITAl  - Warning 
may  be  habit  forming  ) 120  mg. 

DELFET AMINE  (brand  of  dl-N-METHVL- 
AMPHET AMlNE  HCI ) 30  mg. 

Usual  Adult  Dosage:  One  tablet  daily. 

To  be  taken  in  the  morning. 


Tablets  Delfeta-sed* 

‘SEDAFAX  (brand  of  special  micronized 
grade  of  AMOBARBITAL  - Warning 
may  be  habit  forming  ) 40  mg. 

DELFET AMINE  (brand  of  dl-N-METHYL- 
AMPHETAMINE  HCI  ) 10  mg. 

Usual  Adult  Dosage:  I"  obenty,  t tablet 
t.  i.  d.  30*60  minutes  before  meals.  In  all  other 
conditions,  take  1 tablet  I.  i.  d immediately  after 
meals. 


tSTEDYTABS  DELFETA-SED  are  so  prepared  that 
the  active  ingredients  are  released  continuously  to 
provide  for  prolonged  therapeutic  effects  for  a 
period  of  up  to  8 to  10  hours. 


The  dieting  obese  sometime  experience  emo- 
tional problems  as  secondary  symptoms  resulting  from 
restricted  food  intake:  anxiety,  depression,  irritability 
and  tension.  Subjective  relief  is  accomplished  with 
Delfeta-sed  (Delfetamine,  dl-N-Methylamphetamine 
HCI)  balanced  with  the  mild  euphoric  sedative  action 
of  Sedafax,  brand  of  Amobarbital- Warning:  may  be 
habit  forming).  The  mood  is  altered  to  promote 
optimism  and  impart  a cheerful  sense  of  energy 
and  well-being. 

IN  DEPRESSION:  A completely  logical  syner- 
gistic combination  of  wide  application  as  a mood 
normalizer  for  the  common  depressed  states  en- 
countered in  everyday  practice.  Induces  a serene 
outlook  without  excessive  tranquillity.  The 
patient  is  alert  but  composed,  free  from  emotional 
peaks  and  troughs.  Relieves  anxiety  which  is  a part  of 
every  illness. 

CAUTION: 

Contraindicated  in  the  presence  of  marked  hypertension 
and  in  cases  of  coronary  or  cardiovascular  disease;  also,  in  patients 
hypersensitive  to  barbiturates  or  ephedrine  - like  drugs. 


PIONEERS 

IN 


obesity 


EASTERN  RESEARCH  LABORATORIES,  Inc. 

302  S CENTRAL  AVENUE  BALTIMORE  2,  MD. 


Punted  .n  U S A 7-63 
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S'ti  , 


provides  timed-release  anorectic, 
calorigenic  and  mood  elevating  medication 
for  all  day  appetite  control. 

OBESTAT  Ty-Med* 

Each  green  and  white  tablet  or  capsule  contains:  I 
Methamphetamine  Hydrochloride  10  mg. 
Amobarbital  (Warning,  may  be  habit  forming)  60  I 
Thyroid  150  mg. 

'Lemmon  brand  of  timed-release  medication. 
Nervousness,  excitability  or  insomnia 
are  mild  and  infrequent. 

Any  increase  in  blood  pressure  or  BMR 
should  be  observed  carefully. 

Contraindicated  in  myocardial  and  coronary  disea 
diabetes,  marked  hypertension,  hyperthyroidism 
or  idiosyncrasy  to  the  ingredients. 

Available  in  bottles  of 

30,  100  and  1000  tablets  or  capsules. 

Caution:  Federal  Law  prohibits 
dispensing  without  prescription. 

Haack  Laboratories,  Inc. 

Division  of  Lemmon  Pharmacal  Company 
Portland,  Oregon  97208 


Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


wa/ma) 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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test 

yourself 


How  much  does  the  average  American 
spend  each  year  on  these? 


Score  yourself  100%  if  you  checked  the  bottom  per  week  per  person  for  drugs  that  helped  them 
figure  in  each  column.  Yes,  the  U.S.  Department  of  stay  well,  get  well,  or  possibly  helped  save  their 
Commerce  reports  that  1962  per  capita  expendi-  lives.  Can  you  think  of  a bigger  bargain? 
ture  was  $42  for  tobacco,  $57  for  alcohol,  only  Your  patients  might  like  to  take  this  test,  too.  May 
$13  for  prescription  drugs.  That's  about  25  cents  we  send  you  25  copies  for  your  waiting  room? 

Pharmaceutical  Manufacturers  Association  — 1411  K Street,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 


THORAZINE* 


„w.,CHLORPROMAZINE 


1954-1964 


one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 


by  Conditioned  Reflex 
and  Adjuvant  Methods 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 


Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


MEDICAL  STAFF 
John  R.  Montague,  M.D. 

Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D., 

Consulting  Psychiatrist 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Corwin  E.  Groom,  Pocatello 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-26,  1965,  Sun  Valley 


Bureau  Meeting 

The  annual  stockholders  meeting  of  South  Idaho 
Medical  Service  Bureau,  Inc.,  was  held  on  June  19 
in  the  Opera  House  at  Sun  Valley.  New  officers  are: 
President,  Lloyd  S.  Call,  Pocatello;  Vice-President, 
Russell  Tigert,  Jr.,  Soda  Springs;  Secretary-Treasurer, 
William  D.  Forney,  Boise,  (re-elected). 

Newly  elected  members  of  the  Board  of  Directors 
include:  P.  Blair  Ellsworth,  Idaho  Falls,  replacing 
Fred  E.  Wallber;  Ralph  G.  Goates,  Blackfoot,  to 
the  unexpired  term  of  Corwin  E.  Groom,  Pocatello, 
who  by  his  position  as  President  of  the  Idaho  State 
Medical  Association,  is  an  automatic  member  of  the 
Board;  and  Maurice  E.  Scheel  of  Wendell,  replacing 
Dean  H.  Mahoney  of  Burley. 

Holdover  members  of  the  Board  of  Directors  of 
the  Bureau  include:  Joseph  M.  Thomas,  Boise,  Re- 
tiring President;  Kenneth  E.  Droulard,  Nampa;  F. 
Wayne  Schow,  Twin  Falls;  O.  D.  Hoffman,  Rex- 


burg;  A.  Curtis  Jones,  Boise,  Secretary-Treasurer 
of  the  Idaho  State  Medical  Association;  and  Quen- 
tin W.  Mack,  Boise,  Chairman  of  the  Fee  Schedule 
Committee  of  the  state  association. 

Mr.  Leonard  O.  Thompson,  Boise,  is  Executive 
Director  of  the  physician  sponsored  South  Idaho 
Bureau.  *- 

OBITUARIES 

dr.  Oliver  m.  mackey,  who  had  practiced  in  Lewis- 
ton since  1948,  died  July  26.  He  was  43.  He  was 
graduated  from  Washington  University  School  of 
Medicine  in  1945  and  was  licensed  the  following 
year. 

dr.  ethel  page  westwood  of  Sandpoint  died  August 
2.  Her  degree  was  granted  by  Northwestern  Uni- 
versity Woman’s  Medical  School  in  1899.  Retired 
from  her  EENT  practice  since  1946,  she  was  89. 
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PROFESSIONAL  classified 


Practice  Opportunities 

PRACTICE  UNDERWRITING  PLAN 

Unusual  opportunity  for  physician  desiring  to  estab- 
lish practice  in  Portland  metropolitan  area.  Client 
will  construct  clinic  for  lease  with  option  to  pur- 
chase, defer  1st  year  rental,  underwrite  equipment 
and  furnishings,  make  $5,000  operating  capital  loan 
without  interest  to  assist  physician  in  establishing 
practice.  Hal  S.  Whiteside  Associates,  233  S.W. 
Front  Ave.,  Portland,  Oregon,  97204,  phone  code 
503,  227-2772. 

PRACTICE  OPPORTUNITY-SEATTLE 

Physician  to  take  over  well-established  practice 
limited  to  diagnosis,  industrial  work  and  major  sur- 
gery. Located  in  downtown  area.  Write  Box  39-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

INTERNIST  WANTED  CENTRAL  WASH. 

To  join  a well  established  seven  doctor  group. 
Excellent  clinic  and  hospital  facilities.  Good  salary 
with  partnership  after  two  years.  Write  Box  4-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

LOCUM  TENENS  WANTED 

For  diversified  general  practice  in  Southern  Oregon. 
One  capable  of  assuming  responsibility  and  handling 
a practice  involving  a 20  bed  private  hospital. 
Locum  tenens  for  6 months,  at  the  end  of  which 
time  if  everything  satisfactory  an  opportunity  to 
become  associated  will  be  considered.  Salary  $1,500 
(if  single,  also  room  and  board).  Must  be  temper- 
ate. R.  E.  Williams,  M.D.,  P.O.  Box  629,  Myrtle 
Creek,  Oregon,  phone  863-3111. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

LOCUM  TENENS  WANTED 

Terms  to  be  arranged.  Write  E.  F.  Leibold,  M.D., 
Box  368,  Forks,  Wash. 


GENERAL  PRACTITIONER-WANTED 

Two-man  partnership  needs  associate  for  very  busy 
office.  Excellent  opportunity  for  one  with  residency 
in  surgery.  Greater  Seattle  area  with  choice  of  hos- 
pital facilities.  Write  Box  41-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

PHYSICIAN  II 

Opening  at  Washington  State  Penitentiary  in  Walla 
Walla.  Well  equipped  85  bed  hospital.  $12,768- 
$15,240.  Valid  license  plus  four  years’  experience. 
Forty-hour  week,  Civil  Service,  paid  vacations  and 
sick  leave,  social  security  and  state  retirement.  Leon- 
ard Nord,  Personnel  Officer,  Department  of  Institu- 
tions, Olympia,  Wash. 

GENERAL  PRACTICE-COUPEVILLE,  WHIDBEY  IS. 

Complete  Medical  Clinic  (1900  sq.  ft.)  with  3 exam 
rms,  large  office,  400  sq.  ft.  waiting  rm,  business 
office  and  machines,  lab,  injection  and  physical  R 
rm,  x-ray  and  surgery  section  and  central  supply  rm. 
Parking  for  10  cars.  All  equipment,  supplies,  drugs, 
and  patient  records  included.  Present  MD  leaving 
to  do  research.  Population  750,  with  2,000  in  sur- 
rounding area.  Only  MD  for  10  mi.  north  to  20  mi. 
south.  Town  has  had  MD  for  20  years  and  needs 
one  immediately.  Excellent  recreation.  Contact  Mr. 
Ted  Christensen,  pharmacist,  (206)  OR  8-4010, 
Coupeville,  Wash. 

EENT  MAN  FOR  CLINIC  OPENING 

Congenial  group  in  rapidly  growing  desert  resort 
city.  Ideal  climate  near  Los  Angeles.  Many  winter 
residents  and  visitors  from  northwest  in  area.  Long 
established  practice.  New  building.  Liberal  post- 
graduate and  summer  vacation  time.  Working  time 
and  financial  arrangement  open  to  discussion.  Write 
Box  3-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

PRACTICE  AVAILABLE— PORTLAND 

Well  established  internist  soon  leaving  for  special 
interest.  Unique  residential  location  near  city  center, 
which  in  itself  insures  adequate  patient  flow.  Space 
and  work  for  two  or  possibly  three  men.  Equip- 
ment and  personnel  included.  Write  Box  5-B,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash.,  or 
phone  (503)  227-5311. 
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PALM  SPRINGS,  CALIFORNIA 

Appointment  open  for  ophthalmologist  who  includes 
eye  surgery.  Also  opening  for  EENT  specialist 
and  gastroenterologist  same  area.  Write  for  registra- 
tion forms.  Continental  Pacific  Coast  Medical  Bureau, 
Agency,  430  N.  Camden  Drive,  Beverly  Hills, 
California  90210. 


Locations  Desired 

PEDIATRICIAN  DESIRES  ASSOCIATION 

Board  eligible,  with  special  interest  and  training  in 
allergy  and  psychology.  Prefer  association  with  in- 
dividual or  group  in  Western  Washington  or  Oregon. 
Available  July,  1965.  Lowell  M.  Weise,  Major, 
MC,  377-A  Stone  Court,  Fort  Riley,  Kansas  66442. 


Office  Space 

NEW  MEDICAL  OFFICE  SPACE 

Available  in  Kenmore  (825  sq.  ft.).  Call  Seattle, 
LA  4-1867. 

FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Physician  suite  of  800  sq.  ft.  Adequate  facilities  and 
plumbing.  If  desired  will  remodel  to  needs.  Ample 
parking.  Rent  to  be  negotiated.  Contact  Wm.  Tara- 
day,  D.D.S.,  EA  5-4343. 

MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 

SPACE  AVAILABLE— EDMONDS,  WASH. 

Attractive  new  Medical-Central  Building  near  Stev- 
ens Hospital.  Reasonable  rent.  PR  8-4333  or  PR 
8-2205. 

MEDICAL  OFFICE  FIRST  HILL-SEATTLE 

For  rent  a fully-equipped  office  with  an  adjoining 
examining  room  available.  This  includes  a recep- 
tionist-typist and  a convenient  near-by  parking  area 
for  patients.  Call  EA  2-5966. 

SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT 

In  building  with  2 dentists,  near  Northgate.  Reason- 
able rent.  Call  EM  3-0363,  Seattle. 


MEDICAL  OFFICE  BETWEEN  BURIEN  & RENTON 

Medical  suite  to  be  constructed.  Excellent  location 
for  general  practitioner  or  pediatrician  in  rapidly 
growing  area  near  3 hospitals.  Reasonable  rent.  Call 
Seattle,  CH  4-0408  for  further  information. 


NEW  MEDICAL-DENTAL  CLINIC  SOUTH  EVERETT 

Suites  available  in  professional  building,  one  block 
from  new  elementary  school.  Interior  finished  as 
desired.  Phone  Martin  Selig,  MA  2-6816  or  write 
2609  - 1st  Ave.,  Seattle,  Wash. 


GENERAL  PRACTITIONER  WANTED-LACEY,  WASH. 

Space  available  and  ready  for  occupancy  in  new  air- 
conditioned  building.  Private  reception  room,  3 
exam,  rooms,  lab,  and  private  lavatory,  office  and 
business  office.  Ample  parking.  Two  dentists  occupy 
rest  of  building.  Area  one  of  the  fastest  growing  in 
Northwest.  Write  T.  R.  Sauls,  D.D.S.,  4445  Lacey 
Blvd.,  Olympia,  Wash. 


Equipment 

USED  MEDICAL  EQUIPMENT  AND  FURNITURE 

Diathermy,  Ultrasonic,  portable  hyfecator,  combina- 
tion sun  and  ultra  violet  lamp.  Examining  room  fur- 
niture and  pediatric  exam  table.  Accept  reasonable 
offer.  Write  1330  No.  Ford,  McMinnville,  Oregon, 
phone  472-2737. 


FISCHER  60  MA  X-RAY 

A mobile  unit  and  a table  with  Bucky.  Write  Box 
40-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 


MEDICAL  FURNITURE  FOR  SALE 

Complete  GP,  internist  or  surgeon  equipment,  in- 
cluding waiting,  office  and  examining  room  furni- 
ture at  60%  of  original  cost.  Call  RO  2-3730,  Seattle. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring 
St.,  Seattle,  Wash.  Call  MA  3-2971. 
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PERCODAN 


in  moderate  to 
moderately  severe  pain.. . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  ]_ 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628,185  and  2,907,768 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  NewYork 
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NOW... NO  DELAY 
IN  PROTECTION 
AGAINST  TETANUS 


IV  South  22nd  Stres- 
Philadelphia  3,P? 


Unlike  tetanus  antitoxin  of  equine  origin, 
Hyper-Tet  can  be  injected  immediately.  No 
skin  or  conjunctival  sensitivity  tests  are  need- 
ed prior  to  administration.  That’s  because 
Hyper-Tet  is  a gamma  globulin  fraction  of 
human  hyperirnmunized  venous  blood  and 
contains  no  foreign  protein.  Thus,  allergic 
reactions  are  an  extremely  remote  possibility. 

In  addition,  Hyper-Tet  can  usually  protect 
the  patient  at  approximately  1/3  the  dose  of 
equine  tetanus  antitoxin.  Recent  studies1'3 
show  that  a lower  dosage  of  tetanus  immune 


globulin  (human)  not  only  produced  protec- 
tive levels  six  to  seven  times  the  generally- 
accepted  immunity  level,4  but  remained  above 
or  within  that  level  up  to  50  days. 

Hyper-Tet  is  available  in  250  and  500  unit 
vials.  The  250  unit  dose  can  be  used  in  rou- 
tine prophylactic  cases.  In  cases  where  the 
injury  is  severe  and  where  the  risk  of  potential 
tetanus  infection  is  higher,  a dose  in  excess  of 
250  units  may  be  indicated  and  antibiotic 
prophylaxis  may  also  be  advisable.5 


Hyper-Tet 

[TETANUS  IMMUNE  GLOBULIN-HUMAN] 


Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or  serum  reactions  due  to 
intramuscular  injection  of  gamma  globulin  is  remote.  Very  rare  serious  reactions  have  been 
reported,  however,  and  their  extreme  rarity  makes  it  impossible  to  predict  their  occurrence. 
Slight  soreness  at  and  over  the  injection  site  may  be  rioted.  Do  not  give  intravenously.  There 
are  no  known  contraindications. 


References:  1 . Rubbo,  S.  D.,  and  Suri,  J.  C.:  Brit.  M.J.  2:79  (July  14)  1963.  2.  Rubinstein,  H.  M.:  Am.  J.  Hyg.  76:276,  1962. 
3.  Stafford,  E.  S.;  Turner,  T.  B.,  and  Goldman,  L.:  Ann.  Surg.  140: 563,  1954.  4.  Effective  tetanus  protective  level  estab- 
lished by  Sir  David  Bruce.  5.  Editorial:  Tetanus  Immunization,  JAMA  767:883,  1956. 
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SYMPOSIUM  ON  RADIOISOTOPES: 

763  Visualization  of  Internal  Organs  by  Photoscanning 
WIL  B.  NELP,  M.D.,  Seattle,  Washington 

767  Splenic  Scanning 

HENRY  N.  WAGNER,  Jr.,  M.D.,  Baltimore,  Maryland 
771  Attempts  at  Visualization  of  the  Parathyroid  and 
Pancreas  by  Photoscanning 

WILLIAM  H.  BEIERWALTES,  M.D.,  Ann  Arbor,  Michigan 

777  Thyroid  Function  Tests 

J.  THOMAS  DOWLING,  M.D.,  Seattle,  Washington 
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787  Medical  and  Surgical  Applications  of  Liver  Scanning 
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792  Radioisotope  Tests  of  Calcium  Absorption 

CLAYTON  RICH,  M.D.,/ PETER  IVANOVICH,  M.D.,  Seattle,  Washington 

797  Thyroid  Uptake  Test 

S.  J.  KLEBANOFF,  M.D.,  Seattle,  Washington 
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805  Examiners  Board  licenses  21  doctors 

WASHINGTON  STATE  MEDICAL  ASSOCIATION: 

816  U of  W Faculty  Changes 

817  Dr.  Cleveland  elected 
817  Dr.  Sachs  inaugurated 
817  Dr.  Bonica  elected 
817  Senior  Nurse 
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IDAHO  STATE  MEDICAL  ASSOCIATION: 

821  new  officers  of  IAGP 
821  medical  school  report 
821  personals 

821  dependent’s  medical  care 

822  officers  and  councilors  meet 
822  new  members 
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ESKATROL 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSULE1 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 


relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 
Side  ejects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1 . Dorfman,  W.,  and  Johnson,  D. : Overweight  Is  Curable, New  York,  The  Macmillan  Company,  1948,  p.  16. 
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tS  f’4'  No  3 ',50, 
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Once  you  have  used  HEMA-COMBISTIXT,Mdip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX  \#amesi 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana,  ee,*. 
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The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  will  provide 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 


Unretouched  aerial  photo  of  the  new  Shadel  Hospital  showing  current 
building  progress.  The  hospital  designed  specifically  for  the  treatment 
of  alcoholism,  is  scheduled  for  completion  in  1964  at  12001  Ambaum 
Boulevard  S.W.,  Seattle.  Present  location  is  at  7106  35th  Avenue  S.W. 
WEst  2-7232. 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


QUINETHAZONE -TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  N.  Y. 


9370-4 


WwmREUEF^m& 

• : jV.-:  / • .. 

YOU  CAN  RELYON 
comes  m minutes . . 


PERCODAN 


in  moderate  to 
moderately  severe  pain ... 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  1 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  ‘U.  S.  Pats.  2.628.185  and  2.907.768 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York 


only 


Fred  Wise,  M.D.,  1881  • 1950  — Dr.  Fred  Wise  was  a great  teacher, 
an  outstanding  clinician,  a major  contributor  to  the  progress  of  the 
specialty  of  dermatology.  Among  Dr.  Wise’  outstanding  accomplish- 
ments are  included:  contribution  of  over  100  articles  to  dermatologic 
literature;  Presidency  of  the  American  Dermatologic  Association; 


Senior  Editorship  of  the  Year  Book  of  Dermatology  and  Syphilology; 
and  Clinical  Professorship  of  Dermatology  and  Syphilology  at  Colum- 
bia University.  During  his  career,  Dr.  Wise  amassed  a collection  of 
over  2,000  lantern  slides,  making  full  use  of  these  in  his  teaching  ac- 
tivities. The  slide  reproduced  on  this  page  is  from  the  Wise  Collection. 


. . . today 


when  the  misery  of 
inflammatory  dermatoses  brings 
the  patient  to  you  for  help 


sunalai : 

[FLUOCINOLONE  ACETONIDE] 


One  of  the  most  significant  developments  in  today’s  treat- 
ment of  inflammatory  dermatoses  is  the  synthesis  of  the 
unique  topical  corticosteroid,  fluocinolone  acetonide.  World- 
wide medical  literature  documents  the  superiority  of  this 
anti-inflammatory,  antipruritic  agent  above  all  other  topical 
corticosteroids.  It  acts  rapidly  and  consistently,  providing 
maximum  benefit  for  your  patient. 

results  in  inflammatory  dermatoses: 

Synalar  (fluocinolone  acetonide)  provides  rapid  anti-inflam- 
matory, antipruritic  effects1-5 ; highest  topical  activity1’6'7;  re- 
sults comparable  to  those  of  systemic  and  intralesional  corti- 
costeroids, with  fewer  hazards.2'3  8 

Available  in  selective  dosage  forms  and  concentrations 
adapted  to  individual  needs,  Synalar  (fluocinolone  acetonide) 
is  effective  in  a wide  range  of  inflammatory  dermatoses — 
severe  or  mild,  chronic  or  acute,  widespread  or  localized. 

Successfully  control  the  misery  of  inflammatory  dermatoses 
— support  your  therapeutic  regimen  with  Synalar  (fluocino- 
lone acetonide) . 

1.  Cahn,  M.  M.  and  Levy,  E.  J.:  J New  Drugs  1: 262  (Nov-Dec)  1961.  2.  Feld- 
man, I.:  J Amer  Osteopath  Assn  63:251  (Nov)  1963.  3.  Kanee.  B.:  Canad  Med 
Assn  J 88: 999  ( May  18 ) 1963.  4.  Meenan.  F.  O. : J Irish  Med  Assn  52:15  ( Mar ) 
1963.  5.  Samitz,  M.  H.:  Curr  Ther  Res  4:589  (Dec)  1962.  6.  McKenzie.  A.  W.: 
Arch  Derm  86:611  (Nov)  1962.  7.  Scholtz,  J R . el  al:  Scientific  Exhibit,  12th 
lnt'l  Congress  of  Derm  (Sept)  1962.  8.  Scholtz,  J.  R.:  Calif  Med  95:224  (Oct) 
1961. 


Available:  For  initiation  of  therapy — Cream  0.025%,  5 and  15  gm.  tubes.  For  main- 
tenance therapy — Cream  0.01%,  45  gm.  tubes.  For  emollient  effect  Ointment  0.025%. 
15  gm.  tubes.  For  infected  dermatoses — Neo-Synalar'  (0.025%  fluocinolone  acetonide. 
0.5%  neomycin  sulfate)  Cream.  5 and  15  gm.  tubes.  Also  available  in  new  Synalar 
(fluocinolone  acetonide i Solution — 0.01%,  20  cc.  and  60  cc.  controlled-drop  dispensers. 
Precautions:  Synalar  (fluocinolone  acetonide'  preparations  are  virtually  nonsensi- 
tizing and  nonirritating.  Neomycin  rarely  produces  allergic  reactions.  As  with  all  anti- 
biotics. prolonged  use  may  result  in  overgrowth,  of  nonsusceptible  organisms:  if  this 
occurs,  appropriate  therapy  should  be  instituted.  Although  side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids,  as  with  a drug,  a few  patients  may 
react  unfavorably  Where  there  is  systemic  infection  or  severe  local  infection,  systemic 
antibiotics  should  be  considered,  based  on  susceptibility  testing. 

Contraindications : Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin  (including 
herpes  simplex,  vaccinia,  and  varicella  ' Not  for  ophthalmic  use. 


when  complicated  by  infection 
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[0.025%  * - FLUOCINOLONE  ACETONIDE,  0.5%  NEOMYCIN  SULFATE] 
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Robinson,  II.  M.,  Jr.:  Fluocinolone  Acetonide,  Arch  Derm  < 
Scholtz.  J.  R. : A new  corticoid  for  topical  therapy,  Presented 
Session  of  Calif  Med  Assn  (Apr  30-May  3)  1961.  Scht 
corticoid  for  topical  therapy:  fluocinolone  acetonide,  Calif 
1961.  Scher.  R.  K.:  Treatment  of  refractory  dermatoses 
acetonide,  Curr  Ther  Res  5:461  (Nov)  1961.  Sternberg,  T 
E.  R.:  New  treatments  in  dermatology,  Presented  to  Asso 
Occidente,  Guadalajara,  Mexico  (Nov)  1961.  Cahn,  M.  M 
Fluocinolone  acetonide,  a new  topical  corticosteroid : clinical 
evaluation.  J New  Drugs  1: 262  (Nov-Dec)  1961.  Schol 
therapy  of  psoriasis  with  fluocinolone  acetonide,  Arch  De : 
1961.  Goldman,  L.,  et  al:  A round  table  discussion:  The  m; 
asis  and  current  concepts  regarding  occlusive  methods  of  tre 
m Mexico  City  at  the  invitation  of  Syntex  Laboratories, 
Scher,  R.  K.:  Successful  treatment  of  Leiner’s  disease  with 
nide  (Letter  to  the  Editor).  Arch  Derm  55:284  (Feb)  196 
Use  of  fluocinolone  acetonide  in  chronic  allergic  dermatoses: 

/ Amer  Osteopath  Assn  61 :527  (Mar)  1962.  Samman,  P.  D 
Fluocinolone  acetonide.  a new  steroid  preparation  for  topica 
74:96  (Mar)  1962.  Robinson,  H.  M.,  Jr.;  Raskin,  J.;  and  I 
Topical  therapy  with  fluocinolone  acetonide,  Bull  Sch  Med  l 
21  (Apr)  1962.  Scherr,  M. : Management  and  rehabilitatioi 
toses,  Presented  at  the  National  Med  Congress,  Mexico 
Grant  Peterkin,  G.  A.;  Morley,  W.  N.;  and  Chalmers,  D. : 
fluocinolone  acetonide  ointments  in  atopic  eczema,  Brit  XU 
19  ) 1962.  Sawyer,  W.  C. : Treatment  of  resistant  eczemato 
a new  compound,  fluocinolone  acetonide.  Ann.  Allerg  20: 330  ( 
M.  J.,  and  Schiff,  B.  L. : Treatment  of  psoriatic  lesions  with 
acetonide  and  moist  dressings,  J Invest  Derm  55:321  (June 
P.  D..  and  Beer,  W.  E. : The  treatment  of  psoriasis  with  flu 
(Letter  to  Editor)  Brit  J Derm  74:281  (July)  1962.  M 
Mitchell,  D.  M. : Fluocinolone  acetonide  in  the  treatment 
lupus  erythematosus,  Lancet  2: 359  (Aug  18)  1962.  Scholt 

L. ;  and  Robinson,  H.  M.,  Jr. : Recent  advances  in  corticostero 
two  year  study  of  1600  patients.  Scientific  exhibit  at  the  1 
gress  of  Dermatology,  Washington,  D.C.  (Sept)  1962.  Willi 
tive  treatment  for  knuckle  pads,  The  Schoch  Letter  (Oct)  19 
Progress  report  on  corticosteroid  topical  therapy  by  the  sur 
The  Schoch  Letter  (Nov)  1962.  Robinson,  H.  M. : Evalua 
inflammatory  and  antipruritic  agents,  The  Schoch  Letter  (D 

M.  H.:  Clinical  evaluation  of  topical  fluocinolone  acetonide 
Res  4:589  (Dec)  1962.  Bjornberg,  A.,  and  Hellgren,  L.: 
with  fluocinolone  acetonide,  Acta  Dermatovener  42: 426  1962 
Jr.;  Raskin,  J.:  and  Dunseath,  W.  J.  R. : Surface  depot  sten 
tific  Exhibit,  57th  Congress  Southern  Med  Association,  19 
11.,  and  Bierman,  S.  M. : Newer  treatment  for  psoriasis,  Ci 
(Jan ) 1963.  Tye,  M.  J.;  Schiff,  B.  L.;  and  Ansell,  H.  B.:  Rt 
lesions  to  topical  fluocinolone  acetonide,  Arch  Derm  87 :27 
K.  A.,  Jr.,  and  Baxter.  D.  L. : Alopecia  totalis:  treatment 
acetonide.  Arch  Derm  57:384  (Mar)  1963.  Meenan,  F.  ( 
of  infantile  eczema  with  fluocinolone  acetonide  cream.  ] Iris 
(Mar)  1963.  Samitz,  M.  H.,  and  Weinberg,  R.  A.:  Benij 
pemphigus — treatment  with  topical  fluocinolone  acetonide 
(Apr)  1963.  Kanee,  B.:  Clinical  studies  with  topical  fluo 
in  the  treatment  of  various  dermatoses.  Canad  Med  Assn  ] 
1963.  Buck,  H.  W.,  and  Mitchell,  J.  C.:  Eccrine  function 
psoriasis,  Arch  Derm  57:696  (June)  1963.  Freedman,  R 
Becker.  S.  W.:  Treatment  of  two  cases  of  itching  purpura,  . 
(June)  1963.  Freedman,  R.;  Reed,  W.;  and  Becker,  S.  V 
corticosteroids  on  psoriasis,  Arch  Derm  57:701  (June)  19t 
M.,  and  Wittingham,  G.  E. : Psoriasis  treated  with  topical 
nide  and  occlusive  dressing,  Brit  Med  J 5545:1450  (June 
J.  B.:  Pruritus  ani:  etiology,  diagnosis  and  therapy  with  a 
costeroid,  fluocinolone  acetonide,  Clin  Med  70:1291  (July) 
A.,  and  Hellgren.  L. : Fluocinolone  acetonide  in  local  therap} 
asis  and  discoid  lupus  erythematosus.  Svensk  Lakartidn  60: 
I.  C.;  Wapner,  P.  M.;  and  Brownstein,  I.  E. : The  topical  i 
acetonide  cream  for  relief  of  vulvar  and  perineal  pruritus.  Al 
J 11:224  (July)  1963.  Bjornberg,  A.,  and  Hellgren.  L.:  Flue 
— a new  steroid  with  an  antipsoriatic  effect.  Acta  Dermatov 
Bjornberg,  A„  and  Hellgren,  L. : Treatment  of  chronic  ducoi 
tosus  with  fluocinolone  acetonide,  Brit  J Derm  75:156  196a 
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solution 


selective  therapy  for  problem  sites: 

The  physical  characteristics  of  intertriginous  and  hairy  areas 
often  present  special  problems  which  make  therapy  of 
inflammatory  dermatoses  at  these  sites  difficult,  complicated, 
or  cosmetically  unacceptable  to  the  patient.  These  problems 
create  the  need  for  a selective  form  of  therapy,  one  in  which 
the  vehicle  assumes  critical  importance.  New  Synalar  Solution 
(an  exclusive  combination  of  fluocinolone  acetonide  and  pro- 
pylene glycol ) has  been  developed  to  meet  these  needs. 

benefits  of  the  vehicle:  propylene  glycol 

Hygroscopic  qualities  provide  a drying  effect  in  moist  sites. 

Antimicrobial  activity  provides  additional  protection  where 
secondary  infection  is  prone  to  develop. 

Low  surface  tension  permits  ease  of  application  and  pene- 
tration into  hairy  areas  or  body  folds. 

Nontoxic,  nonsensitizing,  nongreasy,  and  does  not  cake. 

benefits  of  the  therapeutic  agent : 

Synalar  (fluocinolone  acetonide) 

Synalar  (fluocinolone  acetonide)  has  unsurpassed  anti-inflam- 
matory, antipruritic  activity.  Documented  results  show  that 
this  successful  topical  corticosteroid : 

• is  consistently  effective  both  initially  and  if  retreatment 
is  required. 

• rapidly  relieves  pruritus. 

• controls  both  chronic  and  acute  conditions. 

• is  economical  because  less  medication  is  required  to  rapidly 
achieve  optimum  results. 

Prescribe  Synalar  (fluocinolone  acetonide)  Solution — ideally 
suited  for  selective  therapy  of  inflammatory  dermatoses  in 
intertriginous  or  hairy  areas. 

availability:  Synalar  (fluocinolone  acetonide)  Solution  0.01%,  20  cc.  and 
60  cc.  controlled-drop  dispensers. 

side  effects:  In  some  patients  with  dry  lesions,  solution  may  increase  dry- 
ness, scaling  or  itching.  Application  to  denuded  or  fissured  areas  may 
produce  burning  or  stinging. 

precautions:  Although  propylene  glycol  has  antimicrobial  activity,  infect- 
ed lesions  require  appropriate  evaluation  and  therapy. 

contraindications:  Tuberculous,  fungal  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  varicella).  Not  for  ophthalmic  use. 
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nnouncing  a new  intramuscula 


reserve 
this  much 
space  in 
your  bag 
for 


NEW  OLEANDOMYCIN 
^ INTRAMUSCULAR 


5CT 


Oleandomycin  IM  is  the 
intramuscular  form  of 

TAO  (triacetyloleandomycin) 
This  product  should  be 
dissolved  by  adding  2 cc.  of 
sterile  water  to  each  vial. 

The  solution  will  then  contain 
200  mg.  of  oleandomycin 
(as  the  phosphate)  per  2 cc., 
with  1%  (w/v)  Xylocaine®.* 
This  product  should  not  be 
given  intravenously. 


Four  reasons  to  consider  this  convenient  new  dosage  form  fa 
your  bag,  emergencies  or  hospital  use: 


the  bacterial  spectrum  includes:  streptococci,  pneumococci,  gel 
ococci  and  staphylococci;  particularly  effective  against  sonl 
strains  of  staphylococci  resistant  to  other  antibacterial  agen 


most  strains  of  staphylococci  do  not  demonstrate  cross-resi 
ance  between  oleandomycin  and  erythromycin. 


^ allergic  reactions  or  other  systemic  side  effects  have  been  e 
countered  only  rarely  with  parenteral  use  of  oleandomycin. 


easily  reconstituted— freely  water  soluble. 


precautions  Significant  adverse  reactions  or  idiosyncrasy  require  discontinuation  of  medication.  Aside  frol 
occasional  instances  of  mild  pain  at  the  site  of  injection,  adverse  reaction  to  an  intramuscular  injection  h 
been  rare.  Allergic  reactions  to  oleandomycin  rarely  have  been  observed  but  constant  observation  for  su< 
effects  should  be  maintained.  When  used  for  local  infiltration,  allergic  manifestations  and  sensitiziij 
reaction  to  Xylocaine  (lidocaine  hydrochloride)  have  not  been  reported.  *Xylocaine  is  the  Registered  Trad| 
mark  of  Astra-Pharmaceutical  Products,  Inc.  for  its  brand  of  lidocaine. 


J.  B.  Roerig  and  Company  • New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World's  Well-Being® 


companion  to 


TAO* 

(triacetyloleandomycin) 


a leading  antibiotic 
n nationwide  hospital  survey 


Outpatient  Department— Overall  in  vitro  Susceptibility  Results: 

TAO 
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The  1963  antibiotics  survey'  provides  a nationwide  comparison  of 
microbial  susceptibility  to  5 leading  antibiotics.  In  all,  susceptibility 
results  of  9,331f  cultures  were  obtained  from  66  hospitals  in  26 
states.  These  in  vitro  findings  confirmed  the  over-all  superiority  of 
TAO.  When  analyzed  by  results  from  1,746ft  cultures  obtained  from 
the  Outpatient  Department  of  hospitals,  TAO  also  produced  the  best 
over-all  susceptibility  results,  as  shown  above.' 


and  confirmed  in  clinical  practice.2  Of  129  patients  with  upper  or  lower  respira- 
jry  infections  treated  with  TAO,  120  had  a good  response.  A “good”  response  gener- 
,y  showed  reduction  in  temperature  and  toxicity  within  48  hours  after  initiation  of 
iierapy,  with  subsequent  clinical  and  bacteriological  cure  of  infection. 


dications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumo- 
jcci  and  gonococci.  Recommended  for  acute,  severe  infections  where  adequate 
' nsiti vity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance 
* less  toxic  agents.  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infec- 
ius  processes  which  may  require  more  than  ten  days  continuous  therapy.  In  view 
the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
cessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgment 
[states  continuation  of  therapy  for  longer  periods,  serial  monitoring  of  liver  profile 
recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any 
rm  of  liver  abnormality. 


Available  as:  Capsules 
(250  mg.;  125  mg.)  Ready- 
Mixed  Oral  Suspension 
(raspberry-flavored,  125 
mg./5  cc.)  Pediatric  Drops 
(100  mg./cc.) 


intraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  contraindicated 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hyper- 
nsitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are  infrequent  and 
Idom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions, 
used  upoathe  usage  of  this  drug,  the  evidence  of  jaundice,  considering  all  reports 
ailable  to  J.  B.  Roerig  and  Company  referable  to  this  effect  is  5.5  per  million 
urses  of  therapy.  When  only  those  which  definitely  can  be  related  to  this  drug  are 
uated  to  usage,  the  incidence  is  1.6  per  million  courses  of  treatment. 

derences:  1.  Isenberg  Henry  D.,  Ph.D.:  “A  Comparison  of  Nationwide  Microbial  Susceptibility 
sting  Using  Standardized  Discs,”  Health  Laboratory  Science,  1:1-72  (July)  1964.  2.  Shubin, 
et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (Mar.)  1959. 

!sed  on  the  following  number  of  cultures:  staphylococcus  aureus  (coagulase  positive),  5,440; 
ilococcus  pneumoniae,  1,130;  streptococcus  pyogenes  (d-hemolytic),  1,519;  streptococcus 
ogenes  Group  D (enterococcus),  1,242. 

sed  on  the  following  number  of  cultures:  staphylococcus  aureus  (coagulase  positive),  1,023; 
alococcus  pneumoniae,  134;  streptococcus  pyogenes  (/3-hemolytic),  455;  streptococcus 
ogenes  Group  D (enterococcus),  134. 


Rx  New,  improved 

VITERRA51  THERAPEUTIC 

Tablets  for 

high-potency  nutritional 
build-up  following  infection. 


C&k££(t4<i#}V 

/O 


• * 4 


Indications:  Anxiety  and  tension  states.  Also  as  adjunctive  therapy  when  anxiety  may  be  a causative  or 
disturbing  factor. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate. 

Important  precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the 
dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  mepro- 
bamate. Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or 
withdrawal  reactions  including,  rarely,  epileptiform  seizures.  Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit  mal. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or 
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The  One  Tranquilizer  that 
Belongs  in  Every  Practice 

Miltown* 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range  — may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

\?/»  WALLACE  LABORATORIES/Cranbury,  N.  J. 


idiosyncratic  reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  are 
characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura 
with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone  have  been  reported.  More  severe,  and  very  rare,  cases  of  hyper- 
sensitivity may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the 
drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions 
were  given  concomitantly.  Fast  EEG  activity  has  been  reported,  usually  after  excessive  meprobamate  dosage. 
Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg.  tablets  t.i.d.  Doses  above  2400  mg.  daily  are  not  recommended. 
Supplied:  400  mg.  scored  tablets;  200  mg.  coated  tablets.  Consult  package  circular  before  prescribing. 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Fluoridation 

EDITOR,  NORTHWEST  MEDICINE: 

The  article  in  the  September  issue  by  Dr.  Mighell 
on  antifluoridation  is  very  interesting.  However,  I 
must  state  clearly  that  the  scientific  evidence  in 
favor  of  fluoridation  has  yet  failed  to  convince  me. 

Sincerely  yours, 

CHARLES  E.  KRAUSE,  M.D. 

Caldwell,  Idaho 

EDITOR,  NORTHWEST  MEDICINE: 

The  article  “Psychodvnamics  of  Antifluoridation” 
by  Robert  Mighell,  in  the  September  issue  of 
northwest  medicine  was  a capable,  well  thought 
out  discussion  of  the  problem,  and  I hope  it  will 
be  the  last  seen  regarding  this  subject  in  our  journal. 

At  this  time  the  majority  of  the  medical  profes- 
sion in  the  Northwest  is  completely  fed-up  with  dis- 
cussions, pro  and  con;  opinions  are  now  permanently 
formed  and  there  will  be  no  new  information  of 
scientific  value  available  in  all  probability  for  some 
time. 

Please  accept  this  letter  as  a final  comment  and 
an  end  point  to  this  topic. 

Very  sincerely, 

ROBERT  W.  SIMPSON,  M.D. 

Seattle,  Washington 

Pharmaceutical  Opposition  to  Medicare 

EDITOR,  northwest  medicine: 

Recent  inquiry  by  you  and  others  on  the  position 
of  our  company  on  the  challenging  issue  of  medicare 
prompts  this  letter,  which  I hope  will  be  of  interest 
to  your  readers. 

As  a company  long  dedicated  to  the  freedom  of 
medical  practice,  Merck  Sharp  & Dohme  has  taken 
a strong  stand  against  medicare  in  the  various  forms 
it  has  assumed  over  the  past  years.  Company  ex- 
ecutives have  spoken  out  in  the  public  forum  against 
medicare,  and  we  have  made  our  position  clear  to 
members  of  Congress.  We  have  too  high  a respect 
for  the  unique  strengths  of  American  medicine  to  do 
otherwise. 

In  the  campaign  climate  of  an  election  year,  in- 
dividuals within  our  corporate  family  obviously  are 
free  to  express  the  diverse  partisan  views  found  in 
any  large  group.  But  on  the  issues  affecting  medicine 


we  stand  united  as  a company  against  the  erosion  of 
American  medicine. 

The  attached  statement  to  Congressman  Mills  (of 
our  company  position)  outlines  in  some  detail  our 
opposition  to  medicare  over  the  years.  In  it  we  be- 
lieve that  physicians  will  find  strong  support  for  the 
principles  they  have  been  defending  so  resolutely. 
Sincerely, 

S.  T.  Henshall 

President,  Merck  Sharp  Dohme 
Division  of  Merck  & Co.,  Inc. 

The  Honorable  Wilbur  D.  Mills 
Chairman,  Ways  and  Means  Committee 
House  of  Representatives 
The  Capitol 
Washington,  D.C. 

Dear  Congressman  Mills: 

Our  company  is  and  for  many  years  has  been 
devoted  to  discovering  and  making  available  phar- 
maceutical and  biological  products  for  the  preserva- 
tion and  enhancement  of  human  health.  Our  responsi- 
bilities as  a manufacturer  extend  equally  to  the  phy- 
sicians who  prescribe,  the  pharmacists  who  dispense, 
and  the  patients  who  use  our  products.  Naturally, 
therefore,  Merck  is  particularly  interested  in  any 
legislative  measure  affecting  the  availability  and 
quality  of  medical  care  for  the  American  people. 

With  this  background,  I want  to  reaffirm  for 
the  record  to  you  and  the  members  of  the  Con- 
ference Committee  my  personal  opposition  and 
that  of  Merck  & Co.,  Inc.  to  the  so-called  Medicare 
provisions  of  the  Social  Security  Act  passed  by  the 
Senate  on  September  2,  which  will  go  to  the  House- 
Senate  Conference  Committee. 

Like  all  responsible  citizens  and  organizations,  we 
believe  that  full  attention  must  be  given  to  the 
difficulties  experienced  by  elderly  people  in  obtain- 
ing adequate  medical  care.  The  segment  of  our 
population  that  is  65  and  older  is  huge  and  grow- 
ing. There  are  roughly  17,500,000  Americans  in  this 
age  group,  many  of  whom  have  considerably  less 
income  than  their  younger  and  actively  employed 
countrymen.  To  compound  the  problem,  the  average 
person  over  65  spends  a good  deal  more  for  medi- 
cal needs  than  those  in  younger  age  groups.  More- 
over, it  is  quite  likely  that  many  people  in  this  age 
group  do  not  apply  for  needed  medical  attention 
because  they  feel  they  cannot  afford  to  pay  for  it. 

The  solution  to  this  problem  is  of  vital  concern 
not  only  to  the  elderly  people  themselves  but  also 
to  the  health  professions,  hospitals,  private  health 
insurance  organizations,  and  firms  providing  health 
products  and  services.  Actually,  health  care  for  the 
aged  is  everyone’s  concern,  because  there  are  usually 
younger  relatives  involved,  because  more  govern- 
ment benefits  would  require  increased  public  expen- 
ditures, and  because  we  have  developed  in  this 
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country  a high  degree  of  compassion  for  and  interest 
in  the  well-being  of  all  our  citizens. 

The  medical  plan  to  be  considered  by  the  Con- 
ference Committee  would  provide  limited  medical 
services  to  everyone  covered  by  Social  Security 
retirement  benefits  who  is  aged  65  or  over,  through 
increased  taxation  under  the  Social  Security  sys- 
tem. In  other  words,  it  is  a Federal  system  of  com- 
pulsory health  insurance. 

Merck  is  opposed  to  this  approach  for  a number 
of  reasons.  To  begin  with,  more  than  one-half  of 
our  citizens  aged  65  and  over  are  already  covered 
by  some  form  of  health  insurance,  and  the  percent- 
age is  rising  significantly.  The  setting  up  of  a costly 
governmental  system  that  would  duplicate  services 
and  benefits  already  available,  as  well  as  operate 
in  competition  with  them,  seems  likely  to  jeopar- 
dize these  private  programs  covering  the  aged, 
limit  their  expansion,  and  possibly  cause  their  demise. 

The  built-in  probability  of  spiraling  tax  costs 
under  such  a system  is  also  a serious  cause  of  con- 
cern. Although  benefits  under  the  proposed  legisla- 
tion are  directed  to  protection  against  the  costs  of 
certain  hospital,  nursing  facility,  home  health,  and 
diagnostic  services,  this  is  only  a beginning.  My 
concern  over  Federal  encroachment  in  this  area 
was  expressed  in  a speech  I made  two  years  ago 
before  the  American  Hospital  Association: 

“Personally,  having  been  a Federal  Government 
official  myself,  I tend  to  share  the  concern 
of  those  physicians  who  believe  it  represents 
an  undesirable  precedent  to  place  medical-care 
payments  for  important  segments  of  the  civilian 
population  under  Federal  control.  Certainly 
the  administrative  costs  and  requirements 
would  snowball,  and  certainly  hospitalization 
benefits  for  people  65  and  over  would  spread 
to  other  age  groups  and  include  doctors’  bills 
and  other  aspects  of  medical  and  health  ex- 
penses.” 

The  amount  of  taxation  would  have  to  become 
greater  as  more  coverage  is  included,  because  every 
benefit  added  to  assist  the  needy  would  be  auto- 
matically extended  to  the  entire  population  aged 
65  and  over,  regardless  of  whether  they  needed 
it  or  desired  it. 

The  alternative  governmental  approach  to  the 
problem  is  vastly  more  realistic  in  terms  of  its 
direction  and  coverage.  This  is  the  Kerr-Mills  Act, 
which  was  passed  by  Congress  in  1960.  In  essence, 
this  law  provided  matching  Federal  funds  from  50 
to  80  per  cent  for  medical  care  given  to  needy 
elderly  people  through  individual  state  agencies, 
with  standards  for  participation  and  services  covered 
set  by  each  state  according  to  local  needs. 

The  great  advantage  of  this  approach  is  that 
it  takes  account  of  actual  need,  rather  than  age 


alone.  There  are  millions  of  people  65  and  over  who 
do  not  need  assistance  to  meet  medical  bills  or  to 
pay  insurance  premiums.  To  cover  these  people  with 
a blanket  plan  does  not  accord  with  the  concept 
of  prudence  in  governmental  taxation  and  expendi- 
ture. 

Since  enactment  of  the  Kerr-Mills  bill,  43  states 
and  all  four  territories  have  passed  legislation  en- 
abling them  to  participate  in  the  program.  The 
states  should  be  encouraged  to  meet  the  health 
needs  of  the  elderly,  taking  into  account  the  long- 
range  financial  situation  of  applicants  for  assistance 
as  well  as  the  immediate  ability  to  pay  for  a specific 
course  of  medical  treatment.  The  approach  of  this 
legislation  is  sound  and  the  machinery  is  already 
established.  It  should  be  pressed  forward  to  the 
utmost. 

I believe  Merck’s  views  and  philosophy  on  the 
question  of  availability  of  sound  medical  care  for 
older  persons  unable  to  pay  for  it  can  be  summar- 
ized in  the  following  passage  from  the  commence- 
ment address  I delivered  last  June  at  Hahnemann 
Medical  College  in  Philadelphia. 

“We  have  many  things  to  be  proud  of  in  our 
short  history  as  a nation.  One  of  them  is  our 
advance  in  medicine  and  public  health.  The 
advance  has  been  achieved  in  large  part  by 
private  means— by  an  independent  and  highly 
capable  medical  profession,  by  industrial 
growth,  and  by  government  cooperation  that 
has  stopped  short  of  domination.  By  and  large, 
the  system  has  worked  and  is  still  working 
very  well  indeed.  It  includes  the  concept  that 
the  ability  to  pay  should  not  be  the  governing 
factor  in  the  availability  of  high-quality  medical 
care.  What  it  needs,  then,  to  be  even  more 
effective,  is  government  encouragement,  includ- 
ing financial  assistance,  but  not  government 
competition  or  domination.  The  record  in  other 
nations  reveals  that  nationalized  health  services 
are  more  expensive,  more  pervasive,  and  seem- 
ingly irreversible.  I don’t  know  of  any  country 
that  has  released  to  private  hands  any  part  of 
medical  care  that  has  been  nationalized;  in- 
deed, the  zone  of  compulsion  usually  has  ex- 
panded. Thus,  while  I endorse  the  concept  of 
continuing  to  broaden  the  availability  of  sound 
medical  care,  I do  not  believe  the  proposition 
that  it  can  come  only  through  Federal  inter- 
vention and  control.” 

Therefore,  I will  urge  members  of  the  Confer- 
ence Committee  to  reject  the  medical  care  pro- 
posals now  in  the  bill.  I will  send  copies  of  this 
letter  to  the  other  members  of  the  Committee  when 
those  members  have  been  named. 

Sincerely  yours, 

JOHN  T.  CONNER,  PRESIDENT  Merck  & Co. 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility 

• relieves  spasm 
•stops  diarrhea 


promptly 

promptly 

promptly 


Lomotil  fulfills  the  first  order  of  treat- 
ment  in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months,to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 

SEARLE 

Research  in  the  Service  of  Medicine  . 
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EDITORIAL 


New  Drugs — 1965 


All  physicians  (and  pharmacists)  will  welcome 
the  forthcoming  new  book  on  drugs  to  be  pub- 
lished by  the  Council  on  Drugs,  American  Medi- 
cal Association.  Called  New  Drugs , this  annual 
volume  replaces  New  and  Non-Official  Drugs. 
As  described  in  the  special  announcement,  “New 
Books  on  Drugs— 1965”  on  pages  206-212  of  the 
October  19  issue  of  JAMA,  a new  format  with 
larger  print,  more  spacing  for  ready  reference, 
and  the  names  of  drugs  in  boldface  letters  will 
be  used.  As  now  used  for  some  chapters  in  NND 
each  group  of  drugs  will  be  discussed  and  com- 
pared in  a preliminary  statement  preceding  the 
individual  monographs  describing  the  new  drugs. 
Numerous  cross  references  and  a revised  index 
should  help  the  physician  to  find  quickly  the 
information  needed.  This  new  book  is  “oriented 
specifically  to  the  needs  of  the  practitioner” 
who  wishes  accurate,  unbiased,  and  comparative 
information  as  to  the  actions,  indications,  un- 
toward reactions,  methods  of  administration  and 
dosage  of  those  new  drugs  introduced  in  the 
past  ten  years. 

In  my  capacity  as  a member  of  the  Council  on 
Drugs  I have  had  an  opportunity  to  look  over 
and  help  edit  about  ten  of  the  chapters  which 
will  be  included  in  New  Drugs— 1965.  Each 


monograph  for  a drug  described  is  first  con- 
sidered by  five  consultants  under  one  of  the 
members  of  the  Council  who  serves  as  referee. 
Each  consultant  receives  all  the  reprints  and  in- 
formation available  on  the  drug  which  sometimes 
amounts  to  the  equivalent  of  two  or  three  Seattle 
or  Portland  telephone  directories  in  volume.  It 
usually  takes  a consultant  about  twenty  to  thirty 
hours  to  look  over  this  material  and  to  write  up 
his  opinion  of  the  drug.  These  opinions  are  then 
constructed  into  the  monograph.  The  preliminary 
monographs  are  sent  to  each  member  of  the 
council  for  further  comment,  and  after  two  or 
three  times  around  the  final  edition  of  the 
monograph  is  approved  for  inclusion  in  New 
Drugs.  Consequently,  these  monographs  rep- 
resent the  considered  opinion  and  knowledge  of 
five  or  so  consultants,  the  twelve  members  of 
the  Council  and  four  or  five  members  of  the 
staff  of  the  Department  of  Drugs. 

It  is  requested  that  every  physician  fill  out 
and  send  in  the  questionnaire  on  page  212C 
of  the  October  19  issue  of  JAMA.  This  will  take 
but  a moment,  and  your  help  and  suggestions 
will  be  appreciated.  ■ 

Norman  A.  David,  M.D. 


Oregon,  Washington  and  Idaho  Share  Honor  Award 


The  American  Medical  Writers’  Association,  at  its 
annual  meeting  in  Philadelphia,  September  24-27, 
presented  awards  to  two  individuals  and  six  pub- 
lications. Medical  profession  of  the  Pacific  North- 
west was  recognized  by  inclusion  of  this  journal 
in  the  list  of  those  receiving  the  AMWA  Honor 
Award  for  Distinguished  Service  in  Medical 
Journalism.  The  award  certificate  and  text  of  the 
citation,  read  at  the  presentation,  appear  on  page 
827. 

Since  a medical  journal  cannot  create  excel- 
lence but  can  only  reflect  the  quality  of  the  area 
it  serves,  it  is  clear  that  this  award  is  to  the  medi- 
cal profession  of  the  states  of  Oregon,  Washing- 
ton and  Idaho.  This  journal,  founded  in  Seattle 


in  1903,  has  belonged  to  these  three  states  since 
1909.  Many  distinguished  medical  leaders  of  the 
Northwest  have  participated  in  its  management 
and  very  many  more  have  contributed  the  ma- 
terial leading  to  the  recognition  of  quality  by 
AMWA. 

The  two  individuals  honored  at  the  Philadel- 
phia meeting  were  Joseph  Garland,  editor  of  the 
New  England  Journal  of  Medicine,  and  Tinsley 
R.  Harrison,  author  of  “The  Principles  of  Internal 
Medicine.”  The  other  five  awards,  in  categories 
of  publication,  went  to  California  Medicine, 
Clinical  Symposia,  Chicago  Medicine,  Abbot- 
tempo,  and  Perspectives  in  Biology  and  Medi- 
cine. ■ HLH 
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not  all  but  zJjfCost 
bacterial  respiratory 
tract  infections 
yield  to* — > 


therapeutically 
the  Most  active 
erythromycin 


In  the  patient,  Ilosone  eradicates , rather  than  merely  inhibits,  streptococci  and  pneu- 
mococci. This  increased  action  is  due  to  the  fact  that  more  erythromycin  reaches 
the  infection  site  because  Ilosone  (i)  is  acid  stable  in  the  stomach,  even  in  the  pres- 
ence of  food,  and  (2)  is  better  absorbed  from  the  intestine. 

Ilosone  produces  peak  levels  of  antibacterial  activity  two  to  four  times  those  of 
other  erythromycin  preparations.  Furthermore,  these  peak  levels  are  attained  earlier 
with  Ilosone  and  are  maintained  much  longer. 


Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract. 
Although  allergic  manifestations  are  uncommon 
with  the  use  of  erythromycin,  there  have  been 
occasional  reports  of  urticaria,  skin  eruptions, 
and, on  rare  occasions,  anaphylaxis.  Contraindi- 
cations: Ilosone  is  contraindicated  in  patients 
with  a known  history  of  sensitivity  to  this  drug 


and  in  those  with  preexisting  liver  disease  or  dys- 
function. Dosage:  Children  under  25  pounds — 
5 mg.  per  pound  of  body  weight  every  six  hours. 
Children  25  to  50  pounds — 125  mg.  every  six 
hours.  Adults  and  children  over  50  pounds — 250 
mg.  every  six  hours.  For  severe  infections,  these 
dosages  may  be  doubled.  Ilosone  Chewable  tab- 
lets should  be  chewed  or  crushed  and  swallowed 
with  water. 

ILOSONE® 

ERYTHROMYCIN  ESTOLATE 

Additional  information  available  to  physicians 
upon  request. 


ELI  LILLY  AND  COMPANY 


INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


401296 
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NUCLEAR  MEDICINE  COMES  OF  AGE 

Nuclear  medicine,  a branch  of  medical  science  just  approaching  the  age 
of  majority,  is  ready  to  assume  a place  with  its  seniors.  It  is,  or  should  be,  a 
part  of  the  every-day  practice  of  medicine. 

The  metaphor  may  be  extended.  The  youngster  developed  slowly  at  first 
and  only  very  recently  has  the  look  of  maturity  appeared.  Nuclear  reactors, 
ready  availability  of  isotopes,  replacement  of  the  Geiger  counter  by  scanning 
devices,  almost  all  of  the  presently  employed  techniques,  and  real  understanding 
of  the  possibilities  have  come  within  the  past  ten  years.  The  curve  of  growth  con- 
tinues to  rise  in  exponential  configuration. 

Radioisotopes  are  no  longer  novelties  or  laboratory  curiosities  and  their  use 
is  no  longer  confined  to  research.  Methods  already  developed  have  simpli- 
fied diagnostic  procedures,  made  them  safer  in  many  instances,  and  have  consid- 
erably increased  accuracy.  There  is  much  more  to  come,  both  in  clinical  applica- 
tion and  in  research  into  hitherto  obscure  areas  of  physiology  and  pathology. 

All  of  the  articles  in  this  issue  deal  with  recent  developments  in  this  fascin- 
ating field.  The  papers  were  given  at  a symposium  on  Radioisotopes  in  Clinical 
Medicine,  at  the  University  of  Washington  Medical  School,  May  21-22,  1964.° 
The  program  was  planned  by  Wil  B.  Nelp,  M.D.,  Assistant  Professor  of  Medi- 
cine and  Radiology,  Head  of  the  Division  of  Nuclear  Medicine.  It  is  through  his 
efforts  that  the  papers  have  been  made  available  for  publication  here. 

This  series  of  papers  will  be  concluded  in  the  December  issue.  Ed. 


*This  symposium  was  assisted  financially  by  the  E.  R.  Squibb  & Sons,  New  York,  New  York, 
and  Packard  Instrument  Company,  LaGrange,  Illinois. 


Visualization  of  Internal  Organs  by  Photoscanning 

WIL  B.  NELP,  M.D.  Seattle,  Washington 


Accurate  localization  of  scanned  areas  is  achieved  by  superimposing  an  x-ray 
film,  taken  on  the  scanning  table,  over  the  scanning  image.  Most  frequently 
used  of  several  systems  is  linear  scanning  with  focused  collimators.  A scintillation 
crystal  detector  is  scanned,  back  and  forth,  over  the  patient.  Impulses  received 
are  passed  to  a photorecorder  causing  variations  in  light  intensity.  The  light 
source  moves  across  sensitive  film,  its  travel  synchronized  with  that  of  the 
detector. 


Radioisotope  photoscanning  is  the  visualization 
of  an  internal  organ,  or  in  some  instances  tumor, 
by  mapping  out  the  spatial  distributions  of  a 
gamma-emitting  isotope  deposited  within  the 
organ. 

The  two  basic  requirements  necessary  for  suc- 
cessful photoscanning  are  a radioisotope  or  radio- 
isotopically  labelled  substance  which  can  be 


selectively  concentrated  in  the  organ  of  interest, 
and  a scanning  instrument  which  can  detect  this 
radioactivity  and  convert  it  into  an  easily  inter- 
preted visual  image. 

In  this  discussion  we  will  limit  our  consider- 
ation to  the  principles  of  the  photoscanning  in- 
struments. The  characteristics  of  the  isotopes 
and  the  physiologic  mechanisms  responsible  for 
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or  passing  through  an  organ  may  be  visualized. 
At  present,  resolution  of  the  images  is  limited. 


Fig.  1.  Positron  Scanning:  A positron  source  emits  anni- 
hilation gamma  photons  180°  opposite  in  direction.  Only 
in  position  No.  1 will  the  two  scintillation  detectors,  facing 
each  other  and  moving  in  unison,  have  coincident  gamma 
photon  interactions.  This  indicates  the  source  is  located  in 
the  the  linear  path  between  the  detectors. 

their  concentration  will  be  considered  with  the 
individual  scanning  topics. 

Currently  several  types  of  scanning  systems  are 
in  use.  It  is  perhaps  more  appropriate  to  call 
these  imaging  rather  than  scanning  systems  since 
some  of  them  are  stationary  and  do  not  scan 
or  traverse  across  the  body. 

positron  scanning 

Positron  or  coincidence  scanning  has  been 
employed  mainly  for  detection  of  intracranial 
lesions.1  This  system  utilizes  the  fact  that  positron 
emitting  isotopes  such  as  arsenic?*  emit  two 
0.51  mev  gamma  photons  exactly  180°  opposite  in 
direction  when  the  positron  is  annihilated.  Be- 
cause of  this  directional  property,  positron  scan- 
ning (Fig.  1)  does  not  require  elaborate  shield- 
ing or  collimation  of  the  two  detectors.  Due  to 
the  limited  number  of  positron-emitting  iso- 
topes available  for  use  in  organs  other  than  the 
brain  the  applications  of  this  system  are  limited. 

camera  imaging 

The  camera  system  of  imaging,  though  of  great 
interest,  still  must  be  considered  to  be  in  a 
developmental  phase.  Originally  based  on  the 
principle  of  the  pin  hole  camera,  (Fig.  2),  this 
type  of  imaging  has  expanded  to  include  a posi- 
tron adaptation  and  a multiple  small  crystal 
gamma  “fluoroscope.”2  3 These  systems  have  the 
advantage  of  permitting  rapid  repetitive  imaging 
so  that  the  kinetics  of  an  isotope  concentrating  in 


D 


s 


Fig.  2.  Pin  Hole  Camera:  The  whole  source  (S)  is  viewed 
by  the  scintillation  detector  (D)  through  a pinhole.  The 
spatial  representation  of  activity  on  the  detector  is  elec- 
tronically imaged  on  an  oscilloscope  from  which  it  may 
be  photographed. 

linear  scanning 

The  most  common  method  of  photoscanning 
is  linear  scanning  with  focused  collimators.  A 
variety  of  systems  of  this  type  having  acceptable 
sensitivity  and  resolution  are  available  at  reason- 
able cost.  The  principles  of  this  method  are  dia- 
grammed in  Figure  3.  After  the  administered 
isotope  has  localized  in  the  organ  of  interest,  a 
scintillation  crystal  detector  (D),  surrounded  by 
lead  and  focused  on  a single  point,  is  auto- 
matically scanned  back  and  forth  over  the 
patient. 
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Radiation  from  immediately  beneath  the  de- 
tector is  amplified  and  passed  on  to  a spectro- 
meter, (S).  By  selecting  the  primary  radiation 
coming  from  the  organ  and  by  eliminating  scat- 
tered radiation,  the  spectrometer  enhances  the 
resolution  of  the  image.  Impulses  are  passed 
on  to  the  photorecorder  (PR)  which  is  used  to 
activate  a light  ( L ) focused  on  a photographic 
film  (F).  The  brightness  of  the  light,  and  con- 
sequently the  darkness  of  the  film,  is  propor- 
tionate to  the  count  rate  beneath  the  detector  at 
any  point.  Since  the  light  and  detector  move  to- 
gether ( coupled  either  electronically  or  me- 
chanically as  diagrammed  here)  the  image  on 
the  film  is  the  actual  size  of  the  organ. 


Fig.  3.  Principles  of  linear  photoscanning  (see  text  for 
explanation) . 


An  important  property  of  the  photorecorder 
is  its  ability  to  vary  the  intensity  response  of  the 
light  at  any  given  count  rate  to  provide  different 
film  density  responses.  This  feature  is  usually 
referred  to  as  variable  contrast. 

Figure  4 illustrates  a series  of  contrast  response 
curves  in  relation  to  film  density  versus  count 
rate  ( CPM ) . On  the  contrast  curve  to  the  ex- 
treme left,  there  would  be  a sharp  change  in 
film  density  (2.0  is  black  and  0.2  is  film  fog 
level)  with  a small  change  in  count  rate.  This 
setting  is  often  used  in  brain  scanning  so  that 
any  small  increase  in  count  rate  over  brain  back- 
ground would  produce  great  darkening  of  the 
film.  On  the  other  hand  if  less  contrast  is  de- 
sired, such  as  is  often  the  case  in  thyroid  or  liver 


Fig.  5.  The  photoscanner  at  the  University  of  Washington. 
Insert  in  lower  left  is  the  face  of  the  focusing  collimator 
with  the  applicator  sticks  indicating  the  focal  point.  Insert 
in  lower  right  is  the  inside  of  the  screw  driven  X-Y 
plotter  showing  light  source  suspended  above  film. 


scanning,  a contrast  setting  producing  the  re- 
sponse on  the  far  right  is  used. 

A question  often  asked  is,  “How  small  a 
lesion  ( hot  spot  or  negative  defect ) can  be  seen 
by  scanning?”  There  of  course  is  no  simple 
answer  since  this  depends  on  the  type  of  col- 
limator, the  contrast  setting  and  the  organ  under 
study.  In  relatively  thin  organs  near  the  surface 
of  the  body,  such  as  the  thyroid,  lesions  1 or  2 
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cm  in  diameter  may  be  seen  easily.  Even  so, 
if  significant  amounts  of  iodine  concentrating 
tissue  are  above  or  beneath  a small  thyroid 
lesion  it  may  not  be  readily  appreciated.  In 
deeper,  thicker  organs  such  as  the  liver,  round 
lesions  at  a depth  of  10  or  12  cm  may  be  seen 
only  if  they  are  at  least  3 cm  in  diameter.  For 
any  given  scanning  system  this  question  can 
be  studied  by  scanning  various  mock  organs 
or  phantoms. 


Fig.  6.  A photoscan  superimposed  on  the  x-ray  image  to 
give  anatomic  localization.  Normal  appearing  thyroid 
gland  with  metastatic  thyroid  carcinoma  in  the  right 
shoulder. 


At  the  University  of  Washington  during  the 
past  year  we  have  assembled  a linear  photo- 
scanning system  shown  in  Figure  5.  The  lead 
shielded  detector  suspended  over  the  scanning 
table  contains  a five  inch  diameter  sodium  iodide 
crystal  and  a focusing  collimator  and  can  be 
made  to  travel  the  full  length  and  width  of  the 
scanning  table.  The  spectrometer  and  photo- 
recorder are  at  the  extreme  right.  The  focused 
light  source  exposing  the  film  is  housed  in  a 
light  tight  box  (lower  right).  In  this  case  the 
light  follows  the  probe  electronically  by  receiv- 
ing signals  transmitted  to  a screw  driven  X-Y 


plotter.  Since  an  important  consideration  in 
photoscanning  is  to  determine  the  position  of 
the  scanned  organ  in  relation  to  the  surrounding 
organs,  there  is  an  x-ray  tube  above  and  a 
Bucky-type  x-ray  tray  beneath  the  scanning  table. 
Before  the  patient  is  moved  from  the  scanning 
position,  an  x-ray  of  the  patient  is  made  and  by 
means  of  localizing  markers  the  scanning  image 
can  be  accurately  superimposed  on  the  x-ray 
film.  An  example  of  a composite  image  of  this 
type  is  seen  in  Figure  6 showing  the  visualization 
of  normal  thyroid  tissue  in  the  neck  and  of 
highly  differentiated  functioning  metastatic  thy- 
roid carcinoma  in  the  head  of  the  right  hum- 
erous.  ■ 

U.  of  W.  School  of  Medicine  (98105) 
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La  localizacion  precise  de  areas  que  han  sido 
detenninadas  por  el  metodo  de  “scanning,”  se 
obtiene  super  imponiendo  una  placa  radiografica, 
la  que  se  toma  en  la  mesa  en  que  se  lleva  a 
cabo  el  proceso  de  determinacion  y sobre  la 
irnagen  que  esta  da.  Entre  los  distintos  sistemas, 
el  mas  frecuentemente  usado  es  el  “scanning 
linear  ,”  que  limita  con  focos  una  area  determin- 
ada.  Un  cristal  detector  centellante,  determine  la 
presencia  de  los  isotopos  en  el  paciente.  Los 
impulsos  recibidos  se  pasan  a un  foto  receptor 
que  registra  variaciones  en  la  intensidad  de  un 
haz  luminoso.  La  fuente  luminosa  se  mueve  a 
traces  de  una  pelicula  sensible  que  se  desplaza 
con  el  detector  en  forma  sincronizacla. 


abstracto 
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Splenic  Scanning 


HENRY  N.  WAGNER, 


Jr.,  M.D.  Baltimore,  Maryland 


If  a mass  in  the  left  side  of  the  abdomen  is  spleen,  it  can  be  identified  by 
scanning.  The  technique  makes  possible  the  identification  of  functioning  splenic 
tissue  and  reveals  nonfunctioning  areas  due  to  tumor,  infarct,  or  abscess.  First  real 
success  was  achieved  by  using  heated  red  cells,  labelled  with  Cr5i  and  during 
development  of  this  method,  much  was  learned  about  sequestration  of  damaged 
red  cells.  Recent  advance  utilizes  l-mercuri-2-hydroxy propane,  labelled  ivith 
Hg  197  or  f/^203,  a method  yielding  satisfactory  scans  ivith  considerably  simpler 
technique. 


V isualization  of  the  structure  of  various  organs 
of  the  body  by  radioisotope  scanning  depends 
on  the  achievement  of  a higher  concentration  of 
radioactivity  in  the  organ  relative  to  its  surround- 
ing tissues.  Table  1 lists  the  mechanisms  of  local- 
ization that  have  been  used  in  radioisotope 
scanning  procedures.  The  development  of  tech- 
niques for  the  visualization  of  the  spleen  illus- 
trates the  manner  in  which  a new  radioisotope 
technique  may  be  developed. 

The  ability  of  the  spleen  to  remove  moder- 
ately damaged  red  blood  cells  from  the  circula- 
tion has  been  utilized  to  permit  its  visualization 
by  scanning.  In  the  original  technique  several 
milliliters  of  the  patient’s  red  blood  cells  were 
labelled  with  Cr5i  and  subsequently  damaged 
by  heating  to  a degree  that  led  to  their  seques- 
tration by  the  spleen  after  their  intravenous 
injection.1  More  recently  a new  radiopharma- 
ceutical, l-mercuri-2-hydroxypropane  (MHP) 
labelled  with  either  Hg203  or  Hgi97  has  been 
synthesized  and  found  to  provide  certain  advan- 
tages over  previous  methods.2 

The  usefulness  of  this  technique  has  been  to 
define  whether  a palpable  mass  in  the  left  side 
of  the  abdomen  is  an  enlarged  spleen,  to  delin- 
eate space-occupying  lesions,  to  determine  the 
presence  or  absence  of  functioning  splenic  tissue, 
and  to  provide  quantitative  assessment  of  splen- 
omegaly (Table  2). 

Dr.  Wagner  is  Associate  Professor  of  Medicine  and 
Radiology,  the  Departments  of  Medicine  and  Radiological 
Science,  The  Johns  Hopkins  Medical  Institutions,  Balti- 
more, Maryland. 


development  of  splenic  scanning 

Phosphorus32j  Iron59,  and  potassium42  had 

been  used  as  red  blood  cell  tracers  when,  in 
1950,  Gray  and  Sterling  discovered  the  Cr5i 
method.'1  They  found  that  when  radioactive 
hexavalent  chromate  ion  was  incubated  in  vitro 

Table  1 

Mechanisms  of  Localization 

1—  Active  transport 

Thyroid  scanning  with  iodide 
Renal  scanning  with  chlormerodrin 
Liver  scanning  with  rose  bengal 

2—  Phagocytosis 

Liver  scanning  with  colloidal  gold 
Liver  scanning  with  aggregated  albumin 
Spleen  scanning  with  the  same  materials 
Bone  marrow  scanning  with  colloidal  gold 

3—  Cell  sequestration 

Spleen  scanning  with  heat-damaged  red  blood 
cells 

Spleen  scanning  with  mercurihvdroxypropane 
(MHP) 

4—  Capillary  blockade 

Lung  scanning  with  macro-aggregated  albumin 
(MAA) 

Renal  scanning  with  MAA 
Brain  scanning  with  MAA 

5—  Simple  or  exchange  diffusion 

Bone  scanning  with  Fl8,  Sr85,  or  Ca47 
Brain  tumor  scanning 

Pancreas  scanning  with  selenomethionine 

6—  Compartmental  localization 

Cardiac  scanning  for  pericardial  effusion 
Mediastinal  scanning  for  aneurysms 
Placental  localization 


From  the  Departments  of  Medicine  and  Radiology,  The 
Johns  Hopkins  University  School  of  Medicine,  Baltimore, 
Maryland. 
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Table  2 

Clinical  Uses  of  Splenic  Scanning 

1— Differential  diagnosis  of  left  upper  quandrant 
abdominal  masses 

2—  Delineation  of  space-occupying  lesions  of  the 

spleen ( cysts,  tumors,  abscesses,  infarcts) 

3—  Detection  of  accessory'  splenic  tissue 

4—  Demonstration  of  absence  of  functioning  splenic 

tissue  (congenital  absence,  sickle  cell  anemia, 
and  surgical ) 

5—  Quantitative  assessment  of  splenomegaly 

with  red  blood  cells,  80  to  90  per  cent  of  the 
radioactivity  was  firmly'  bound  by  the  cells.  This 
technique  led  to  extensive  study  of  the  fate  of 
normal  and  diseased  erythrocytes  in  the  circula- 
tion. The  ability  of  the  spleen  to  sequester  red 
blood  cells  was  demonstrated  in  numerous  patho- 
logical states,  the  most  prominent  of  which  were 
hereditary  spherocytosis,  certain  autoimmune 
hemolytic  anemias,  cirrhosis  of  the  liver,  and 
Gaucher’s  disease.  In  1957,  Harris,  McAllister, 
and  Prankerd  discovered  that  heating  normal 
erythrocytes  at  50  C resulted  in  their  seques- 
tration by  the  spleen.1  Extensive  studies  by  Jandl 
and  his  co-workers  indicated  that  splenic  trap- 
ping could  be  induced  in  a variety  of  ways, 
including  the  use  of  anti-D  antibodies.5  In  1960, 
Johnson,  Herion,  and  Mooring  carried  out  the 
first  spleen  scans  in  human  subjects  utilizing 
Jandl’s  discovery  that  incomplete  anti-D  anti- 
bodies led  to  splenic  trapping  of  the  cells.8  Dis- 
advantages of  the  method  were  that  it  could 
not  be  used  in  D-negative  patients,  necessitated 
typing  of  each  patient’s  blood,  and  occasionally 
induced  toxic  reactions  in  the  patients. 

Shortly  thereafter,  splenic  scanning  based  on 
the  heat  treatment  of  Cr5i  labelled  red  cells 
was  described.7  Subsequently  the  technique  has 
been  used  extensively'  in  numerous  laboratories. 
The  heating  technique  produced  clearly  deline- 
ated images  of  the  spleen.  In  addition,  study  of 
the  heat-treated  erythrocytes  provided  useful  in- 
formation on  the  sites  and  mechanisms  of  se- 
questration of  damaged  and  aging  red  cells.8 
Distinctive  patterns  of  sequestration  of  damaged 
erythrocytes  were  observed,  depending  on  the 
degree  of  damage  to  the  red  cells.  Early  signs 
of  injury,  produced  by  mild  heat  treatment  or 
by  exposure  to  low  concentrations  of  various 
chemical  substances,  resulted  primarily  in  splenic 
sequestration  of  the  erythrocytes.  More  severe 
injury  to  the  cells  resulted  in  both  hepatic  and 
splenic  sequestration.  Very  severe  damage  re- 


sulted in  hepatic  rather  than  splenic  sequestra- 
tion as  the  reticuloendothelial  system  increased 
its  participation  in  removal  of  the  damaged  cells. 

This  led  to  one  disadvantage  of  the  heating 
technique,  i.e.,  that  the  degree  of  heating  had  to 
be  carefully  controlled.  If  the  heating  was  exces- 
sive, the  damaged  red  cells  accumulated  in  the 
liver  as  well  as  in  the  spleen. 

In  attempting  to  improve  the  technique  of 
splenic  scanning,  the  sulfhydryd  inhibitor,  N- 
ethyl-maleimide  was  evaluated.1  This  technique 
did  not  produce  better  splenic  scans  than  those 
obtained  by  the  heat  treatment  method  and  was 
somewhat  limited  by  spontaneous  variability  in 
the  concentration  of  sulfhydryd-containing  en- 
zymes in  the  patient’s  red  cells.  The  latter  led 
to  a variability  in  the  effect  of  the  N-ethyl- 
maleimide  and  consequently  in  the  relative 
splenic  and  hepatic  sequestration  of  the  N- 
ethyd-maleimide-treated  cells. 

Attention  was  then  directed  to  an  organic 
mercurial  compound,  l-mercuri-2-hy'droxypro- 
pane,  as  a possible  substance  for  splenic  scan- 
ning. In  1957,  while  studying  the  relationship 
between  structure  and  diuretic  activity  of  a 
series  of  mercurial  compounds,  Kessler,  Lozano 
and  Pitts  included  the  compound  1-iodomercuri- 
2-hydroxypropane.e  Since  this  material  had  no 
diuretic  effect,  the  attention  of  Pitts  and  his 
collaborators  was  not  particularly  directed  to- 
ward their  observation  of  an  unusually  high 
concentration  of  the  material  in  the  spleen. 
Fortunately,  they  included  organ  distribution 
data  in  their  report.  Because  of  our  interest 
in  the  possible  use  of  this  compound  in  splenic 
scanning,  we  synthesized  a related  compound, 
l-bromomercuri-2-hydroxypropane  ( BMHP ) . 

The  details  of  the  method  of  preparation  of 
l-bromomercuri-2-hydroxypropane  (BMHP)  and 
its  parent  compound,  l-mercuri-2-hydroxypro- 
pane  (MHP)  have  been  described  in  a recent 
report.2  Subsequent  to  its  synthesis,  we  found 
that  95  per  cent  of  the  radioactivity  was  tightly 
bound  by  human  erythrocytes.  The  second  im- 
portant finding  was  that,  when  present  in  the 
proper  chemical  concentration  (1  to  2 mg/ml  of 
red  blood  cells),  MHP  led  to  sequestration  of 
red  blood  cells  by  the  spleen. 

technique  of  splenic  scanning  with  MHP 

The  technique  is  as  follows:  0.5  to  15  ml  of 
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Fig.  1.  a.  Normal  spleen  as  visualized  with  mercury-labelled 
l-mercuri-2-hydroxypropane,  (MHP).  b.  Anterior-posterior 
and,  c.  lateral  views  of  the  spleen  in  a young  patient  with 
cirrhosis  of  the  liver  (MHP  scan). 


whole  blood  is  withdrawn  from  the  patient,  the 
needle  being  left  in  the  antecubital  vein.  The 
blood  is  added  to  a sterile  vacutainer  containing 
100p,c  of  Hg203  or  300/-IC  of  Hgi’7  labelled 
MHP,  together  with  1 mg  of  stable  MHP  per 
ml  of  packed  red  cells.  After  several  inversions 
of  the  tube  to  insure  mixing,  the  blood  is  with- 
drawn into  the  same  syringe  and  immediately 
injected  into  the  patient.  The  scanning  proced- 
ure is  routinely  carried  out  one  to  two  hours  after 
injection,  but  can  be  delayed  for  a period  of  four 
to  five  hours. 


splenic  scanning 

Successful  visualization  of  the  spleen  with 
MHP  has  been  obtained  in  over  200  patients. 
The  appearance  of  the  normal  spleen  is  illus- 
trated in  Figure  1.  a.  The  concentration  of  the 
labelled  mercurial  in  the  region  of  the  spleen 
permits  clear  delineation  of  the  organ.  The 
scans  obtained  with  MHP  are  not  significantly 
different  from  those  obtained  with  the  heat- 
treated  Cr5i  method.  Examples  of  abnormalities 
of  the  spleen  are  illustrated  in  Figures  1.  b.  and 
c.  and  2.  a.  and  b. 


Fig.  2.  a.  Intrasplenic  abscess  in  a patient  with  fever  and 
pain  in  the  left  upper  quadrant  of  the  abdomen.  A ring  of 
radioactivity  can  be  seen  surrounding  the  area  of  de- 
creased activity  at  the  medial  portion  of  the  spleen, 
b.  Multiple  space-occupying  lesions  of  the  spleen  yielding 
a mottled  appearance  in  a distribution  of  the  radio-activity 
in  a patient  with  reticulum  cell  carcinoma. 
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Certain  differences  between  the  original  heat- 
treatment  method  and  the  MHP  method  are 
noteworthy.  The  latter  is  technically  easier  since 
it  eliminates  the  need  to  heat  the  cells  in  a 
water  bath  or  oven  for  one  hour  prior  to  in- 
jection. The  cells  can  be  injected  into  the  patient 
within  minutes  of  being  withdrawn.  The  needle 
can  be  left  in  place,  eliminating  the  need  for  a 
second  venipuncture. 

A second  difference  is  the  fate  of  the  radio- 
activity after  the  red  cells  have  been  sequestered 
by  the  spleen.  With  the  Cr5i  method,  splenic 
radioactivity  decreases  with  a half-time  of  about 
one  week,  and  the  radioactivity  is  excreted  in 
the  urine.  In  contrast,  radioactive  mercury  leaves 
the  spleen  between  four  and  eight  hours  after 
injection  and  subsequently  accumulates  pre- 
dominantly in  the  kidneys  and  liver.  A third 
difference  is  the  distribution  of  radioactivity' 
when  the  labelled  cells  are  injected  in  a patient 
without  a spleen.  With  MHP,  radioactivity  ac- 
cumulates in  the  kidneys,  liver,  and  bone  mar- 
row. With  the  Cr5i  method,  in  a splenectomized 
patient,  the  radioactivity  accumulates  primarily 
in  the  liver.  Because  of  the  renal  accumulation 
of  radioactive  mercury,  the  Cr5i  method  is  pre- 
ferable in  the  examination  of  a patient  in  the 
search  for  an  accessory  spleen.  With  radio- 
mercurv,  the  left  renal  shadow  interferes  with 
the  detection  of  accessory  splenic  tissue. 

radiation  and  chemical  toxicity 

In  extensive  studies  of  diuretic  and  non- 
diuretic mercurial  compounds  in  dogs,  it  has 
been  established  that  chemical  doses  of  one  mg 
of  mercury  per  kg  body  weight  are  safe.  Using 
labelled  MHP,  one  should  keep  the  dose  of 
mercury  invariably  below  0.1  mg/kg  body 
weight.  At  this  low  level,  toxic  reactions  should 
never  occur. 

What  of  the  radiation  hazard?  Since  the  la- 
belled red  cells  are  promptly  cleared  from  the 
blood,  the  total  body  radiation  is  negligible.  Nor 
is  splenic  radiation  significant  since  the  radio- 
activity remains  in  the  spleen  for  only  a few 
hours.  The  limiting  organ  from  the  standpoint 
of  radiation  is  the  kidney.  The  urinary  excre- 
tion of  the  radioactivity  is  at  a nearly  constant 
rate  of  about  0.5  per  cent  of  the  dose  per  day. 
Fortunately  at  least  one-quarter  of  the  radio- 
activity appears  in  the  stool,  presumably  the 
result  of  biliary  excretion.  Using  the  criteria  of 


Marinelli  and  Quimby,  the  radiation  to  a 150 
gm  kidney  from  a dose  of  100/xc  of  Hg203  BMHP 
is  approximately  70  rad.  The  use  of  Hgi97  is 
preferable,  since  the  radiation  dose  will  thereby 
be  reduced  to  at  least  one-tenth. 

Johns  Hopkins  University  (21206) 
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abstract  o 

La  absorcion  de  calcio  es  medida  por  la  ad- 
minstracion  oral  de  gluconato  de  calcio  conteni- 
endo  una  pequeha  cantidad  de  Ca*$  segttida  por 
la  administracion  endovenosa  de  Ca^ . Las 
materias  fecales  son  marcadas  con  oxido  cromico. 
La  recuperacion  de  isotopos  de  las  materias 
fecales  y la  orina,  es  la  base  para  el  calculo 
de  la  absorcion  de  calcio.  La  validez  de  esta 
prueba,  se  ha  encontrado  adecuada.  El  calcio 
se  absorbe  macho  mas  rdpidamente  de  una 
solucion  que  de  una  mezcla  solida;  la  primera 
se  absorbe  en  la  porcion  alta  del  intestino  del 
gado.  La  mayor  parte  de  la  absorcion  de  calcio 
en  la  forma  solida  toma  lugar  en  el  ileum. 
La  absorcion  de  calcio  esta  considerablemente 
aumentada  en  el  hiperparatiroidismo  y dismin- 
uida  en  los  estados  de  malabsorcion. 
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Attempts  at  Visualization  of  the  Parathyroid  and 
Pancreas  by  Photoscanning 

WILLIAM  H.  BEIERWALTES,  M.D.  Ann  Arbor,  Michigan 


Methionine  labelled  with  selenium 75  has  given  better  residts  in  parathyroid 
scanning  than  cobalt 57  labelled  vitamin  B12.  The  problem  met  is  that  of  relative 
tissue  concentrations  when  the  parathyroid  nodule  is  in  the  vicinity  of  thyroid 
tissue.  Localization,  however,  has  been  very  helpful  to  the  surgeon  searching 
for  functioning  parathyroid  tumor.  The  same  preparation  has  been  used  in 
pancreas  scanning  but  the  procedure  has  been  abandoned  during  search  for 
better  methods.  Neither  of  these  attempts  can  be  considered  highly  successful 
but,  at  least  a beginning  has  been  made  and  improvements  will  be  of  definite 
aid  to  physicians  studying  these  glands. 


Fig.  1.  The  normal  range  of  locations  of  the  inferior  para- 
thyroid glands.  (Reprinted  by  permission  from  Ann  Surg 
114:  706,  October,  1941,  Cope,  “Surgery  of  Hyperpara- 
thyroidism.”) 

HYPERFUNCTIONING  PARATHYROID  ADENOMA 

F igiire  1 poses  the  clinical  problem  that  we 
are  attempting  to  solve  with  radioisotope  lab- 
elled compounds  and  the  photoscanner. 

We  have  all  had  patients  with  a clear-cut 
clinical  diagnosis  of  hyperparathyroidism,  pre- 
sumably due  to  a hyperfunctioning  parathyroid 
adenoma.  Although  95  per  cent  of  such  tumors 
are  found  in  the  neck,  they  are  frequently  dif- 
ficult to  find  and  recognize.  In  addition,  as 
shown  in  figure  1,  they  may  be  found  over  a 
wide  area  of  the  neck  and  chest  and  the  surgeon 
may  have  no  clues  as  to  location  of  the  tumor. 


If  such  a patient  could  be  given  a tracer  dose 
of  a radioisotope  labelled  compound  intraven- 
ously and  then  a two  dimensional  picture  of  the 
tumor  could  be  drawn  with  the  use  of  a photo- 
scanner as  sharply  as  we  now  depict  the  exact 
location  of  brain  tumors,  a great  stride  would 
have  been  made  in  decreasing  the  morbidity  and 
mortality  of  both  this  disease  and  its  surgical 
treatment. 

Co57B12 

Our  first  attempts  to  solve  this  problem  in- 
volved the  use  of  Co57  labelled  vitamin  B12.1 
As  shown  in  table  1,  the  relative  tissue  concen- 
tration of  CoS 7 Bio  was  adequate  to  reveal  para- 
thyroid tissue  when  it  was  clearly  separate  from 
the  thyroid  area  but  demonstrated  too  little  dif- 
ferential concentration  when  the  parathyroid 
adenoma  was  in  the  region  of  the  thyroid. 

Table  1 

Co-57  B-12  Relative  Tissue  Concentrations 
At  Operation  One  Day  After  Injection  (ggc/mg) 


Parathyroid 

0.52 

Thyroid 

0.32 

Muscle 

0.13 

Blood  (at  six  hours) 

0.22 

Relative  concentration  factor  was  less  than 
two  in  parathyroid  vs  thyroid,  but  was  four  when 
comparing  parathyroid  adenoma  with  tis- 
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sues  outside  the  thyroid  area.  The  prin- 
cipal problem,  however,  is  that  the  Co57 
B12  at  present  has  such  low  specific  activity 
that  you  cannot  give  a true  tracer  dose.  In  addi- 
tion, the  liver  concentrates  a relatively  large 
percentage  of  the  tracer  and  the  Co57  Bi2  is  held 
in  the  liver  for  a long  period  of  time.  Although 
much  further  work  in  this  area  is  justified,  and 
is  being  carried  out,  we  have  turned  to  the  use 
of  Se75  labelled  methionine  on  a lead  from  Pot- 
chen  and  the  statement  that  Sodee  had  already 
been  able  to  perform  satisfactory  visualization 
of  parathyroid  adenomata  using  this  com- 
pound.2-4 

Se75  Methionine 

Following  are  the  chemical  formulae  of  methi- 
onine and  methionine  with  selenium  substituted 
for  sulphur. 

CH  -S-CH  -CH  -CH-COOH 

3 2 2 

NH 

2 

Methionine 

CH  -Se-CH  -CH  -CH-COOH 

3 2 2 

I 

NH 

2 

Selenomethionine 

This  labelled  compound  was  developed  by 
Blau  and  Bender.  The  Se75  has  a physical  half 
life  of  128  days  and  the  only  emission  is  gamma, 
of  .27  mev. 


PARATHYROID  SCAN 


L.C.  #148116 

250  mc  Se75 
Methionine 

Time:  8 hr. 

Date:  8/23 


Supra  Sternal  Notch 


Fig.  2.  Photoscan  taken  at  eight  hours  after  injection  of 
250  ^c  of  Se75  labelled  methionine.  An  area  of  concen- 
tration of  radioactivity  is  seen  slightly  to  the  right  of  the 
midline  and  just  below  the  top  of  the  thyroid  cartilage. 
This  location  was  recorded  on  the  chart  preoperatively. 


Figure  2 is  a scintillation  scan  in  our  first  pa- 
tient showing  the  location  of  a parathyroid  ade- 
noma just  below  and  to  the  right  of  the  thyroid 


Fig.  3.  Thyroid  scan  in  the  patient  whose  parathyroid  scan 
is  shown  in  figure  2. 


Fig.  4.  Parathyroid  adenoma  in  situ  with  right  lobe  of 
thyroid  retracted  to  left.  The  tumor  is  located  in  the 
area  of  radioactivity  shown  in  figure  2. 


notch.  Figure  3 is  a scan  of  the  thyroid  gland  in 
this  same  patient  showing  that  the  localization 
indicated  in  figure  2 is  not  part  of  the  thyroid. 
Figure  4 is  of  the  parathyroid  adenoma  at  the 
time  of  operation,  in  approximately  the  same 
location  as  shown  by  the  scan.  The  surgeon  did 
not  find  the  parathyroid  adenoma  at  first  but, 
because  the  scan  was  in  front  of  him  in  the 
operating  room,  he  kept  looking  in  the  area  in- 
dicated by  the  scan  and  finally  was  successful. 
Figure  5 is  of  the  location  of  the  adenoma  ar- 
ranged by  the  surgeon  at  completion  of  the 
operation. 

Figure  6 represents  a model,  made  to  simulate 
relative  tissue  concentrations  of  Se75  methionine 
in  parathyroid  and  other  tissues. 
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Fig.  5.  Location  of  the  parathyroid  adenoma  arranged 
after  surgery. 


Fig.  6.  Model  with  two  mock  tumors  in  a background  of 
Se5  radioactivity  one-third  that  in  the  “tumors.”  The 
model  simulated  radioactivity  concentration  found  in 
tissue  counting  studies  in  patients.  The  bottle  contains 
one  liter  6.0  /in c/10-3  cc.  Capsule  above,  left,  contains  20 
m^c/10-3  cc  - 1.0  cc.  Capsule  above,  right,  contains  20 
hvlC/10-3  cc  - 2.0  cc. 

Figure  7 is  the  photoscan  obtained  over  this 
model  indicating  that  it  is  reasonable  to  expect 
photoscan  delineation  of  parathyroid  adenomata 
on  the  basis  of  relative  tissue  concentrations, 
and  size  of  the  expected  adenomata. 

The  radiation  dose,  based  upon  a 240-day 
follow-up  of  two  patients  after  a 250  fie  tracer 
dose,  has  been  found  to  be  approximately  2.0 
rads  whole  body  dose.4 

the  future 

What  is  the  best  time  after  a tracer  dose  to 
start  the  photoscan?  Figure  8,  taken  from  the 
article  by  Oldendorf  shows  that  the  blood  concen- 
tration of  Se75  methionine  becomes  minimal  at 
30  minutes  and  then  rises  fairly  rapidly  to  a 
plateau  at  about  6 hours.5 

We  have  found  a similar  pattern  in  the  dog. 
In  a series  of  experiments  in  dogs  we  have  found 


. ** 


Fig.  7.  Scan  of  mock  tumors  shown  in  figure  6.  They  are 
easily  detected  with  the  photoscanner  under  conditions 
simulating  a clinical  situation. 


Fig.  8.  Blood  concentration  of  Se 75  methionine  after  a 
single  intravenous  dose.  (Reprinted  by  permission  from 
J Nucl  Med  4:  231-233,  1963,  Oldendorf  and  Kitano, 

“Selenomethionine  Reappearance  in  Blood  Following  In- 
travenous Injection.”) 

that  the  parathyroid  gland  concentration  of  Se75 
methionine  is  considerably  higher  two  hours 
after  the  tracer  dose  than  at  24  hours  or  48 
hours.  Although  tissue  analyses  at  many  other 
intervals  after  tracer  doses  should  be  carried 
out  to  be  sure,  these  data  have  lead  us  to  start 
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scanning  10  minutes  after  the  tracer  dose  is  ad- 
ministered. We  start  scanning  just  below  the 
chin  and  move  downward  to  about  the  third 
or  fourth  intercostal  space  anteriorly,  covering 
the  width  of  the  neck. 

two  problems 

The  two  principal  problems  in  use  of  Se?5 
methionine  for  this  purpose  at  present  are:  first, 
the  present  impurity  of  the  Se75  methionine,  and 
second,  concentration  of  Se75  bv  bone  marrow. 
Figure  9 is  one  of  our  initial  chromatograms  of 
Se75  methionine. 


NINHYDRIN  STAINED  CHROMATOGRAM  Of  SE75METHIONINE 

NINHYDRIN  STAINED  CHROMATOGRAM  OF  L-  METHIONINE 

LOCATION  OF  RADIOACTIVITY  ON  SE-METH  CHROMATOGRAM 


Fig.  9.  Unidimensional  ascending  paper  chromatographic 
analysis  of  Se75  methionine  in  butanol,  acetic  acid,  and 
water  solvent.  Ninhydrin  staining  reveals  three  collections 
of  amino  acids  other  than  methionine  although  all  of  the 
Sets  radioactivity  migrates  at  the  same  Rf  as  pure 
methionine  (.50). 

It  can  be  seen  that  there  are  at  least  three 
other  groups  of  amino  acids  besides  methionine. 
Fortunately,  however,  all  of  the  Se75  label  is  on 
the  amino  acid  methionine.  In  more  recent 
studies  on  other  batches  using  two  dimensional 
chromatography,  we  have  found  from  19  to  30 
other  amino  acids.  There  are  at  least  two  manu- 
facturers at  present,  however,  who  can  pro- 
duce chromatographically  pure  methionine. 


Fig.  10.  Selenomethionine  scans  suggesting  bone  marrow 
concentration. 


Examination  of  Figure  10  shows  that  Selen- 
iam75,  at  the  time  intervals  stated,  seems  to  con- 
centrate in  the  area  of  the  cervical  and  thoracic 
spine,  the  sternum,  and  even  the  clavicles.  This 
suggested  to  us  that  there  was  bone  marrow 
concentration.  Data  obtained  by  Penner  on  con- 
centration of  Se75  in  the  bone  marrow  one-hour 
after  administration  of  the  tracer  dose  are  shown 
in  table  2. 8 

Table  2 


Relative  Tissue 

Concentrations 

One  Hour  After  100 

uc  Se‘;'  Methionine 

cpm/'ml 

Bone  Marrow 

Peripheral 

Blood 

3,363 

140 

Marrow; 

WBC 

6% 

Fat 

8 % 

Plasma 

40% 

RBC 

36% 

Penner  also  showed  that  the  radioactivity 
goes  primarily  to  the  plasma  but  continues  to 
rise  in  the  proteins  of  the  erythrocytes  as  the 
plasma  radioactivity  decreases,  (Figure  11). 


3800 


SELENO- METHIONINE  INCORPORATION  INTO  HUMAN  PLASMA 
AND  ERYTHROCYTES. 

(J.A.  Penner,  Simpson  Institute,  University  of  Mictuqon) 

Fig.  11.  Appearance  of  Se"5  methionine  in  red  blood  cells 
and  disappearance  from  red  blood  cells  and  plasma  to  140 
days  after  intravenous  injection  of  200  m c of  Se75  labelled 
methionine.  Disappearance  from  plasma  is  most  rapid. 

summary  of  our  experience  to  date 

Using  Se75  methionine,  we  have  scanned  six 
patients  later  found  to  have  a hyperfunctioning 
parathyroid  adenoma.  The  adenoma  was  defin- 
itely localized  in  two  patients.  Both  patients  had 
adenomas  greater  than  3 cm  in  diameter  and  the 
adenomas  were  relatively  near  the  surface  of  the 
skin  and  in  the  neck.  Obviously,  we  have  not 
solved  this  problem  but  a beginning  has  been 
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made,  and  we  are  currently  working  on  other 
techniques  designed  to  detect  smaller  adenomas 
and  adenomas  present  in  the  chest. 

PANCREAS 

The  additional  clinical  problem  here  that  we 
are  currently  attempting  to  solve  using  radioiso- 
tope labelled  compounds  and  the  photoscanner 
is  that  of  trying  to  diagnose  a carcinoma  of  the 
body  or  the  tail  of  the  pancreas  or  pancreatitis 
in  a patient  where  this  diagnosis  is  suspect.  Most 
of  us  feel  that  the  presently  available  tests  leave 
room  for  improvement  in  making  this  diagnosis 
and  almost  any  help  would  be  welcome. 

the  compound 

The  same  Se75  labelled  methionine  compound 
described  above  in  connection  with  the  para- 
thyroid adenoma  is  used  here.8 

the  protocol 

Following  is  our  protocol  for  performing  this 
test:  a.— High  protein  breakfast  8 a.m.;  b.— Cece- 
kin  vitrum  (secretion,  pancreozymin)  I.V.  11 
a.m.;  c.— Se75  methionine  3-3.5  /xc/kg  I.V.  12 
noon;  d.— Begin  scan  12:30  p.m. 


Fig.  12.  Photoscan  of  pancreas  after  Se75,  in  a man 
found  to  have  a normal  pancreas  at  operation. 

Two  glasses  of  milk  are  given  at  the  time  of 
breakfast,  hopefully,  to  decrease  the  uptake  of 
methionine  by  the  liver.  There  is  little  residual 
Se75  methionine  left  in  the  pancreatic  region 
after  3 hours.  The  patient  is  scanned  in  the 


supine  position  at  30  minutes,  1 hour  and  2 
hours.  This  protocol  is  very  much  like  that  of 
the  originators  of  this  test.8  The  calculated  ra- 
diation dose  is  approximately  .6  rad  of  whole 
body  radiation. 

Principal  use  of  this  technique  has  been  in 
attempts  to  visualize  neoplasms,  cysts,  pseudo- 
cysts and  pancreatitis. 

results 

Figure  12  shows  a relatively  normal  photoscan 
on  a 70-year-old  male  who  had  cholecystitis 
but  was  found  to  have  an  apparently  normal 
pancreas  at  the  time  of  cholecystectomy. 

Figure  13  is  the  photoscan  of  a 40-year-old 
male  who  had  cholelithiasis  and  pancreatitis  and 
was  found  to  have  a pseudocyst  of  the  pancreas 
at  the  time  of  laparotomy.  Little  pancreatic  tis- 
sue visualization  is  seen  and  there  appears  to 
be  an  indentation  of  the  liver  in  the  exact 
location  of  the  pseudocyst. 


Fig.  13.  Pancreas  scan  in  a man  with  cholelithiasis  and 
pancreatitis  with  a pseudocyst  of  the  pancreas  apparently 
indenting  the  liver. 


Fig.  14.  Relatively  normal  pancreas  scan  in  a patient  who, 
at  autopsy,  had  severe  and  extensive  pancreatitis. 
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Figure  14  is  the  photoscan  of  a 46-year-old 
male  with  familial  pancreatitis  who,  at  autopsy, 
had  severe  and  extensive  pancreatitis.  It  can  be 
noted  that  the  scan  is  normal  and  that  it  blends 
in  with  the  liver. 

This  last  case  indicates  that  attempts  to  scan 
the  pancreas  leave  much  to  be  desired  at  present. 

our  use  of  the  pancreas  scan  at  present 

Unfortunately,  the  cost  of  the  radioisotope 
labelled  compound  is  so  high  that  the  expense 
of  about  $125  per  scan  is  not  justified  in  view 
of  the  diagnostic  weaknesses  of  this  test  at  pres- 
ent. As  a result,  we  have  discontinued  the  use 
of  pancreatic  scanning  after  a trial  period  of 
about  six  months.  We  are  experimenting  with 
other  compounds  that  we  are  synthesizing  in 
our  laboratory.  We  hope  there  will  be  a more 
uniform  glandular  uptake  of  the  labelled  com- 
pound during  a time  interval  of  30  to  60  min- 
utes. Sodee  has  advocated  the  use  of  a lead 
shield  to  shield  out  the  liver  and  thus  enhance 
the  picture  of  the  pancreas. 

Although  this  test  is  imperfect  at  present,  the 
most  important  aspect  of  this  study  has  been 
that  an  entering  wedge  has  been  driven;  the  pan- 
creas has  been  visualized  directly  with  a rela- 
tively simple  and  atraumatic  technique.  I am 
confident  that  in  the  relatively  near  future  an- 
other radioisotope  labelled  compound  will  suc- 
cessfully visualize  the  pancreas  at  practical  cost. 
The  test  will  be  adopted  as  a routine  of  definite 
aide  to  the  physician  attempting  to  make  a 
diagnosis  of  pancreatic  disease.  ■ 

University  Hospital  (48104) 
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abstract  o 

Metionina  marcada  con  seleniot 5 ha  dado 
mejores  resultados  en  examen  de  las  paratiroides 
que  la  vitamina  B12  marcada  con  cobalto 57.  El 
problema  encontrado  es  uno  de  concentraciones 
relativas  en  los  tejidos  cuando  el  nodulo  prara- 
tiroideo  esta  en  vecinidad  con  tejido  tiroideo. 
La  localizacion,  sin  embargo,  ha  sido  muy  util 
al  cirujano  en  la  busqueda  de  tumores  para- 
tiroideos  funcionales.  La  misma  preparacion  ha 
sido  usada  en  el  examen  del  pancreas  pero  el 
procedimiento  ha  sido  abandonado  en  busca 
de  mejores  metodos.  Ninguno  de  estos  intentos 
ha  sido  considerado  altamente  satisfactorio  pero 
al  menos  se  ha  hecho  un  comienzo  y mejoras 
seran  de  utilidad  definitiva  para  los  medicos 
que  estudien  esas  glandulas. 


During  the  Alaskan  Earthquake 

The  following  is  an  excerpt  from  a letter  by  Dr.  James  Fraser,  who  was  stationed  at 
Elmendorf  Air  Force  Base,  Anchorage,  during  the  quake. 

It  was  immediately  obvious  that  the  hospital  would  have  to  be  evacuated. 
Everyone  kept  his  head  and  the  building  was  vacant  in  twenty  minutes.  Everything 
was  moved  into  the  various  quarters  built  around  the  area,  which  were  relatively  un- 
damaged. Within  one-and-a-half  hours  we  had  delivered  twins,  sewn  up  a number 
of  lacerations,  and  had  a major  surgery  set  up  and  ready  to  use.  This  was  all  done  by 
the  staff  on  duty,  just  doing  what  seemed  right.  As  one  Colonel  said  later,  “It  is 
obvious  than  no  one  tried  to  organize  it  at  first,  everything  went  too  well.” 

Published  in  Report  to  the  Alumni  University  of  Oregon 
Medical  School,  May,  1964. 
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Thyroid  Function  Tests 

J.  THOMAS  DOWLING,  M.D.  Seattle,  Washington 


Principal  determinants  of  protein  bound  iodine  131  are:  radioiodine  uptake, 
the  amount  of  hormone  in  the  thyroid  gland,  and  its  rate  of  release  into  the 
circulation.  Uptake  of  Zi3i  is  diminished  in  acute  thyroiditis,  and  may  be  in- 
creased or  decreased  in  chronic  thyroiditis.  Normal  rate  of  hormone  turnover  is 
50  pg  per  day  but  in  thyrotoxicosis  the  rate  may  reach  several  hundred  pg  per 
day.  The  reverse  is  true  in  myxedema.  Thyroxine  is  transported  by  being  bound 
to  thyroxine  binding  globulin  but  the  binding  activity  of  the  protein  may  be 
abnormal.  All  of  these  elements  of  iodine  metabolism  may  be  utilized  in  tests  em- 
ploying radioactive  iodine.  Together  with  other  tests  and  clinical  observation , 
isotope  tests  have  7narkedly  increased  the  accuracy  of  diagnosis. 


Eight  times  out  of  ten  the  diagnosis  of  thyro- 
toxicosis or  myxedema  can  be  confirmed  by 
measuring  either  the  24-hour  uptake  of  Ii3i  by 
the  thyroid  or  the  concentration  of  protein  bound 
iodine  (PBI)  in  the  serum.  Ninety-five  times  in 
a hundred  a combination  of  the  two  tests  will 
provide  the  answer.  Unfortunately,  most  of  us 
who  deal  with  these  problems  are  confronted 
with  the  five  to  ten  per  cent  of  the  patients 
in  whom  the  clinical  situation  is  unclear  and 
the  laboratory  tests  are  inconsistent. 

There  are  many  and  sometimes  unexpected 
ways  in  which  paradoxical  laboratory  results 
put  in  their  appearance  in  thyroid  diseases;  how- 
ever, knowledge  of  the  details  of  the  metabolism 
of  iodine  can  allow  tracing  out  of  the  site  of 
trouble.  For  that  reason  the  metabolic  pathways 
of  iodine  in  the  thyroid  have  been  reviewed  by 
Klebanoff  and  will  be  followed  here  in  the  case 
of  thyroid  hormone  and  its  metabolism.  Some 
comments  on  the  thyroiditides  have  been  in- 
cluded because  the  semantics  describing  them 
are  confusing  and  because  they  have  interesting 
pathophysiologies.  Finally,  as  a piece  cle  resist- 
ance (or  coup  de  gras  as  the  case  may  be) 
there  is  appended  a Thyroid  Diagnostic  Quiz 
that  includes  some  of  the  clinical  circumstances 


Dr.  Dowling  is  Associate  Professor  of  Medicine,  Univer- 
sity of  Washington  School  of  Medicine;  and  Physician- 
in-Chief  and  Head,  Division  of  Endocrinology  and  Metab- 
olism, King  County  Hospital,  Seattle. 

From  the  Departments  of  Medicine  of  King  County 
Hospital  and  University  of  Washington  School  of  Medi- 
cine. Seattle. 


in  which  our  clinical  and  laboratory  evaluations 
go  awry. 

concentration  of  PB/131,  or  conversion  ratio 

Once  thyroxine  has  been  sythesized  within  the 
matrix  of  the  thyroglobulin  molecule  it  must  be 
released  from  the  macroprotein  by  enzymatic 
hydrolysis.  The  liberated  hormone  enters  the 
circulation  by  passive  diffusion  across  the  folli- 
cular cell  and  capillary  endothelium.  Because  of 
the  normally  large  stores  of  preformed  hormone, 
the  rate  at  which  the  hormone  leaves  the  gland 
is  slow.  The  hormone  appears  to  enter  into  a 
distribution  equilibrium  between  hormone  sur- 
face-bound to  thyroglobulin  and  bound  to  the 
specific  thyroxine-binding  proteins  of  plasma.1 
It  can  be  shown  that  raising  the  binding  activity 
of  the  plasma  proteins  leads  to  an  increase  in 
the  rate  of  release  of  hormone,  suggesting  that  in 
some  circumstances  the  interaction  between  hor- 
mone surface-bound  to  thyroglobulin  within  the 
gland  and  hormones  bound  to  proteins  perfus- 
ing the  gland  is  a rate-limiting  step. 

From  a diagnostic  point  of  view,  this  phase  of 
iodine  metabolism  can  be  taken  advantage  of 
in  two  different  ways.  First,  the  fractional  rate 
of  release  of  hormone  from  the  gland  can  be 
estimated  by  allowing  a tracer  dose  of  1 1 3i  to 
accumulate  in  the  gland  sufficiently  long  so  that 
the  isotope  is  all  in  the  form  of  organic  iodine 


Supported  by  Grants  AM-05725  and  2A-5331  from  Na- 
tional Institutes  of  Arthritis  and  Metabolic  Diseases,  Na- 
tional Institutes  of  Health,  USPHS  and  by  Army  Contract 
DA-49-143-MD-2420  from  Surgeon  General,  U.S.  Army. 
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THYROID  DIAGNOSTIC  QUIZ 


Usually  the  diagnoses  of  hyperthyroidism  and  hypothyroidism  offer  no  difficidty.  Sometimes, 
however,  laboratory  tests  present  considerable  confusion.  Below  are  various  combinations  of  val- 
ues for  the  standard  thyroid  function  tests.  See  if  you  can  make  a diagnosis.  Answers  are  on 
page  808. 

RAI  Uptake 


6 hr. 

24  hr. 

PBI 

BMR 

Cholesterol 

Clinical  Notes 

1. 

34 

22 

10 

+48 

146 

Goiter,  muscular  weakness,  70-vr.-old  man. 

2. 

3. 

10 

28 

12 

— 5 

225 

Previously  hospitalized  11  months  earlier 
for  right  upper  quadrant  pain. 

0 

0 

13 

+70 

80 

Psychoneurotic  female. 

4. 

24 

23 

2.1 

-46 

435 

Firm  nodular  goiter,  55-vr.-old  female. 

5 

0 

0 

2.3 

+50 

220 

Paroxysmal  auricular  tachycardia  and  weight 
loss,  23-yr.-old  female. 

6. 

25 

30 

6.0 

+10 

250 

Multinodular  goiter  with  substernal  exten- 
sion. 

7. 

6 

28 

5.8 

+45 

245 

Hypertension. 

8. 

7 

13 

4.0 

—15 

105 

Hvpogonadal  male. 

9. 

6 

30 

6.1 

+50 

285 

Chronic  right  mastoiditis. 

10. 

15 

38 

9.2 

+20 

200 

Amenorrhea. 

11. 

15 

22 

2.0 

-15 

750 

Anasarca. 

12. 

0 

0 

8.2 

+15 

190 

Temp.  102F;  profound  malaise. 

13. 

12 

24 

4.9 

+40 

290 

Florid  facies  and  splenomegaly  in  62-yr.- 
old  man. 

14. 

85 

95 

1.8 

-20 

380 

Adolescent  with  huge  goiter  with  bruit. 

15. 

70 

75 

6.0 

+10 

400 

Acute  anuria. 

16. 

4 

8 

5.0 

+15 

270 

Cardiomegaly  and  dyspnea. 

17. 

6 

11 

6.0 

+ 5 

160 

Takes  vitamins. 

18. 

10 

18 

9.6 

-10 

285 

Carcinoma  of  prostate. 

19. 

8 

20 

3.8 

+30 

175 

Severe  osteoarthritis. 

20. 

8 

23 

2.9 

+10 

135 

Seizures. 

21. 

14 

20 

3.0 

+15 

140 

Exophthalmos  and  pretibial  myxedema. 

and  then  measuring  the  percentage  of  the  ad- 
ministered dose  that  remains  in  the  gland  once 
or  twice  daily  for  several  days.  This  is  merely 
an  extension  of  the  usual  24-hour  uptake  test. 
The  points  obtained  quickly  begin  to  follow  a 
declining  single  exponential,  the  slope  of  which  is 
the  rate  of  release.  This  rate  is  about  1.0  per  cent 
per  day  in  normals  and  5 to  20  per  cent  per  day 
in  some  goitrous  individuals  and  in  patients 
with  Graves’  disease.  The  slope  of  the  curve  can 
be  slowed  by  the  administration  of  Lugol’s  solu- 
tion (accounting  for  the  somewhat  more  rapid 
response  of  thyrotoxic  patients  to  this  agent  than 
to  other  goitrogens  in  therapeutic  use)  and  it  is 
slowed  by  the  administration  of  exogenous  hor- 
mone in  normal  individuals  and  in  about  60 
per  cent  of  goitrous  patients.  Accordingly,  it  can 
be  used  as  an  alternative  test  of  thyroidal  sup- 
pressabilitv  in  suspected  thyrotoxicosis.  Measure- 
ment of  the  release  rate  is  also  of  value  in  ac- 
curately calculating  the  dose  of  Ii3i  necessary 
to  treat  patients  with  thyrotoxicosis  since  the 
dose  of  irradiation  received  by  the  gland  depends 
on  the  duration  of  stay  of  the  isotope  in  the 


gland  in  addition  to  the  size  of  the  gland  and 
the  iodine  uptake. 

The  foregoing  variables:  the  amount  of  pre- 
formed hormone  and  its  rate  of  release,  also  af- 
fect the  interpretation  of  the  so-called  PBIi3i;  bu- 
tanal  extractable  iodinei3i  (BEI)  or  “conversion 
ratio.”  These  procedures  consist  of  measuring  the 
concentration  of  radioactivity  in  hormonal  form 
in  the  plasma  at  some  suitable  interval  after  ad- 
ministering a large  tracer  dose  of  Ii3i.  The  usual 
interval  is  72  hours  although  some  added  in- 
formation can  be  gained  by  performing  measure- 
ments at  24  and  48  hours.2  Nowadays  the  test 
can  be  performed  rapidly  and  accurately  by  the 
use  of  anionic  exchange  resins  which  allow 
separation  of  hormone  from  iodide.3  ‘Alterna- 
tively, by  72  hours,  most  of  the  circulating 
radioactivity  due  to  iodide  has  been  excreted  in 
the  urine  so  that  a measurement  of  radioactivity 
in  the  whole  plasma  sample  represents  prin- 
cipally hormone  or,  more  accurately,  the  plasma 
proteins  can  be  precipitated  with  trichloroacetic 
acid  and  washed  and  counted  to  give  the 
protein  bound  I'3i  (PBI).  The  test  is  not  ap- 
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preciably  affected  by  iodide  contamination  nor 
is  it  affected  by  organic  dyes.  It  has  particular 
use  in  diagnosis  of  thyrotoxicosis  but  it  requires 
a large  tracer  dose  of  Ii3i  and  the  patient-time 
involved  is  a drawback. 

the  intrathyroid  pool 

To  show  how  the  test  is  interpreted  and  to 
indicate  its  extreme  dependency  on  the  amount 
of  preformed  hormone  in  the  gland,  it  is  valu- 
able to  follow  through  some  simple  calculations 
comparing  different  clinical  situations.  These  are 
indicated  in  figure  1. 


Hyperthyroid 


250 y I with  3.0  % Dose 


Thyroidectomy 


I5rl  with  3.0 % Dose 


Fig.  1.  The  significance  of  the  PBI131  concentration  in 
plasma.  For  interpretation,  see  text.  (Taken  from  a slide 
prepared  by  S.  H.  Ingbar,  M.D.). 


In  the  normal,  euthyroid  individual,  the  thy- 
roid gland  contains  about  5,000  /xg  of  hormonal 
iodine.  If  a tracer  dose  of  I'3i  is  introduced  into 
this  system,  about  30  per  cent  of  the  administered 
dose  will  appear  in  the  intrathyroidal  organic 
iodine  pool  and  over  a period  will  be  uniformly 
distributed  in  it.  Once  this  has  occurred,  over 
the  first  day,  1 per  cent  of  this  30  per  cent  will 
appear  in  the  circulation;  that  is,  0.3  per  cent 
of  the  administered  dose  leaves  the  thyroid.  Put 
in  terms  of  concentration,  since  this  organic 
iodine  is  distributed  in  a volume  of  distribution 
of  about  10  liters,  the  concentration  of  PBIi3i 
on  the  average  that  day,  will  be  0.03  per  cent 
of  the  dose  per  liter  of  plasma. 

This  normal  situation  may  be  contrasted  with 
that  of  the  hyperthyroidal  individual.  Here  the 
content  of  preformed  hormone  in  the  gland  is 
usually  normal  or  increased.  The  rate  of  release 
of  hormone  in  the  gland  is  markedly  increased 
and  of  course  the  uptake  of  iodine  by  the  gland 
is  also  much  increased.  In  the  example,  60  per 


cent  of  the  administered  dose  is  taken  up  by  the 
thyroid  and  distributed  in  a pool  of  5,000  /xg  of 
hormonal  iodine.  It  is  now  released  at  5 per  cent 
per  day,  thereby  contributing  250  /xg  of  hor- 
monal iodine  to  the  circulation.  At  the  same  time 
5 per  cent  of  the  administered  dose  of  radio- 
activity in  the  gland  is  also  released  into  the 
circulation.  Thus  3 per  cent  of  the  adminis- 
tered dose  is  contributed  to  the  extrathyroidal 
pool.  In  terms  of  concentration,  since  the  volume 
of  distribution  of  extrathyroidal  hormone  is  the 
same  in  hyperthyroidism  as  in  euthyroidism, 
the  PBH31  would  be  0.3  per  cent  of  the  ad- 
ministered dose  per  liter  of  plasma.  Whereas 
the  uptake  of  radioactive  iodine  is  only  twice 
normal  in  this  hyperthyroid  individual,  there  is 
five  times  more  hormone  liberated  into  the  cir- 
culation over  any  interval  of  time  and  according- 
ly the  concentration  of  protein-bound  radio- 
activity is  10  times  normal. 

These  calculations  show  why  the  determina- 
tion of  the  PBH31  can  be  valuable.  It  is  a 
vernier,  so  to  speak,  on  the  scale  of  measure- 
ment of  function.  Differences  between  ilormal 
and  abnormal  are  magnified.  It  can  also  be 
appreciated  that  the  principal  determinants  of 
the  PBD31  are,  1— radioactive  iodine  uptake, 

2—  the  amount  of  hormone  in  the  thyroid  and, 

3—  its  rate  of  release  into  the  circulation.  It  can 
also  be  appreciated  that  the  test  is  less  valuable 
or  impossible  to  perform  in  states  of  thyroidal 
underactivity.  It  is  apparent  too  that,  as  is  true 
with  the  conventional  uptake  test,  the  procedure 
is  not  specific  for  thyrotoxicosis.  Abnormally  high 
values  would  be  expected  in  any  circumstance 
associated  with  hyperfunction  of  the  gland.  To 
illustrate  how  paradoxical  results  can  be  obtained 
with  this  test,  one  can  examine  the  patient  who 
has  undergone  subtotal  thyroidectomy  and  is  left 
with  a small  hyperfunctioning  remnant  of  gland. 
The  remnant  takes  up  as  much  of  the  radio- 
active iodine  as  it  can;  but,  because  of  its  small 
size,  this  amounts  only  to  10  per  cent  of  the 
administered  dose.  The  pool  of  hormone  within 
the  gland  is  also  small,  amounting  to  50  /xg  of 
hormonal  iodine  rather  than  5,000.  To  make  up 
for  this  deficit  the  hyperfunctioning  remnant 
releases  its  hormone  at  a rate  of  30  per  cent  per 
day.  Thus  30  per  cent  of  the  50  /xg  of  preformed 
hormonal  iodine  (15  /xg)  is  delivered  to  the 
circulation. 

In  contrast  to  the  situation  with  the  hor- 
monal stable  iodine,  quite  a different  situation 
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pertains  to  the  behavior  of  the  radioactive  tracer. 
Thirty  per  cent  of  the  10  per  cent  of  the  dose 
of  tracer  appears  in  the  circulation,  giving  a fig- 
ure of  3 per  cent  of  the  dose.  Thus,  although 
the  patient  has  too  little  thyroid  tissue  to  sustain 
peripheral  needs  for  hormone  and  is  developing 
myxedema,  there  is  a seemingly  paradoxical 
increase  in  the  concentration  of  PBI'3i  in  the 
circulation.  An  extreme  example  of  the  disparity 
between  the  radioactive  iodine  uptake  and  con- 
centration of  PBH31  is  the  case  of  subacute 
thyroiditis.  To  introduce  the  subject  it  may  be 
worthwhile  to  interrupt  the  discussion  of  iodine 
metabolism  to  define  the  various  thyroiditides. 

thyroiditis:  its  clinical  types  and 
laboratory  characteristics 

Classifications,  with  pseudonyms  and  epo- 
nyms,  for  thyroiditis  are: 

Acute  thyroiditis—  (pyogenic  thyroiditis,  in- 
fectious thyroiditis,  bacterial  thyroiditis,  suppur- 
ative thyroiditis)  refers  specifically  to  bacterial 
cellulitis  or  abscess  formation  within  the  gland. 
I have  seen  two  cases.  The  first  was  in  a woman 
with  pediculosis  capitus  who  developed  second- 
ary furunculosis  of  the  neck  with  metastatic  in- 
volvement of  the  thyroid.  The  second  was  a 
man  with  carcinoma  of  the  pyriform  sinus  who 
apparently  developed  a tract  into  the  thyroid 
and  consequent  cellulitis  of  the  gland.  The 
radioactive  iodine  uptake  is  surprisingly  un- 
affected by  this  disease. 

Subacute  thyroiditis—  (acute  thyroiditis,  de 
Quervain’s  thyroiditis,  granulomous  thyroiditis, 
giant  cell  thyroiditis)  is  the  acute,  self-limiting 
form  of  thyroiditis  which  exhibits  the  clinical 
hallmarks  of  1— exquisite  local  or  diffuse  tender- 
ness of  the  gland,  2— malaise  out  of  apparent  pro- 
portion to  the  extent  of  the  disease,  3— a high 
sedimentation  rate  or  level  of  C-reactive  protein, 
4— extreme  reduction  or  obliteration  of  the  radio- 
active iodine  uptake  and,  5— a paradoxically  high 
PBH31  24  hours  after  a tracer. 

Subacute  thyroiditis  comprises  what  is  per- 
haps the  most  dramatic  example  of  a lack  of 
correlation  between  the  radioiodine  uptake  and 
the  release  of  the  radioactivity  from  the  thyroid. 
Reduction  in  the  radioactive  iodine  uptake  in 
subacute  thyroiditis  is  so  striking  and  consistent 
that  the  diagnosis  cannot  be  made  in  its  absence. 
Even  when  the  gland  is  involved  only  focally,  as 
is  commonly  the  case  early  in  the  disorder,  the 
thyroidal  incorporation  of  radioiodine  will  be 


found  to  be  subnormal.  What  little  tracer  does 
enter  the  gland,  however,  rapidly  traverses  it 
and  leaves  the  gland  due  to  the  characteristic 
storage  defect  which  is  exemplified  histologically 
by  disruption  of  the  follicular  architecture  and 
leakage  of  peptides,  protelyosis  and  thyroproteins 
from  the  follicles.4  This  storage  defect  also  ac- 
counts for  the  frequent  finding  of  increased  con- 
centrations of  PBI  in  the  blood  and,  when  pro- 
teolysis is  very  active,  to  the  sudden  flooding  of 
calorigenic  material  into  the  circulation  which 
produces  a temporary  thyrotoxic  state.  It  should 
be  noted  that  rarely  this  disease  initiates  per- 
sistent thyrotoxicosis.  This  type  of  thyroiditis, 
in  contrast  to  the  following  varieties,  does  not 
lead  to  destruction  of  the  gland  and  permanent 
thyroid  failure. 

Chronic  thyroiditis  — (Hashimoto’s  disease, 
chronic  lymphoidal  thyroiditis,  lymphadenoidal 
thyroiditis,  lymphocytic  thyroiditis,  non-specific 
thyroiditis ) is  the  most  common  form  of  thyroid- 
itis and  the  one  which  comes  to  mind  when 
the  term  thyroiditis  is  used.  This  disease,  suspect- 
ed of  being  an  autoimmune  disorder,  is  associ- 
ated with  thyroid  failure,  does  not  appear  to  arise 
from  the  subacute  disease  and  is  associated 
with  a spectrum  of  functional  abnormalities  none 
of  which,  however,  are  specific  for  it.  Both  the 
24-hour  radioactive  iodine  uptake  and  the  con- 
centration of  PBI  may  be  high,  normal  or  low 
depending  on  the  extent  and  duration  of  the 
disease.  The  disease  process  is  inhibited  by 
thyroid  suppression  with  exogenous  hormone 
preparations  and  by  the  administration  of  gluco- 
corticoids. The  goiter  of  chronic  thyroiditis  is 
spectacularly  sensitive  to  pharmacological  doses 
of  iodide:  inflammatory  enlargement  of  the 
gland  can  occur  rapidly  in  patients  who  take 
agents  such  as  saturated  potassium  iodide  solu- 
tion. Moreover,  the  goiter  of  chronic  thyroiditis 
is  unusually  sensitive  to  small  doses  of  iodide  in 
that  the  anion  inhibits  hormone  formation  at 
very  low  concentrations.  This  can  be  shown  by  a 
thiocyanate-like  effect  on  the  uptake  pattern  of 
Ii3i  after  administration  of  doses  of  iodide  which 
do  not  affect  the  uptake  of  the  normal  glands, 
( Fig.  2 ) . The  phenomenon  also  occurs  in  Graves’ 
disease  and  in  certain  other  unclassified  goiters. 
It  is  characteristic  of  the  fetal  thyroid  and  may 
occur  in  the  newborn  thus  sometimes  accounting 
for  goiter  and  occasional  cretinism  in  infants 
delivered  of  women  who  have  taken  large  doses 
of  iodide  during  pregnancy.  Characteristic  also 
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Fig.  2.  The  effects  of  10  Mg/kg  body  weight  of  iodide 
on  the  thyroidal  incorporation  of  I131  by  the  thyroid 
glands  of  a father  and  daughter  with  proved  Hashimoto’s 
thyroiditis.  The  studies  were  performed  at  weekly  inter- 
vals in  the  following  sequence:  control  uptake  curve  (solid 
line),  iodide  administration  (dash-dot  line)  and  sodium 
thiocyanate  administration  (2.5  gm  intravenously).  Note 
the  prompt  discharge  of  thyroidal  radioactivity  follow- 
ing the  small  dose  of  iodide  and  the  lesser  effect  of 
thiocyanate.  These  latter  effects  illustrate  the  presence  of 
defective  organic  iodination  in  this  disease  and  the 
worsening  of  the  “block”  in  this  step  of  hormonal  synthesis 
by  iodide. 

of  chronic  thyroiditis  is  a tendency  towards  very 
active  concentration  of  iodide  regardless  of  the 
level  of  hormonal  formation.  This  reflects  itself 
in  an  early  uptake  of  radioactive  iodine  which 
often  approaches  that  of  the  24-hour  value, 
producing  a “square-shaped”  uptake  curve.  Fin- 
ally, from  a functional  point  of  view  these 
patients  often  exhibit  the  phenomenon  called 
“low  thyroid  reserve”  by  Jefferies.5  Despite  a 
fairly  normal  radioactive  iodine  uptake  and  con- 
centration of  PBI,  the  administration  of  thyro- 
tropin fails  to  produce  any  augmentation  in  these 
measurements  and  at  times  leads  to  a decrease  in 
the  radioactive  iodine  uptake.  The  concentration 
of  PBI  in  this  disease  is  often  higher  than  would 
be  predicted  from  the  patient’s  metabolic  status 
since  it  is  contributed  to  by  the  non-calorigenic 
iodopepides  and  iodoproteins  which  are  released 
from  the  gland.  It  is  not  unusual  to  see  patients 
with  a concentration  of  PBI  of  5 pg  per  100  ml 
who  are  clinically  myxedematous.  The  presence 
of  such  abnormalities  favors,  but  does  not  prove 


the  diagnosis  of  chronic  thyroiditis.  When  added 
to  detection  of  serum  antibodies  directed  against 
thyroproteins,  hypergammaglobulinemia  and  ab- 
normal serum  flocculation  tests,  they  allow 
characterization  of  the  frequency  of  this  type 
of  goiter  with  moderate  reliability.  At  first 
glance  these  kinds  of  pathophysiological  studies 
seem  more  complex  than  their  clinical  value  war- 
rants. But  the  performance  of  the  radioactive 
iodine  uptake  tests  and  screening  for  antithy- 
roid antibodies  are  in  fact  both  simple  and  eco- 
nomical. 

Riedel’s  thyroiditis- (woody  thyroiditis)  is  an 
extremely  rare  disease  characterized  by  exten- 
sive, invasive  fibrosis  of  the  gland.  It  is  prob- 
ably related  to  other  forms  of  idiopathic  axial 
fibrosis  such  as  mediastinal  fibrosis  and  retro- 
peritoneal fibrosis  or  liposclerosis.  Since  these 
disorders  are  associated  with  intensive  fibrosis 
and  collections  of  plasma  cells  and  occur  from 
time  to  time  in  individuals  with  allergic  histories, 
they  have  also  been  suspected  of  being  immuno- 
logical disturbances.  Occasionally,  the  ffbrotic 
change  in  subacute  thyroiditis  is  so  severe  that 
it  mimics  in  some  ways  the  fibrosis  of  Reidel’s 
struma.  However,  the  fibrosis  of  subacute  or 
granulomous  thyroiditis  does  not  extend  beyond 
the  capsule  of  the  gland  and  giant  cell  formation 
is  absent  in  Riedel’s  thyroiditis. 

serum  thyroxine-binding  and 
distribution  to  peripheral  tissues 

Once  thyroxine  is  delivered  into  the  circulation 
it  is  firmly  bound  to  specific  plasma  proteins  in 
such  a way  that  the  amount  of  “free”  hormone 
exists  at  a concentration  of  only  4x10  “ molar. 
During  zonal  electrophoresis  in  alkaline  buffers, 
the  hormone  is  bound  principally  to  an  inter- 
alpha globulin,  termed  the  thyroxine-binding 
globulin  (TBG),  (Fig.  3).  The  hormone  is  also 
bound  to  a protein  which  migrates  ahead  of 
albumin  called  the  prealbumin  thyroxine-binding 
protein  (TBPA).  When  progressively  larger 
amounts  of  thyroxine  are  added  to  plasma,  it 
can  be  shown  that  TBG  becomes  saturated  in  the 
range  of  20-25  p g per  100  ml  while  TBPA  accepts 
upwards  of  100  pg  per  100  ml  of  hormonal  io- 
dine. During  the  incremental  increase  in  the 
amount  of  thyroxine  it  can  also  be  noted  that 
progressively  greater  quantities  of  hormone  are 
bound  to  albumin.  The  protein  side  of  the  PBI 
coin  thus  consists  of  specific  binding  proteins 
which  carry  the  hormone  from  the  thyroid  to 
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Fig.  3.  Thyroxine-binding  by  serum  proteins  in  several 
clinical  states.  Top:  schematic  representation  of  major 
protein  bands  stained  with  bromphenol  blue  after  zonal 
electrophoresis  at  pH  8.6  in  trishydroxymethylamino- 
methane-sodium  malate  buffer.  Bottom  curves:  distribu- 
tion of  radioactivity  on  zonal  electrophoretogram  obtained 
from  sera  to  which  was  added  Ii3i-labelled  thyroxine 
in  tracer  amounts.  In  the  normal  serum  note  the  peak 
coinciding  with  the  interalpha  globulin  area  (TBG),  the 
peak  anodal  to  albumin  (TBPA)  and  the  small  amount  of 
radioactivity  associated  with  the  principal  secondary  car- 
rier, albumin.  Note  also  the  increased  proportion  of  radio- 
activity associated  wth  TBG  during  pregnancy  or  estro- 
gen administration  and  the  decreased  to  absent  radio- 
activity associated  with  TBPA  in  pregnancy  at  term  and 
acute  infection. 


the  peripheral  tissues.  It  imparts  the  character- 
istics of  a macromolecule  to  the  relatively  small 
hormonal  molecule.  Thus  the  volume  of  distri- 
bution of  hormone  (12-15  per  cent  of  body 
weight)  is  similar  to  that  of  the  plasma  proteins 
in  that  it  exceeds  the  vascular  volume  but  is 
smaller  than  the  extracellular  fluid  space.”'7 
Moreover,  the  fractional  rate  of  hormonal  turn- 
over, measured  by  following  the  rate  of  dis- 
appearance of  Ii3i  labelled  thyroxine  from  the 
circulation,  is  normally  at  the  slow  rate  of  about 
10  per  cent  per  day,  (Fig.  4). 

Useful  quantitative  information  can  be  gained 
by  measurements  of  the  fractional  rate  of  turn- 
over of  thyroxine.  For  example,  if  the  concen- 
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Fig.  4.  The  effect  of  estrogen  administration  in  the  turn- 
over of  serum  thyroxine.  Left:  disappearance  of  Iisi- 
labelled  thyroxine  from  the  plasma  of  a normal  subject. 
Right:  plasma  thyroxine  disappearance  during  adminis- 
tration of  10  mg  diethylstilbestrol  daily  to  the  same 
subject.  Note  the  slowing  of  the  half-time  of  disappearance 
by  the  estrogen.  The  T \'2  of  6.8  days  corresponds  to  a 
fractional  turnover  rate  of  10  per  cent/day.  The  volume  of 
distribution  of  hormone,  taken  by  extrapolation  of  the 
curves  to  zero  time,  is  10  liter. 


tration  of  hormonal  iodine  in  the  blood  is  5fxg 
per  100  ml  (50  /tig  per  liter)  and  the  hormone  is 
distributed  in  a volume  of  10  liters,  then  at  any 
time  there  are  500  [xg  of  hormonal  iodine  located 
outside  the  thyroid.  If  its  rate  of  turnover  is 
10  per  cent  per  day,  it  follows  that  the  amount 
of  hormonal  iodine  used  or  degraded  every 
day  is  50  /xg.  In  thyrotoxicosis,  as  a result  both 
of  an  increase  in  the  concentration  of  hormone 
in  the  blood  and  marked  acceleration  in  its 
fractional  rate  of  turnover,  the  daily  turnover 
of  hormonal  iodine  is  several  hundred  /xg  per 
day.  In  myxedema  the  reverse  is  true:  there  is 
marked  reduction  in  the  concentration  of  PBI 
and  slowing  of  the  fractional  rate  of  turnover  of 
hormone.  From  a clinical  point  of  view  it  is 
apparent  that  these  kinds  of  studies  show  why 
the  concentration  of  PBI  is  not  a perfect  indi- 
cator of  the  metabolic  status  of  the  patient.  Thus 
in  some  patients  with  thyrotoxicosis  a PBI  of  7 
is  as  significant  as  a PBI  of  11  in  another  equally 
toxic  patient  who  has,  however,  a somewhat 
slower  fractional  rate  of  hormonal  turnover. 
Another  example  is  foimd  in  patients  with  treated 
thyrotoxicosis  who  are  eumetabolic  but  carry 
concentrations  of  PBI  in  a subnormal  range. 
When  these  patients  are  further  studied  it  can  be 
shown  that  they  have  a persistently  rapid  rate 
of  hormonal  turnover.  Despite  their  lower  PBI, 
the  amount  of  hormone  reaching  the  tissues  daily 
is  normal. 

Disturbances  in  dynamics  of  turnover  of  thy- 
roid hormone  also  affect  other  laboratory  tests 
which  have  come  into  recent  vogue.  One  of  these 
is  the  so-called  red  cell  or  erythrocyte  uptake 
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test  or  its  more  recent  modification,  the  resin 
uptake  test.  These  in  vitro  tests  are  relatively 
simple  to  perform  and  have  diagnostic  value 
particularly  in  situations  where  the  concentra- 
tion of  PBI  or  BEI  is  contaminated  by  organic 
dyes.  Their  interpretation  depends  on  knowl- 
edge of  the  variable  present  in  the  system.  The 
principal  of  these  tests  can  be  briefly  summar- 
ized. To  a sample  of  the  patient’s  serum  or 
plasma  is  added  a small  tracer  quantity  of  I'3i 
labelled  thyroxine  or  triiodothyronine.  The  la- 
belled hormone,  mimicking  endogenous  hormone, 
binds  to  the  specific  binding  proteins.  To  the 
system  is  next  added  substances  such  as  red  cells 
or  anionic  exchange  resin  particles  which  serve 
to  compete  with  the  binding  proteins  for  the 
hormone  in  the  system.  After  an  appropriate 
period  of  incubation,  the  particles  suspended 
are  separated  from  the  serum,  washed  in  a 
rigidly  controlled  way  and  the  amount  of  radio- 
activity present  is  determined.  It  can  be  seen 
that  the  variables  are,  1— the  amount  of  hormone, 
2— the  amount  of  competing  surface  and  the 
affinity  for  the  hormone  of  either  the  red  cell 
or  resin  and,  3— the  binding  affinity  of  the  plasma 
proteins.  The  particulate  surface  used  in  the 
system  can  be  held  constant.  If  the  binding  pro- 
teins are  unaltered,  the  uptake  of  radioactivity 
by  the  particles  will  be  a direct  reflection  of  the 
amount  of  hormone  in  the  serum.  Thus  patients 
with  thyrotoxicosis  exhibit  high  values  and  myxe- 
dematous patients,  low  values.  Contaminating 
iodide  or  organic  iodine  compounds  do  not  enter 
into  the  equilibrium  and  therefore  do  not  affect 
the  system.  Very  often,  however,  the  binding  af- 
finity of  the  plasma-binding  proteins  is  not  nor- 
mal. Indeed  there  are  a bewildering  number  of 
non  thyroidal  disturbances  which  profoundly  affect 
the  way  in  which  the  hormone  is  bound  to  its 
transport  proteins. 

An  increased  binding  affinity  of  the  TBG  oc- 
curs as  an  idiopathic,  dominant  autosomal  abnor- 
mality in  which  the  individuals  are  completely 
eumetabolic  but  chronically  carry  concentrations 
of  PBI  in  a range  of  8 to  13  fig  per  100  ml.8  0 
The  pregnant  woman  represents  a common  ex- 
ample of  increased  binding  by  TBG.10  In  this 
state  the  concentration  of  PBI  is  normally  in  the 
thyrotoxic  range.  That  the  increased  binding  of 
pregnancy  is  due  to  the  elaboration  of  estrogens 
is  indicated  from  the  similar  changes  which  oc- 
cur in  patients  who  receive  large  doses  of  estro- 
gen such  as  for  carcinoma  of  the  breast  or  pros- 
tate. Here  the  concentration  of  PBI  is  also  often 


in  the  thyrotoxic  range.  Liver  disease  and  breast 
cancer  with  metastasis  are  sometimes  also  associ- 
ated with  a similar  increase  in  binding.  In  each 
of  these  instances  there  i$  a paradoxically  de- 
creased red  cell  or  resin  uptake  value  and  the 
dynamic  counterpart  of  this  alteration  is  repre- 
sented by  a slowing  of  the  fractional  rate  of 
turnover  of  hormone  in  the  body,  (Fig.  4). 

Decreased  binding  by  TBG  also  occurs  as  an 
idiopathic  or  congenital  abnormality.11  It  oc- 
curs in  the  nephrotic  syndrome  and  other  hypo- 
albuminemic  states,  results  from  the  administra- 
tion of  androgens  or  other  synthetic  anabolic 
agents  and  results  from  certain  drugs  such  as 
diphenyl  hydantoin  which  directly  interfere  with 
the  hormone-protein  bond.  Salicylates  and  re- 
lated compounds  interfere  with  the  bond  of  hor- 
mone to  TBPA.  In  these  cases  the  concentration 
of  PBI  may  be  low  while  the  red  cells  or  resin 
uptake  values  are  paradoxically  high.  High 
values  for  these  tests  are  also  seen  in  patients 
with  respiratory  acidosis,  metabolic  acidosis  and 
in  a variety  of  acute  and  chronic  illnesses  such 
as  myocardial  infarction,  congestive  failure,  dis- 
seminated malignancy  and  severe  infection.  Un- 
fortunately, these  are  very  often  clinical  situa- 
tions in  which  the  questions  of  thyrotoxicosis  or 
myxedema  arise. 

Once  the  hormone  is  distributed  in  the  circula- 
tion and  the  extracellular  fluid,  it  is  slowly 
taken  up  by  peripheral  tissues  where  it  enters 
into  cells  and  exerts  its  metabolic  effect.  At  the 
same  time  it  is  transformed  into  other  thyro- 
active  congeners,  deiodinated  and  inactivated. 
The  iodide  liberated  from  the  peripheral  metab- 
olism of  the  hormone  is  restored  to  the  body’s 
iodide  pool  and  joins  dietary  iodide  in  the  com- 
petition between  the  thyroid  and  the  kidney  for 
the  anion.  Thus  the  metabolism  of  iodine 
comes  full  circle. 

In  the  past  few  years  additional  information 
has  been  gained  about  the  compartmental  distri- 
bution of  hormone  within  the  body  and  about 
certain  other  details  of  the  pathways  of  its 
metabolism.  The  hormone,  like  many  other  sub- 
stances, enters  into  an  enterohepatic  cycle.  It 
is  taken  up  by  the  liver,  concentrated  in  the  bile, 
secreted  into  the  gastrointestinal  tract  and  the 
majority  is  reabsorbed  to  enter  the  circulation. 
Between  10  and  13  fig  of  hormonal  iodine  is  lost 
to  the  body  daily  in  the  fecal  stream.  Although 
the  significance  of  disturbances  in  the  entero- 
hepatic cycle  of  an  adult  is  uncertain,  it  has  been 
shown  that  the  feeding  of  soya  flour  milk  substi- 
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tutes  to  infants  leads  to  sufficient  losses  of  hor- 
mone from  the  body  by  the  fecal  route  to  cause 
a compensatory  goiter. 12 


Fig.  5.  Hepatic  scintiscan  superimposed  on  a plain  film  of 
the  area  performed  one  hour  after  the  administration  of 
250  uc  of  1131-labelled  thyroxine.  (This  study  was  per- 
formed by  Wil  B.  Nelp,  M.D.,  Head,  Division  of  Nuclear 
Medicine,  University  of  Washington.) 


In  addition  to  its  role  in  the  enterohepatic 
cycle,  the  liver  plays  a prominent  part  in  the 
distribution  and  metabolism  of  thyroxine.  The 
liver  cell  probably  contains  surface  thyroxine 
binding  sites  which  compete  favorably,  when 
compared  to  other  tissues,  for  hormone  in  the 
circulation.  Some  15  per  cent  of  the  adminis- 
tered dose  is  taken  up  by  the  liver  in  three  hours 
after  the  injection  of  H31  labelled  thyroxine, 
(Fig.  5).  In  patients  with  thyrotoxicosis  this 
uptake  is  much  accelerated,  while  in  patients 
with  severe  myxedema  there  is  little  uptake. 
Thereafter,  the  content  of  hormone  in  the  liver 
falls  until  a steady  state  is  achieved  and  the 
turnover  of  the  hormone  in  the  organ  parallels 
that  in  the  plasma.  Parenthetically,  it  is  not 
surprising  that  severe  liver  disease  interferes 
with  this  hepatic  accumulation  of  hormone,  and 
that  Ii3i  labelled  thyroxine  can  be  used  to 
assess  hepatic  function  and  as  a marker  for 
scanning  the  organ  to  indicate  its  size  or  the 
presence  of  hepatic  metastasis.  The  central  role 


of  the  liver  in  the  accumulation  and  metabolism 
of  thyroid  hormone  has  thus  been  increasingly 
emphasized.  However,  the  role  of  the  organ  in 
the  metabolic  actions  of  thyroid  hormone  re- 
mains poorly  understood. 

Knowledge  of  the  function  of  the  thyroid 
gland  and  of  the  metabolism  of  thyroid  hor- 
mones owes  most  to  the  unique  capacity  of  the 
gland  to  concentrate  the  trace  element,  iodide. 
It  is  fortunate  also  that  the  radioactive  isotopes 
of  iodine  are  so  well  suited  for  physiologic 
studies.  Over  the  past  twenty-five  years,  these 
happy  circumstances  have  led  on  the  one  hand 
to  useful  diagnostic  tests  and  on  the  other  to 
understanding  of  the  pathophysiology  of  thyroid 
disease.  The  purpose  of  the  present  survey  has 
been  to  indicate  the  ways  in  which  pathophysio- 
logical disturbances  in  thyroid  diseases  as  well 
as  in  a variety  of  non-thyroidal  disorders  can 
effect  the  interpretation  of  laboratory  tests. 
Nonetheless,  there  is  still  much  to  be  learned. 
(For  major  reviews  see  references  13  and  14.)  ■ 

325  Ninth  Ave.  (98105) 
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abstracto 

Los  factores  principales  que  determinan  el 
PBlni  (yodo  proteinico)  son:  La  absorcion  del 
material  radioactivo  por  la  tiroides,  la  cantidad 
de  hormona  en  la  glandula  y la  rapidez  del  paso 
de  la  hormona  a la  circidacion.  La  absorcion  de 
/i 3i  no  es  modificada  por  la  tiroiditis  aguda,  esta 


disminmda  en  la  tiroiditis  subaguda  y puede  estar 
aumentada  o disminmda  en  la  tiroiditis  cronica. 
Normalmente,  50  microgramos  se  elaboran  y se 
usan  en  an  dia,  pero  en  la.tirotoxicosis  esta  cifra 
puede  lie  gar  a ser  varios  cientos,  lo  contrario 
sucede  en  mixedema.  La  tiroxina  se  transporta 
por  medio  de  ana  globulina  (TBG)  pero  la  capa- 
cidad  fijadora  de  esta  globulina  puede  ser  a- 
normal.  Todos  estos  factores  del  metabolismo  del 
yodo  se  pueden  medir  usando  pruebas  radioac- 
tivas.  Estas,  mas  otras  pruebas  y la  observacion 
cltnica  ban  aumentado  grandemente  la  exactitud 
del  diagnostico. 


Diagnosis  and  Localization  of  Intracranial  Lesions 

by  Photoscanning 

GORDON  D.  LAZERTE,  M.D.  Seattle,  Washington 


Absence  of  blood-brain  barrier  in  tumors  is  utilized  in  brain  scanning  after 
injection  of  chlormeredrin  labelled  with  //g203.  The  procedure  is  simple,  safe, 
and  accurate. 


Mass  lesions  in  the  brain  are  hard  to  demonstrate 
by  simple  means.  Radiographic  techniques  based 
upon  injecting  either  air  or  radiopaque  sub- 
stance into  the  central  nervous  system  are  ef- 
fective, but  they  involve  sufficient  risk  and  cost 
to  restrict  their  use  to  patients  with  strong  clini- 
cal indications  of  an  organic  lesion.  There  remains 
a large  group  of  patients  with  minimal  clinical 
findings,  some  of  whom  have  early  lesions,  who 
heretofore  have  been  merely  observed  for  pro- 
gression of  their  disease.  Not  only  does  the  radio- 
isotope scan  add  to  the  diagnostic  accuracy  when 
used  with  radiographic  contrast  studies,  but  also 
it  permits  detection  of  mass  lesions  in  these  early 
cases. 

The  radioisotope  brain  scan  exploits  the  uni- 
que blood  brain  barrier  to  demonstrate  lesions. 
Normal  brain  vessels  have  a protective  barrier 
characteristic  which  prevents  many  substances 
from  entering  the  brain  and  the  cerebrospinal 


DETECTION  OF  BRAIN  TUMORS 
BY  ISOTOPE  SCANNING 


fluid.  The  vessels  of  other  tissues  in  the  body  do 
not  have  such  a restrictive  barrier,  and  it  might 
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Fig.  2.  Typical  scan  of  patient  with  olfactory  groove 
meningioma. 


he  expected  that  vessels  of  tumors  lack  this 
highly  specialized  characteristic.  The  approach 
to  brain  scanning  is  to  select  a molecule  which 


diffuses  readily  from  unspecialized  vessels  but 
is  kept  out  of  the  brain  by  the  blood  brain  bar- 
rier, and  to  tag  the  selected  molecule  with  a 
radionuclide  having  desirable  physical  charac- 
teristics for  scanning.  Chlormeredrin  (Neohy- 
drin) is  such  a molecule,  and  Hg203  is  the  radio- 
nuclide in  most  common  use. 

Summarizing  the  experience  of  500  brain 
scans  performed  at  St.  Frances  Xavier  Cabrini 
Hospital,  we  conclude  that  the  photoscan  is  a 
simple  and  innocuous  outpatient  procedure 
which  may  be  used  for  the  early  detection  of 
lesions,  before  there  is  enough  indication  to  use 
more  drastic  diagnostic  procedures.  We  have 
found  it  to  be  an  effective  tool,  at  least  as  ef- 
fective as  any  other  single  test.  Combined  with 
selected  contrast  studies  the  photoscan  definitely 
improves  pre-operative  diagnostic  accuracy.  A 
more  detailed  report  of  our  first  260  cases,  to- 
gether with  numerous  illustrations  of  typical 
scans  has  been  published  previously  in  this 
journal.1  ■ 

St.  Frances  X.  Cabrini  Hospital 
Terry  Ave.  6 ■ Madison  St.  (98104) 
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abstracto 

La  ausencia  de  una  barrera  entre  la  sangre  y 
los  tejidos  cerebrales  se  utiliza  en  el  “scanning” 
del  cerebro  con  la  inyeccion  de  clormeredrin  con 
Mercuriowz.  Este  procedimiento  es  simple,  se- 
guro  y exacto. 


The  Drug  that  Failed 

Nobody  has  yet  determined  how  to  give  an  important  new  drug  a certificate  of 
trustworthiness  so  far  as  the  human  embryo  is  concerned.  At  present  the  only  sure 
way  of  finding  out  whether  a drug  will  deform  a human  embryo  is  to  give  it  to  women 
in  early  pregnancy  and  then  study  the  incidence  of  malformation  in  their  offspring— 
that  is,  a deliberately  arranged  prospective  study.  Sometimes  we  forget  that  drugs  have 
always  been  tested  for  their  effect  on  mammalian  development.  Before  thalidomide 
they  were  tested  by  administering  them  not  to  pregnant  rodents  but  to  pregnant  women, 
and  fortunately  until  thalidomide  no  drug  apparently  failed  the  test. 

Editorial  in  British  Medical  Journal,  January  25,  1964. 
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Medical  and  Surgical  Applications  of  Liver  Scanning 

WIL  B.  NELP,  M.D.  Seattle,  Washington 

4 

Rose  bengal,  colloidal  Au  193,  and  albumin  aggregate  labelled  with  /’ 3i  have 
been  used  for  liver  scanning.  Maximum  concentration  of  activity  in  the  liver  is 
achieved  within  15  to  20  minutes  after  giving  colloid  labelled  with  radioactive 
gold.  For  biliary  obstruction,  rose  bengal  labelled  with  /i3i  is  preferred.  Scan- 
ning has  disclosed  multiple  hepatic  abscesses,  has  indicated  best  area  for 
needle  biopsy,  has  interdicted  pulmonary  surgery  by  showing  liver  metastases, 
has  indicated  areas  for  intensive  radiation  therapy,  and  has  revealed  malposition 
of  the  liver  resulting  from  extrahepatic  disease. 


Since  techniques  of  photoscanning  are  dis- 
cussed elsewhere  in  this  issue,  this  topic  will 
consider  photoscanning  of  the  liver  in  relation 
to  the  isotopes  used  for  scanning,  the  physio- 
logic mechanisms  responsible  for  concentrating 
them  in  the  liver,  and  the  clinical  interpretation 
and  the  usefullness  of  liver  scans. 


Fig.  1.  Hepatic  circulation  showing  parenchymal  and 
Kupffer  cells. 


Figure  1 is  a diagrammatic  representation 
of  the  circulation  of  the  liver  and  two  of  its 
important  cells.  Blood  delivered  to  the  liver  by 
the  portal  vein,  and  to  a lesser  extent  via  the 
hepatic  artery,  is  represented  by  the  arrow  at 
the  lower  left.  Blood  enters  a network  of  hepatic 
sinusoids  lined  by  phagocytic  Kupffer  cells  sus- 
pended in  a loose  network  of  reticulum.  Beneath 
the  sinusoidal  spaces,  which  are  readily  perme- 
able to  ions  and  plasma  proteins,  lie  the  paren- 
chymal or  hepatic  cells  of  the  liver. 

Dr.  Nelp  is  Assistant  Professor  of  Medicine  and  Radi- 
ology, and  Head  of  Division  of  Nuclear  Medicine,  Univer- 
sity of  Washington  School  of  Medicine. 


Blood  in  the  sinusoids  goes  to  the  central 
vein  of  a liver  lobule  and  is  returned  to  the 
systemic  circulation  via  the  hepatic  vein  (indi- 
cated by  arrow  on  the  right).  The  small  bile 
canaliculi  originate  between  the  hepatic  cells 
and  bile  passes  out  in  the  biliary  ducts  (arrow 
upper  left)  in  the  same  anatomic  space  as  the 
incoming  blood  vessels. 

colloid  method 

In  photoscanning,  generally  two  types  of 
mechanisms  have  been  used  to  concentrate  radio- 
activity within  the  liver.  Since  colloidal  parti- 
cles are  rapidly  and  efficiently  removed  by  the 
Kupffer  cells,  preparations  of  colloid  labelled 
with  Aui98,  which  has  a 2.7  day  half  life,  are 
readily  available  and  are  very  satisfactory.  More 
recently,  aggregated  particles  of  albumin  la- 
belled with  I’3i  have  been  prepared  which  are 
also  removed  by  the  Kupffer  cells.  These  parti- 
cles, in  contrast  to  colloidal  gold,  are  metabol- 
ized and  excreted  rapidly.  Because  of  this  short 
biological  half  life,  a larger  amount  of  radioac- 
tivity may  be  delivered  to  the  liver.  In  both 
instances,  satisfactory  studies  can  be  done  within 
safe  levels  of  radiation  exposure  to  the  patient. 

dye  method 

The  dye,  rose  bengal,  labelled  with  1 1 31  is 
also  used  for  liver  scanning.  In  this  case,  the 
hepatic  parenchymal  cells  concentrate  the  dye 
from  the  circulation  after  which  it  passes  out  in 
the  biliary  ducts.  I prefer  radioactive  colloidal 
particles  for  most  scanning,  since  the  maximum 
concentration  of  hepatic  radioactivity  is  achieved 
more  rapidly,  usually  within  10  to  15  minutes, 
following  which  it  does  not  change.  Moreover, 
radioactivity  is  not  excreted  into  the  bowel  as  it 
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is  with  rose  bengal,  so  that  extrahepatic  radio- 
activity does  not  obscure  or  confuse  interpreta- 
tion of  the  hepatic  margins.  Rose  bengal  is  the 
scanning  agent  of  choice  if  one  wishes  to  detect 
biliary  obstruction. 


Fig.  2.  Liver  photoscan — normal  pattern. 


Figure  2 illustrates  a normal  frontal  plane  scan 
of  the  liver  using  colloidal  Aul’s.  The  photo- 
scan image  is  superimposed  on  an  x-ray  taken 
while  the  patient  is  on  the  scanning  table.  In  a 
normal  scan,  one  sees  a close  approximation  of 
the  superior  surface  of  the  right  lobe  of  the 
liver  to  the  x-ray  image  of  the  right  diaphragm, 
and  there  is  a cardiac  depression  in  which  the 
heart  sits.  Often  there  is  a slight  notch  at  the 
junction  of  the  left  and  right  lobes  inferiorly 
at  the  porta  hepatis.  This  scan  pattern  has  a 
fairly  homogenous  appearance  and  the  thick  cen- 
tral portion  of  the  liver  is  darkest  on  the  film. 


precise  localization 

One  important  clinical  use  of  liver  scanning 
is  in  the  diagnosis  of  infectious  disease  within 
the  liver.  Often  the  patients  are  first  seen  with 
fever  and  pain  in  the  right  upper  quadrant.  The 
patient  whose  scan  is  shown  in  Figure  3.  a.  and 
b.  had  such  symptoms,  and  the  large  defect  seen 
in  the  lateral  portion  of  the  right  lobe  was 
caused  by  an  amebic  abscess.  Five  months  later, 
after  surgical  and  medical  therapy,  the  defect 
had  completely  filled  in  with  functioning  hep- 
atic tissue. 

Another  example  of  intra-hepatic  infection  is 
seen  in  Figure  3.  c.  and  d.  This  17-year-old-male 
had  fever  and  vague  upper  abdominal  discomfort 
accompanied  by  weight  loss.  The  liver  was 
palpable  7 cm  below  the  right  costal  margin  and 
it  was  slightly  tender.  The  liver  scan  showed 
hepatomegaly  and  multiple  areas  of  filling  de- 
fect. The  right  lateral  scan  indicated  that  much 
of  the  destroyed  liver  tissue  was  in  the  posterior 
superior  region.  After  the  scan  indicated  multiple 
filling  defects,  laporotomy  was  done  rather  than 
needle  biopsy.  At  surgery,  multiple  intra-hepatic 
abscesses  were  present,  and  certain  abscesses 
beneath  the  surface  of  the  liver  were  localized 
only  by  aspirating  at  the  site  of  the  defects  seen 
on  the  scan.  The  organism  was  a Streptococcus 
viridans  arising  from  an  unknown  site,  and  a 
total  of  15  separate  abscesses  were  eventually 
drained.  At  present,  this  patient  is  slowly  recov- 
ering and  serial  scans  have  shown  marked  im- 
provement. 

Hepatic  scanning  has  several  important  uses 
in  the  diagnosis  and  clinical  management  of  pri- 
mary or  secondary  tumors  of  the  liver.  If  per- 
cutaneous liver  biopsy  is  contemplated  for  the 
histologic  diagnosis  of  space  occupying  lesions  of 
the  liver,  a preliminary  photoscan  often  is  very 


Fig.  3.  a.  Amebic  abscess  of  the  liver  before;  and  b.  after 
five  months  of  therapy,  c.  Multiple  pyogenic  abscesses 
of  the  liver  in  a 17-year-old  male.  d.  The  lateral  scan  shows 
a large  defect  posteriorly  beneath  the  diaphragm. 
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on  24  February,  1964,  when  radiation  therapy 
was  completed.  At  this  time,  a large  defect  was 
present  at  the  right  dome  and  other  smaller 
defects  in  the  right  and  left  lobes  were  also 
present.  Consequently,  because  of  almost  cer- 
tain hepatic  metastasis,  palliative  lung  surgery 
was  thought  undesirable. 


Fig.  5.  Progressive  enlargement  of  a metastatic  lesion  of 
the  upper  right  lobe.  Pre-operative  evaluation  for  carci- 
noma of  the  lung  in  a 46-year-old  female. 
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Fig.  4.  Multiple  large  filling  defects  due  to  metastatic 
carcinoma. 


helpful  in  selecting  the  most  appropriate  site  for 
biopsy.  The  scan  seen  in  Figure  4 is  of  a 70- 
year-old  female  who  had  lost  weight.  There  was 
an  enlarged  and  irregular  liver,  best  palpated 
in  the  epigastrium.  On  the  scan  there  were  multi- 
ple filling  defects  and  the  right  lateral  margin 
of  the  liver,  the  most  common  site  of  liver  biopsy, 
showed  the  most  preserved  areas  of  functioning 
liver  tissue.  Therefore,  biopsy  was  performed 
anteriorly  over  the  epigastrium.  Sections  revealed 
anaplastic  carcinoma,  presumably  metastatic. 


avoiding  unnecessary  surgery 

Hepatic  scanning  is  also  useful  in  the  pre- 
operative evaluation  of  patients  scheduled  for 
cancer  surgery.  The  knowledge  of  the  presence 
or  absence  of  abnormalities  in  the  liver  prior  to 
surgery  for  suspected  malignant  tumors  partic- 
ularly of  colon,  breast,  or  lung,  is  of  great  help 
in  planning  the  type  and  extent  of  surgery. 
Figure  5 is  an  interesting  scan  study  of  a 46- 
year-old  female  who,  in  December,  1963,  was 
found  to  have  an  adenocarcinoma  of  the  left 
upper  lung.  Radiation  therapy  was  begun,  and 
following  this,  surgical  resection  was  to  be  con- 
sidered. On  7 January,  1964,  the  liver  photoscan 
showed  a suspicious  defect  at  the  dome  of  the 
right  lobe.  Because  of  this,  a scan  was  repeated 


Fig.  6.  Painless  jaundice.  The  single  defect  is  a metastatic 
carcinoma  of  the  pancreas. 

Figure  6 shows  a pre-operative  scan  in  a 
60-year-old  male  with  painless  jaundice.  The 
isolated  defect  at  the  arrow  was  a metastatic 
lesion  from  a carcinoma  of  the  pancreas. 


Fig.  7.  Left  lobe  replaced  by  carcinoma  from  the  colon, 
46-year-old  male.  The  scan  was  used  to  direct  x-ray 
therapy. 


Fig.  8.  Fairly  extensive  involvement  of  the  liver  in  Hodg- 
kins disease.  Note  colloidal  Aums  in  the  enlarged  spleen. 
Scan  used  to  evaluate  x-ray  therapy. 


target  location 

Liver  scanning  is  also  a valuable  aid  in  plan- 
ning the  most  appropriate  treatment  sites  for 
radiation  therapy.  The  scan  in  Figure  7 is  from 
a 46-vear-old  male  with  replacement  of  the  left 
lobe  of  the  liver  by  metastatic  carcinoma  of  the 
colon.  The  extent  of  the  lesion  determined  by 
scan  was  used  to  determine  the  adequacy  of  the 


Fig.  9.  Subdiaphragmatic  abscess  six  days  following  appen- 
dectomy. Downward  and  medial  displacement  of  the  liver. 


radiation  treatment  port.  The  scan  in  Figure  8 
is  of  a patient  with  Hodgkin’s  disease  undergoing 
radiation  therapy  to  the  periaortic  nodes.  The 
scan  showed  fairly  extensive  involvement  of  the 
liver  as  well,  particularly  in  the  superior  aspect 
of  the  left  lobe  and  the  right  lower  lobe,  which 
was  unsuspected.  Localization  of  the  colloidal 
gold  in  the  spleen  is  consistent  with  an  increase 
in  splenic  blood  flow  which  accompanies  spleno- 
megaly. 

abnormal  position 

Another  use  of  liver  scanning  is  for  the  detec- 
tion of  malposition  of  the  liver.  The  scan  shown 
in  Figure  9 was  performed  six  days  following 
an  appendectomy  when  there  was  a recurrence 
of  abdominal  pain  and  fever.  The  displacement 
of  the  liver  downward  and  medially  with  the 
large  space  appearing  between  the  elevated 
right  diaphragm  and  the  superior  surface  of  the 
liver  was  produced  by  a sub-diaphragmatic  ab- 
scess. In  eases  of  this  sort,  the  ability  to  accu- 
rately localize  the  scan  image  on  the  x-ray  is 
most  important.  In  contrast,  elevation  of  the 
diaphragm  caused  by  paralysis  or  by  guarding 
of  motion  due  to  pain  from  cholecystitis  or  pleur- 
itis,  will  disclose  that  the  liver  has  also  ascended 
and  filled  the  space  beneath  the  diaphragm.  The 
diagnosis  of  herniation  of  the  liver  through  the 
diaphragm  into  the  chest  and  other  congenital 
malpositions  of  the  liver  are  also  possible  by 
photoscanning. 
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Fig.  10.  Severe  biliary  cirrhosis  with  splenomegaly. 


parenchymal  disease 

Scanning  may  be  helpful  in  the  differential 
diagnosis  of  diffuse  parenchymal  disease  of  the 
liver.  Cirrhosis  characteristically  produces  a dif- 
fuse patchy  distribution  of  the  radioactivity 
throughout  the  liver.  Figure  10  is  a scan  showing 
severe  biliary  cirrhosis  with  portal  hypertension. 
The  diffuse  patchy  appearance  is  seen  in  the 
liver  on  the  left.  The  presence  of  portal  hyper- 
tension and  splenomegaly  is  confirmed  by  the 
large  amount  of  colloid  seen  in  the  enlarged 
spleen  on  the  right.  This  has  occurred  because  of 
a combination  of  reduced  hepatic  and  increased 
splenic  blood  flow.  Figure  11  shows  the  use  of 


Table  1 

Uses  of  Photoscanning  of  the  Liver 

1—  Differential  diagnosis  of  right  upper  quandrant 
pain 

2—  Demonstrate  space  occupying  lesions 

3—  Localize  lesions  prior  to  needle  biopsy 

4—  Pre-operative  evaluation  of  patients  with  malig- 
nancy 

5—  Detection  of  abnormal  position 

6—  Differentiation  of  parenchymal  and  obstructive 
disease 

Ii3i  labelled  rose  bengal.  This  patient  with 

cirrhosis  and  hepatomegaly  was  intensely  jaun- 
diced and  was  thought  possibly  to  have  complete 


Fig.  11.  Iiai  rose  bengal  scan  in  a patient  with  cirrhosis 
and  intense  jaundice.  Radioactive  dye  is  seen  in  the  gall 
bladder  and  in  the  bowel  lumen  ruling  out  complete  biliary 
obstruction. 


biliary  obstruction.  The  photoscan  however, 
showed  (in  addition  to  a large  and  patchy  ap- 
pearing liver)  a definite  concentration  of  mate- 
rial in  the  gall  bladder  and  some  excretion  of 
radioactivity  into  the  bowel.  Thus,  complete 
obstruction  was  shown  not  to  be  present. 

The  uses  of  hepatic  photoscanning  are  listed 
in  Table  1.  This  procedure  is  a safe  and  rela- 
tively simple  one,  and  has  many  useful  applica- 
tions for  both  the  medical  and  surgical  diag- 
nosis and  management  of  liver  disease.  ■ 

U.  of  W.  School  of  Medicine  (98105) 


abstracto 

El  rosa  de  bengala,  el  oro  coloidal  (An 198)  y 
agregados  de  la  albumina  marcados  con  7i3i, 
ban  sido  nsodos  para  el  “scanning”  hepdtico.  La 
maxima  concentracion  de  la  actividad  en  el 
higado,  se  obtiene  entre  15  y 20  minutos  depues 
de  cpie  el  coloide  marcado  con  oro  radioactivo 
ha  sido  administrado.  Se  prefiere  el  rosa  de 
bengala  marcado  con  7i3i  en  casos  de  obstruccion 
biliar.  Abscesos  hepaticos  multiples  se  ban  des- 
cubierto  por  este  metodo;  el  c/ue  tambien  ha 
indicado  la  mejor  area  para  la  biopsia  por 
aspiracion;  ha  becho  seleccion  de  la  cirugia 
pulmonar,  mostrando  metastasis  en  el  higado ; 
ha  indicado  areas  para  la  radioterapia  intensiva; 
y ha  revelado  malposiciones  del  higado,  que 
son  resultado  de  enfermedades  extra-hepaticas. 
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Radioisotope  Tests  of  Calcium  Absorption 

CLAYTON  R I C H,  M.  D.  /PETER  IVANOVICH,  M.  D.  Seattle,  Washington 


Calcium  absorption  is  measured  by  feeding  calcium  gluconate  containing  a 
small  amount  of  Ca* s followed  by  intravenous  Ca*i . Stools  are  marked  by 
unabsorbable  chromic  oxide.  Recovery  of  the  isotopes  from  stools  and  urine 
gives  basis  for  calculation  of  calcium  absorption.  Validity  of  the  test  has  been 
found  adequate.  Calcium  is  absorbed  much  more  rapidly  from  solution  than 
from  a solid  mixture  and,  from  solution,  is  absorbed  in  the  upper  small  bowel. 
Most  of  the  calcium  absorption  from  a solid  dose  takes  place  in  the  ileum. 
Calcium  absorption  is  markedly  increased  in  hyperparathyroidism  and  de- 
creased in  malabsorptive  states. 


Availability  of  Ca^s  and  Ca*7  makes  possible 
several  methods  for  measuring  intestinal  absorp- 
tion of  calcium  in  human  subjects  which  have 
advantages,  particularly  of  convenience,  over  the 
classic  way  of  estimating  calcium  absorption 
from  balance  measurements.  However,  there  are 
technical  factors  and  physiological  considera- 
tions which  must  be  understood  in  order  to 
achieve  accuracy  and  to  correctly  interpret  the 
results  obtained  with  these  procedures.  In  this 
article  we  shall  describe  an  accurate  radioiso- 
topic method,  which  is  similar  in  principal  to  a 
number  of  other  procedures  now’  in  use.  We  shall 
present  some  data  collected  from  its  use  in 
healthy  and  chronically  ill  patients  and  comment 
upon  the  physiologic  significance  of  these  results. 
Finally,  we  wish  to  contrast  the  results  of  this 
test  with  those  from  other  ways  of  measuring 
calcium  absorption  and  particularly  to  emphasize 
certain  advantages  and  limitations  of  the  simple 
radioisotope  methods  that  have  been  proposed 
for  clinical  use. 

clinical  studies 

To  measure  calcium  absorption,  fasted  sub- 
jects were  given  a solution  of  calcium  glucon- 
ate which  contained  from  10  to  500  mg  calcium 
and  about  5 pc  Ca45.  An  unabsorbed  substance, 
chromic  oxide,  w^as  given  at  the  same  time  so 
that  the  completeness  of  stool  collection  could 
be  determined,  and  a second  radioisotope,  Ca47, 
w'as  given  by  vein  two  hours  later  so  that  its 


Fig.  1.  Calcium  absorption  of  normal  ambulatory  hospital- 
ized subjects.  Dietary  intake  was  not  supervised. 


recovery  in  stools  could  be  used  to  correct  for 
endogenous  calcium.  Absorption  was  calculated 
from  recovery  of  isotopes  in  the  stools  according 
to  the  relationship:  fractional  absorption  is  the 
dose  of  Ca45  minus  Ca*5  excreted  in  stools  plus 
k,  where  k is  the  endogenous  fecal  Ca*5,  and 
can  be  calculated  from  k1,  the  fraction  of  the 
intravenous  dose  of  Ca47  excreted  in  feces.1  For 
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many  studies,  absorption  was  calculated  from  an 
equally  accurate  but  esthetically  more  desirable 
measurement  of  the  ratio  of  the  two  radioiso- 
topes in  a sample  of  urine  collected  24  hours 
after  the  dose  was  given.2  '1  The  details  of  this 
test,  the  methods  of  calculation  and  many  of  the 
results  reported  below  have  been  described  pre- 
viously.1-3 

Absorption  by  normal  patients  when  the  oral 
dose  contained  three  different  amounts  of  cal- 
cium, 10,  200  and  500  mg,  is  shown  in  figure  1. 
It  can  be  seen  that  absorption  was  greater,  and 
the  variation  from  person  to  person  more  when 
the  smallest  dose  was  used.  This  difference  was 
significant  (t  test,  p < .01).  Because  of  this,  and 
because  10  mg  is  a physiologically  insignificant 
dietary  intake,  we  now  use  200  mg  as  our  stand- 
ard dose. 


10  9 9 80  11  7 349  460  29 

Days  Between  Tests 

Fig.  2.  Duplicate  variation.  Each  pair  of  bars  shows  the 
results  of  two  tests  on  the  same  person.  The  number  of 
days  between  tests  is  shown  below. 

Figure  2 shows  the  duplicate  variability  when 
the  same  subject  was  tested  a second  time  1 to 
66  weeks  later.  The  average  difference  in  repeat- 
ed tests  of  the  same  person  was  8 per  cent  and 
the  maximum  20  per  cent;  much  less  than  the 
variability  in  repeated  studies  of  different  normal 
subjects,  which  was  from  15  to  60  per  cent. 

Figure  3 shows  the  results  of  study  of  some 
patients  with  different  diseases.  We  found  re- 
duced absorption  in  a number  of  chronically  ill 
subjects,  and  confirmed  the  finding  of  others 
from  balance  studies  of  decreased  absorption  by 
patients  with  uremia.4  5 Several  patients  with 
steatorrhea  absorbed  only  a small  fraction  of  the 
dose,  and  absorption  was  above  normal  in  three 


Fig.  3.  Calcium  absorption  of  hospitalized  patients  with 
several  chronic  diseases. 

hyperparathyroid  patients,  as  has  been  observed 
by  other  workers  using  comparable  techniques.6-8 

remarks 

Although  too  few  duplicate  studies  have  been 
so  far  carried  out  to  be  conclusive,  these  results 
suggest  relatively  reproducible  intestinal  absorp- 
tion of  a solution  of  calcium  gluconate  when 
the  same  person  is  re-tested  1 to  66  weeks  after 
the  first  measurement;  but  relatively  large  varia- 
tion from  person  to  person.  This  same  pattern,  of 
reproducibility  in  a given  subject  but  signifi- 
cant variation  between  different  persons,  has 
been  found  in  normal  fasted  humans  whose 
proximal  and  distal  small  intestinal  absorptive 
function  was  measured  directly  by  intubation 
and  perfusion  with  solutions  of  calcium  salts.910 
While  we  consider  our  present  results  prelimin- 
ary, this  pattern  of  absorptive  function,  if  borne 
out  by  additional  work,  has  obvious  physiological 
significance.  It  is  of  interest  when  related  to  the 
findings  by  balance  measurements  of  marked 
variability  in  the  requirement  of  normal  subjects 
for  dietary  calcium11  and  an  unusually  high  re- 
quirement of  some  osteoporotic  persons  in  order 
to  remain  in  calcium  balance.12 

The  data  described  above  have  been  obtained 
with  a typical  radioisotope  method,  in  which 
Ca45  was  given  by  mouth  and  absorption  cal- 
culated from  its  recovery  in  stool.  Such  methods 
are  simple  and  convenient,  but  are  accurate 
only  when  several  technical  requirements  are 
satisfied.  Furthermore,  these  factors  may  influ- 
ence the  results,  so  that  when  slightly  different 
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procedures  have  been  used,  the  resulting  data, 
even  though  accurate,  may  vary  from  study  to 
study  (for  example,  absorption  of  a 10  mg  dose 
of  calcium  was  greater  than  for  a 200  mg  dose, 
as  shown  in  figure  1 ) . These  factors  are  com- 
mented upon  below. 

Accuracy  of  radioisotope  tests— When  absorp- 
tion is  calculated  from  collection  of  stools,  it 
must  be  shown  that  stool  collection  is  complete. 
In  our  work,  an  unabsorbed  substance,  chromic 
oxide,  was  given  by  mouth  and  its  recovery 
(which  would  be  100  per  cent  if  stool  collections 
were  complete)  was  measured.  When  no  un- 
absorbed substance  is  used,  good  results  may  be 
obtained  if  the  patients  are  reliable,  but  experi- 
ence has  shown  that  this  often  is  not  the  case, 
and  that  such  results  are  uncertain.  It  is  import- 
ant that  stool  collections  be  continued  for  a rea- 
sonable period.  We  have  found  that  usually  four 
days  and  sometimes  six  are  necessary  for  com- 
plete recovery7  of  a dose  of  chromic  oxide.  Re- 
sults reported  from  studies  in  which  stools  were 
collected  for  less  than  five  or  six  days  may  reflect 
differences  in  intestinal  transit  time  and  there- 
fore of  differences  in  recovery  in  feces  of  unab- 
sorbed dietary  calcium.7 

In  order  to  measure  the  unabsorbed  dietary 
calcium  accurately  the  contribution  to  fecal  ra- 
dioactivity of  the  endogenous  calcium  must  be 
determined.  This  can  be  done  when  a second 
radioisotope  is  given  by  vein,  so  that  its  appear- 
ance in  the  endogenous  fecal  calcium  allows  an 
appropriate  correction  to  be  made.  However, 
even  when  this  is  not  done,  the  error  is  not  great 
and  the  radioisotope  methods  are  accurate 
enough  for  ordinary  purposes.  The  error  which 
would  have  been  introduced  by  failure  to  correct 
for  endogenous  fecal  calcium  in  tests  reported 
above  averaged  3 per  cent  (range  0-7  per  cent). 

Blood  or  urine  radioactivity— In  order  to  avoid 
the  necessity  for  collection  of  feces,  methods 
have  been  proposed  in  which  either  blood  radio- 
activity or  excretion  of  radioactivity  in  urine  is 
measured  after  an  oral  dose  of  Ca45  or  Ca47.  In 
one  case  the  peak  activity  and  in  the  other  the 
total  amount  excreted  within  some  set  time  is 
correlated  to  calcium  absorption.  The  first  of 
these  tests  is  similar  in  principle  to  the  D3i 
triolein  absorption  test,  and  like  it,  is  dependent 
upon  two  processes,  both  of  which  operate  sim- 
ultaneously: the  rate  at  which  radioactivity  en- 
ters the  blood  stream  due  to  absorption,  and  the 
rate  at  which  it  leaves,  in  this  case  because  of 
mixing  or  exchange  of  Ca^s  with  stable  calcium 


Table  1 

Processes  Influencing  Excretion  Rate  of  Radioactive 
Calcium  Following  Oral  Intake 


Process  Range 

Normal  subjects 

Intestinal 

absorption  15-45%  dose 

Early  exchange 

rate  15-30%/hr 

Calcium  excretion 

(urine)  1.6-10.4  mg/hr 


of  Values 

Disease  states 

0-100%  dose 

8-45%/hr 

0.2-40  mg/hr 


of  body  fluids  and  bone.  Such  a method  is  ac- 
curate if  the  second  rate  is  negligible  in  relation 
to  absorption,  or  if  it  is  relatively  the  same  in 
different  patients.  However,  the  early  rates  at 
which  calcium  radioactivity  leaves  blood  are 
rapid  and  vary  from  person  to  person,13  so  that 
blood  radioactivity  will  depend  significantly 
not  only  upon  absorption,  but  upon  turnover 
of  absorbed  radioactive  calcium  (Table  1).  The 
significance  of  this  effect  is  shown  in  figure  4, 
which  indicates  the  blood  radioactivity  after 
identical  absorption  of  the  same  dose  when  the 
early  turnover  rate  is  zero  (Ca^s  activity  not  ap- 
preciably diluted  by  stable  calcium  from  body 


Fig.  4.  Theoretical  blood  radioactivity  for  identical  ab- 
sorption of  the  same  dose.  The  only  difference  is  that 
exchange  reactions  between  absorbed  radioactive  calcium 
in  blood  and  stable  calcium  at  other  sites  result  in  reduc- 
tion of  blood  radioactivity  by  0,  25  and  50  per  cent  per 
hour. 


fluids  other  than  blood),  when  it  is  25  per  cent 
per  hour,  or  about  what  is  found  normally,  and 
when  it  is  50  per  cent  per  hour.  It  can  be  seen 
that  the  peak  activities  are  markedly  different, 
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even  though  exactly  the  same  amount  of  calcium 
was  absorbed. 

It  is  evident  also  that  the  time  of  peak  activity 
varies.  In  fact,  most  normal  subjects  have  maxi- 
mum blood  radioactivity  two  hours  after  an  oral 
dose,  but  in  persons  with  abnormal  intestinal 
function,  peak  activity  may  be  as  early  as  30 
minutes  or  as  late  as  four  hours.  It  is  probably 
for  both  of  these  reasons  that  Bhandarkar,  et  al 
reported  a relatively  weak  correlation  between 
absorption  and  blood  radioactivity  at  two  hours 
after  the  dose14  and  that  Jarowski,  et  al  found 
no  significant  correlation.6 

Thus,  this  procedure  has  the  advantage  of 
simplicity,  but  suffers  some  loss  of  accuracy. 
Even  so,  it  is  sufficiently  accurate  for  screening 
for  gross  abnormalities  of  absorptive  function. 
Another  method  in  which  the  gamma  emitting 
isotope,  Ca47;  is  given  with  the  oral  dose  and 
radioactivity  of  the  forearm  subsequently  mea- 
sured by  means  of  a large  volume  liquid  scin- 
tillation counter,  may  have  some  additional  ad- 
vantage, as  an  estimate  of  the  rate  of  bone  up- 
take of  Ca47  is  derived.15  However,  it  has  the 
same  drawback,  that  the  measured  radioactivity 
depends  upon  factors  in  addition  to  absorption. 

Excretion  of  Ca45  or  Ca*7  in  urine  depends 
upon  the  blood  radioactivity  and,  like  it,  is  a 
function  of  the  rate  of  both  intestinal  absorption 
and  early  exchange  rates  of  calcium  in  blood. 
Furthermore,  it  depends  also  upon  a third  un- 
related variable,  the  rate  of  excretion  of  stable 
calcium  in  urine.  The  approximate  magnitudes 
of  these  factors  in  normal  and  abnormal  states 
are  shown  in  table  1.  It  is  clear  that  the  greatest 
variation  is  in  the  third  factor,  of  excretion  of 
calcium  in  urine.  Therefore,  the  results  of  this 
test  will  usually  depend  more  upon  the  rate  of 
excretion  of  calcium  than  either  the  rate  of  ab- 
sorption or  the  early  turnover  rate  of  calcium 
in  blood.  Thus,  this  is  a poorly  chosen  procedure 
if  one  wishes  to  measure  calcium  absorption. 
This  is  not  to  say  that  it  does  not  have  some 
uses.  For  instance,  in  osteomalacia  the  absorp- 
tion is  low,  the  early  rate  of  turnover  of  radio- 
activity in  blood  is  rapid  and  very  little  calcium 
is  excreted  in  urine.  Each  of  these  reduces  the 
amount  of  Ca45  eventually  to  appear  in  urine,  so 
that  this  procedure  is  a sensitive  test  of  osteo- 
malacia.10 However,  it  is  abnormal  only  partly 
because  of  defective  calcium  absorption  and  re- 
mains a poor  test  for  absorption. 

Physiologic  considerations— An  extremely  im- 


portant factor  effecting  results  of  isotope  and 
balance  methods  of  measuring  calcium  absorp- 
tion is  the  form  in  which  the  isotope  is  given. 
The  results  depend  significantly  upon  whether 
the  radioisotope  is  given  with  food  ( or  in  a solu- 
tion to  the  non-fasted  patient,  which  leads  to  a 
similar  result  in  the  stomach)  or  as  a solution 
to  the  fasted  patient.  It  has  been  established  from 
animal  and  human  studies  that  calcium  is  ab- 
sorbed throughout  the  small  intestine,  but  this 
process  differs  in  its  proximal  and  distal  part. 
Absorption  is  most  rapid  and  occurs  against  a 
chemical  gradient  in  the  duodenum  and  proximal 
jejunum,  but  in  contrast,  is  slower  in  the 
ileum.1017  Accordingly,  one  would  expect  ab- 
sorption from  a solution,  which  leaves  the  stom- 
ach promptly  and  rapidly  traverses  the  small 
intestine,  to  occur  significantly  in  the  proximal 
part.  However,  solid  food  is  slowly  passed  out 
of  the  stomach  and  remains  for  a much  longer 
time  in  the  ileum,  so  that,  even  though  absorp- 
tion is  slow,  the  total  amount  absorbed  in  the 
ileum  is  appreciable.  This  was  convincingly 
shown  by  Marcus  and  Lengemann,  who  gave 
calcium  plus  Ca45  to  rats,  either  in  a solution  or 
mixed  with  solid  food.18  An  unabsorbed  sub- 
stance was  also  given,  so  that  when  the  anffnals 
were  sacrificed  at  various  times  after  the  test 
meal,  the  change  in  concentration  of  Ca45  rela- 
tive to  that  of  the  unabsorbed  substance  at  dif- 
ferent levels  of  the  intestine  could  be  used  to 
estimate  absorption.  Three  important  differences 
were  shown.  First,  absorption  from  the  liquid  dose 
was  much  more  rapid,  being  complete  in  two 
hours,  whereas  the  solid  dose  was  absorbed  over 
a period  of  five  hours.  Second,  a much  greater 
part  of  the  liquid  dose  was  absorbed,  (45  per 
cent  of  the  calcium  in  the  liquid  dose  but  only 
19  per  cent  from  the  solid  dose)  probably  be- 
cause of  the  better  contact  between  liquid  than 
solid  food  with  the  surface  of  the  intestinal  villi. 
Third,  the  liquid  dose  was  significantly  absorbed 
in  the  proximal  part  of  the  intestine,  17  per  cent 
of  the  dose  being  absorbed  in  the  duodenum  and 
jejunum,  whereas  solid  food  was  mainly  absorb- 
ed in  the  ileum  with  only  2 per  cent  of  the  cal- 
cium being  absorbed  proximally. 

Gastric  emptying,  intestinal  motility  and  pan- 
creatic and  biliary  function  affect  calcium  ab- 
sorption no  matter  what  the  form  of  administra- 
tion, but  more  significantly  affect  absorption 
from  solid,  mixed  foods.  Procedures  which  mea- 
sure absorption  from  a solution,  being  less  in- 
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fluenced  by  these  factors,  much  more  directly 
test  intestinal  mucosal  function,  and  accordingly 
may  not  give  the  same  results  as  found  when 
absorption  of  calcium  from  solid  food  is  mea- 
sured. It  is  possibly  because  of  the  influence 
of  these  variables  upon  absorption  from  food  that 
the  high  degree  of  reproducibility  in  repeated 
tests  of  the  same  subject  reported  here  is  not  seen 
when  absorption  of  calcium  from  solid  food  is 
measured.  Thus,  radioisotope  tests,  in  addition  to 
their  convenience,  may  have  distinct  advantages 
for  study  of  the  physiology  of  calcium  absorp- 
tion because  they  test  more  discretely  the  func- 
tion of  intestinal  mucosa. 

summary 

Accurate  measurements  of  absorption  can  be 
made  if  sufficient  care  is  taken  in  the  choice  of 
method.  Such  methods  require  stool  collection 
and  are  therefore  somewhat  tedious,  and  unless 
an  unabsorbed  substance  is  also  given  so  that 
the  completeness  of  fecal  collection  can  be  de- 
termined they  are  not  reliable.  A simple  method 
for  the  accurate  measurement  of  absorption  de- 
pends upon  measuring  the  ratio  of  two  radio- 
isotopes of  calcium  in  urine  after  one  has  been 
given  by  mouth  and  the  other  by  vein. 

For  screening  tests,  much  simpler  methods 
based  upon  measurement  of  blood  radioactivity 
after  an  oral  dose  are  useful  in  that  they  dis- 
tinguish grossly  increased  absorption,  such  as  is 
found  in  some  hyper  parathyroid  subjects,  or 
markedly  reduced  absorption,  as  is  found  in  pa- 
tients with  malabsorptive  states  from  normal.  ■ 
U of  W School  of  Medicine  (98105)  (Dr.  Rich) 
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abstracto 

Si  un  tumor  en  el  lado  izquierdo  del  abdomen 
es  originado  en.  el  bazo,  puede  ser  identificado 
por  este  metodo.  La  tecnica  hace  posible,  tanto 
la  identificacion  de  tejido  esplenico  funcionante, 
como  porciones  no  funcionantes,  causadas  por 
tumor,  infarto,  o absceso.  El  primer  verdadero 
exito  se  obtuvo  usando  globulos  rojos  calentados 
y marcados  con  Cr5i,-  durante  la  evolucion  de 
este  metodo,  muchose  aprendio  sobre  el  secuestro 
de  los  eritrocitos  dahados. 

En  avances  recientes  se  ha  usado  1-mercuro- 
2-hidroxipropano  marcado  con  Hg'97  o Elgio* 
metodo  con  el  que  se  obtiene  mediciones  satis - 
factorias  con  una  tecnica  considerablemente  mas 
simple. 
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Thyroid  Uptake  Test 

S.  J.  KLE&ANOFF,  M.D.  Seattle,  Washington 

4 

The  amount  of  radioactive  iodine  in  the  thyroid  gland  after  administration 
depends  on  elapsed  time  and  a series  of  reactions:  rate  of  initial  uptake  and 
synthesis  into  hormone;  rate  of  hormone  secretion;  rate  of  metabolism  of  hor- 
mone by  peripheral  tissues;  reintroduction  of  released  iodine  into  the  thyroid; 
and  rate  of  excretion  from  the  body.  The  standard  uptake  test  registers  percentage 
of  administered  dose.  Caution  in  interpretation  must  be  observed  when  there 
are  variations  in  the  iodide  pool,  or  in  those  with  non-toxic  goiter.  Increased 
uptake  in  the  latter  may  be  blocked  by  thyroid  hormone.  Elaborations  of  the 
standard  uptake  test  are  capable  of  rendering  more  precise  information. 


The  use  of  the  uptake  of  radioactive  iodine  by 
the  thyroid  as  a test  of  thyroid  function  is  now 
a routine  diagnostic  procedure.  However,  as  the 
use  of  radioiodine  for  this  purpose  has  devel- 
oped over  the  years,  innumerable  variations  in 
the  procedure  have  been  introduced,  including 
variations  in  dose,  in  type  of  isotope,  and  in 
time  and  frequency  of  the  measurements.  The 
result  is  considerable  confusion  as  to  precisely 
which  test  in  each  instance  will  yield  the  most 
information  with  an  acceptable  investment  of 
time,  facilities  and  funds.  In  most  laboratories 
a simple  routine  is  employed  in  the  standard 
thyroid  uptake  test.  A measurement  is  made  of 
the  per  cent  of  an  administered  dose  of  radio- 
active iodine  which  is  present  in  the  thyroid 
gland  at  a standard  time  after  administration. 
This  standard  uptake  test  is  simple  and  econom- 
ical, and  can  be  of  considerable  diagnostic  value. 
However,  the  best  use  is  often  not  made  of  its 
capabilities. 

iodine  metabolism 

An  understanding  of  the  fundamentals  of 
iodine  metabolism  is  essential  for  a meaningful 
interpretation  of  the  uptake  test  (see  references 
1-3  for  reviews  of  iodine  metabolism).  The 
radioactive  iodine  administered  in  the  iodine 
uptake  test  does  not  reach  equilibrium  with  the 
many  iodine  compartments  of  the  body  for  some 
time  after  its  administration.  Initially,  only  the 
plasma  inorganic  iodide  pool,  which  averages 
0.3-0. 5 p. g per  100  ml,  is  labelled.  However,  the 
radioactive  iodide  quickly  spreads  from  the  blood 
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stream  into  the  interstitial  spaces  and  from  there 
into  certain  cells  of  the  body.  Iodide  distributes 
to  35  per  cent  of  the  body  weight.  A striking 
phenomenon  associated  with  the  movement  of 
inorganic  iodide  is  its  concentration  by  certain 
cells  of  the  body  against  an  electrochemical 
gradient:  the  phenomenon  of  the  iodide  trap.  A 
number  of  organs  concentrate  iodide  in  this 
way,  the  salivary  glands,  the  mammary  glands, 
the  stomach,  and  the  thyroid  gland,  so  that  the 
concentration  of  iodide  within  the  cell  or  in  the 
secretion  of  the  cells  is  normally  20  to  40  times 
that  of  serum.  The  total  inorganic  iodide  pool 
then  consists  of  plasma  iodide,  interstitial  space 
iodide  and  intracellular  iodide.  Iodide  enters 
the  pool  by  absorption  from  the  gastrointestinal 
tract  during  meals  and  in  addition,  by  its  con- 
tinuous release  at  the  periphery  during  the  de- 
gradation of  the  thyroid  hormones.  Small 
amounts  of  iodide  leave  the  pool  by  excretion  in 
sweat,  saliva  and  gastrointestinal  secretions. 
However,  the  vast  bulk  of  the  inorganic  iodide 
leaves  the  iodide  pool  either  by  its  accumula- 
tion in  the  thyroid  gland  and  conversion  to 
organic  form  or  by  its  excretion  through  the  kid- 
neys. 

Under  normal  conditions  the  thyroid  removes 
approximately  one-third  and  the  kidney  two- 
thirds  of  the  iodide  from  the  iodide  pool.  A 
reciprocal  relationship  exists  between  these  two 
avenues  of  escape  from  the  iodide  pool.  Because 
of  this  reciprocal  relationship,  a measure  of  the 
rate  of  excretion  of  iodide  in  the  urine  can  be 
used  as  an  indirect  measure  of  the  extrarenal 
disposal  rate  of  iodide  which  is  essentially  the 
thyroid  accumulation  rate.  Tests  of  this  kind 
appear  to  be  as  effective  as  the  iodine  uptake  in 
the  diagnosis  of  hyptherthyroidism  and  may  be 
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more  effective  for  the  diagnosis  of  hypothyroid- 
ism.45 It  is  not  more  widely  used,  particularly 
with  outpatients,  because  of  the  difficulties 
inherent  in  the  accurate  collection  of  multiple 
samples  of  urine. 

Although  the  stable  iodine  level  of  the  thy- 
roid gland  remains  relatively  constant,  the  com- 
ponents of  the  thyroid  iodine  pool  are  hetero- 
geneous and  in  constant  movement.  Iodine  en- 
ters the  gland  as  inorganic  iodide  via  the  iodide 
trapping  mechanism.  The  information  which 
is  available  on  the  mechanism  of  the  iodide  trap 
comes  from  studies  with  the  use  of  certain  in- 
hibitors. In  general,  three  types  of  inhibitors 
have  been  employed.  First  a series  of  metabolic 
inhibitors,  for  example  inhibitors  of  respiration 
such  as  cyanide,  uncouplers  of  oxidative  phos- 
phorylation, such  as  dinitrophenol,  anaerobiasis, 
and  cold,  all  inhibit  the  trapping  of  iodide  by 
the  thyroid  gland  indicating  that  the  iodide  trap 
requires  the  active  participation  of  the  meta- 
bolic processes  of  the  cell. 

A second  series  of  inhibitors  are  certain  anions 
such  as  perchlorate  or  thiocyanate  which  on 
the  basis  of  similarity  in  size  and  charge  can 
successfully  compete  with  iodide  for  the  trans- 
port mechanism.  And  finally  it  has  been  ob- 
served that  cardiac  glycosides  inhibit  the  trap- 
ping of  iodide  by  the  thyroid  gland.  These  agents 
inhibit  potassium  transport  and  it  has  been  sug- 
gested that  an  adequate  level  of  potassium  is 
required  for  the  active  transport  of  iodide  into 
the  thyroid  cell. 

The  intrathvroidal  iodide  introduced  by  the 
iodide  trap  exists  in  reversible  equilibrium  with 
plasma  iodide  and  can  be  readily  discharged 
from  the  gland  by  thiocyanate  or  perchlorate 
ions.  However,  under  normal  conditions  little 
inorganic  iodide  is  discharged  from  the  gland 
indicating  that  iodide  is  very  rapidly  converted 
to  organic  form. 

synthesis  of  thyroxine 

The  initial  step  in  the  synthesis  of  thyroxine  is 
the  oxidation  of  iodide.  This  oxidation  is  en- 
zyme catalyzed  and  evidence  is  accumulating 
to  suggest  that  the  enzyme  involved  is  a peroxi- 
dase. In  the  presence  of  this  enzyme  and  a 
source  of  hydrogen  peroxide,  iodide  is  oxidized 
and  monoiodotyrosine  formed.  The  tyrosine  resi- 
dues of  thvroglobulin,  rather  than  free  tyrosine, 
are  iodinated.  It  has  been  proposed  that  whereas 
the  thyroid  peroxidase  oxidizes  iodide  to  an 


oxidized  form,  a second  enzyme,  a thyroid  iodin- 
ase  is  required  to  catalyze  the  reaction  between 
the  oxidized  form  of  iodide  and  tyrosine. 

Conversion  of  monoiodotyrosine  to  diiodotyro- 
sine  may  occur  by  a mechanism  similar  to  that 
involved  in  the  sythesis  of  monoiodotryrosine. 
However,  goitrogens  such  as  propylthiouracil 
inhibit  the  synthesis  of  diiodotyrosine  more  read- 
ily than  the  synthesis  of  monoiodotyrosine  which 
indicates  that  differences  exist.  The  final  step  in 
the  synthesis  of  thyroxine  involves  the  coupling 
of  two  molecules  of  diiodotyrosine.  There  is 
some  recent  evidence  to  suggest  that  the  cou- 
pling reaction  may  actually  occur  between  di- 
iodotyrosine and  its  pyruvic  acid  analogue 

p-hydroxydiiodophenylpyruvic  acid  formed  by 

the  oxidative  deamination  of  diiodotyrosine.  The 
end  product  is  thyroxine  and  triiodothyronine  in 
peptide  linkage  in  thvroglobulin. 

The  thvroglobulin  is  degraded  by  proteolytic 
enzymes  and  approximately  100/u.g  of  the  thyroid 
hormones  are  secreted  per  day.  This  amounts  to 
a daily  secretion  of  less  than  one  per  cent  of 
the  glandular  iodine  per  day.  Free  iodotyrosines 
released  during  the  proteolytic  process  are  rap- 
idly deiodinated  within  the  gland  by  an  enzyme 
iodotyrosine  dehalogenase.  The  iodine  so  re- 
leased enters  what  has  been  termed  the  second 
iodide  pool  to  distinguish  it  from  the  first  io- 
dide pool  formed  by  the  iodide  trapping  mech- 
anism. It  has  been  claimed  that  unlike  the  iodide 
of  the  first  iodide  pool,  the  iodide  of  the  second 
iodide  pool  is  not  discharged  by  perchlorate  or 
thiocyanate. 

tracer  surveillance 

A scintillation  crystal  placed  before  the  thy- 
roid gland  early  in  the  uptake  test  measures  the 
accumulation  of  radioactive  iodine  by  the  thy- 
roid gland:  The  trapping  of  iodide  and  the  syn- 
thesis of  the  thyroid  hormones.  As  the  labelled 
thyroid  hormone  is  secreted,  the  radioactive  io- 
dine concentration  of  the  thyroid  gland  reaches 
a maximum  and  falls,  which  indicates  that  that 
portion  of  the  iodine  pool  which  was  labelled 
at  the  time  of  administration  of  radioactive  io- 
dine is  now  passing  out  of  the  thyroid  gland  at 
a greater  rate  than  it  is  passing  into  the  gland. 
The  secreted  hormone  is  metabolized  in  the  peri- 
pheral tissues,  and  the  iodine  so  released  re- 
enters the  iodide  pool.  The  radioactive  iodine 
concentration  of  the  thyroid  gland  continues  to 
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fall  at  a slower  rate  as  some  newly  released  io- 
dide re-enters  the  thyroid  gland  and  some  is  lost 
from  the  body.  The  amount  of  radioactive  iodine 
in  the  thyroid  gland  at  a later  time  period  then, 
is  a resultant  of  a series  of  reactions:  the  rate  of 
initial  uptake  and  its  synthesis  into  the  thyroid 
hormones,  the  rate  of  secretion  of  the  thyroid 
hormones,  the  rate  of  metabolism  of  the  hor- 
mones by  the  peripheral  tissues  and  the  reintro- 
duction of  iodine  into  the  thyroid  gland  and 
finally  the  rate  of  excretion  of  iodine  from  the 
body. 

The  values  obtained  in  the  standard  uptake 
test  are  in  per  cent  of  administered  dose.  It 
should  be  kept  in  mind,  however,  that  radio- 
active iodide  is  being  used  as  a tracer  and  its 
movement  is  representative  of  the  movement  of 
iodide  as  a whole.  Therefore,  the  values  obtained 
represent  the  per  cent  of  the  iodide  pool  labelled 
at  the  time  of  the  administration  of  radioactive 
iodine  that  is  present  in  the  thyroid  gland  at  the 
time  of  measurement.  It  gives  no  information 
as  to  the  amounts  of  iodine  involved  since  the 
size  of  the  iodide  pool  is  not  known.  The  results 
obtained  can  be  compared  with  the  collected 
experience  and  a valid  interpretation  made  only 
if  the  size  of  the  iodide  pool  is  comparable  in 
all  cases.  Luckily,  this  is  most  often  the  case. 

When  there  is  a considerable  variation  from 
normal  in  the  size  of  the  iodide  pool,  as  in  iodine 
deficiency  or  as  a result  of  excess  iodine  intake, 
the  results  of  the  iodine  uptake  test  must  be  in- 
terpreted with  caution.  For  example,  in  areas  of 
endemic  goiter  where  iodine  deficiency  was 
prevalent  prior  to  the  advent  of  iodized  salt,  the 
thyroid  uptake  range  of  the  population  as  a 
whole  was  high  as  compared  to  a population 
from  a nonendemic  area.  Similarly,  10  to  20  per 
cent  of  patients  with  non-toxic  goiter  have  high 
uptakes  with  no  other  evidence  of  thyrotoxicosis. 
The  high  uptake  of  the  iodine  deficient  indi- 
vidual is  the  result  of  the  extraction,  by  a gland 
stimulated  by  thyroid  stimulating  hormone 
(TSH),  of  a higher  percentage  of  a smaller 
iodide  pool.  The  total  amount  of  I ’27  taken  up 
by  the  iodine  deficient  gland  is  not  excessive, 
nor  is  the  secretion  of  thyroid  hormone.  The 
PBI  is  therefore  normal  and  there  is  no  evidence 
of  thyrotoxicosis.  The  increased  uptake  of  non- 
toxic goiter  can  be  readily  suppressed  by  the 
administration  of  thyroid  hormone  and  there- 
fore can  be  distinguished  from  the  high  uptake 
in  thyrotoxicosis.  Intake  of  an  excess  of  iodide 
will  result  in  a low  thyroid  uptake  of  a radioactive 


iodide  tracer.  However,  this  is  due  not  only  to 
enlargement  of  the  iodide  pool  so  that  adequate 
amounts  of  iodide  are  taken  up  at  the  expense 
of  a smaller  proportion  of  the  inorganic  iodide 
pool,  but  in  addition,  to  a direct  inhibitory  effect 
of  excess  iodide  on  the  synthesis  of  thyroid  hor- 
mone. When  the  excess  iodide  is  in  the  form 
of  thyroid  hormone  medication,  a suppression 
of  TSH  secretion  also  will  result.  Determina- 
tion of  the  absolute  iodine  uptake  by  the  thyroid, 
the  number  of  /xg  of  iodide  taken  up  per  hour, 
has  been  advocated  as  a more  precise  indication 
of  thyroid  function  which  takes  the  pool  size 
into  account.9  A measure  of  plasma  inorganic 
iodide  is  required  in  addition  to  the  thyroid 
clearance  rate  which  may  make  this  excellent 
procedure  too  elaborate  for  most  routine  applica- 
tions. 

early  vs  late  thyroid  uptake  tests 

A 24-hour  thyroid  uptake  test  is  commonly  em- 
ployed. This  test  is  convenient  and  its  popularity 
has  resulted  in  a large  clinical  experience  with 
its  use.  However,  a thyroid  uptake  test  in  which 
the  measurement  is  made  at  an  earlier  time 
period  may  be  preferable  in  most  instances  to  the 
24-hour  uptake.7’8  The  thyroid  uptake  test  has 
its  greatest  value  in  distinguishing  the  hyper- 
thyroid from  the  euthyroid  state  and  an  early  up- 
take test  appears  to  sharpen  up  the  diagnostic 
accuracy  of  borderline  cases  of  hyperthyroidism. 

The  reasons  become  apparent  upon  considera- 
tion of  the  iodine  kinetics  of  the  hvperthyroid 
gland.  The  radioactive  iodine  enters  the  hyper- 
thyroid gland  at  a greatly  accelerated  rate  and 
may  reach  a maximum  within  a few  hours.  By 
24  hours,  when  the  radioactive  iodine  content 
of  the  normal  gland  may  be  at  its  miximum,  the 
radioactive  iodine  content  of  the  hyperthyroid 
gland  will  have  fallen  considerably.  The  result  is 
that  in  the  24-hour  uptake  the  accumulation  of 
the  initial  dose  of  radioactive  iodine  by  the  gland 
may  be  obscured  by  the  loss  of  labelled  hor- 
mone from  the  gland  and  by  the  re-entry  of 
peripherally  released  iodine. 

During  the  early  phases  of  the  thyroid  uptake 
test  only  the  initial  accumulation  of  radioactivity 
by  the  gland  is  measured.  The  results  obtained 
from  early  thyroid  uptake  tests  most  closely  ap- 
proximate the  reliability  of  the  thyroid  clearance 
rate  in  differentiating  the  hyperthyroid  from  the 
euthyroid  state.  The  thyroid  clearance  rate,  or 
the  volume  of  plasma  cleared  of  I'3i  per  minute, 
is  regarded  as  the  most  accurate  estimate  of  the 
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capacity  of  the  thyroid  to  accumulate  iodide  pro- 
vided that  organic  binding  of  iodine  is  not  im- 
paired.9 However,  the  performance  of  the  thy- 
roid clearance  rate,  which  requires  repeated 
measurements  of  thyroidal  radioactivity  as  well 
as  a measurement  of  plasma  U3i?  is  considered 
by  many  laboratories  as  too  time  consuming  for 
a routine  diagnostic  procedure.  The  thyroid 
clearance  rate  of  I’3i  by  both  the  euthyroid  and 
the  hyperthyroid  gland  is  fairly  constant  over  the 
first  few  hours  of  the  test  so  that  a single  value 
obtained  during  this  period  represents  not  only 
the  proportion  of  the  administered  dose  which  is 
present  in  the  gland  at  the  time  of  measurement 
but  also  the  rate  of  accumulation  of  iodine. 

How  soon  after  the  administration  of  radio- 
active iodine  should  the  measurement  be  made? 
A 10-minute  uptake  test  has  been  employed  as  a 
routine  diagnostic  procedure  with  results  which 
are  considered  to  be  more  reliable  than  the  24- 
hour  uptake.10’11  Under  these  conditions  the 
radioactive  iodine  is  administered  intravenously 
and  a correction  made  for  extrathyroidal  radio- 
activity. A 30-minute  uptake  may  be  more  con- 
venient and  has  been  recommended  by  a number 
of  workers.1213  If  the  measurement  is  delayed 
one  to  two  hours  after  the  administration  of 
radioactive  iodine,  the  dose  may  be  given  by 
mouth  and  the  correction  for  extrathyroidal 
radioactivity'  becomes  much  less  important.1415 
It  should  be  pointed  out  that  whereas  the  early 
uptake  test  is  preferable  for  the  diagnosis  of  hy- 
perthyroidism, the  24-  or  48-hour  uptake  may  be 
preferable  for  the  diagnosis  of  hypothyroidism. 

adjuncts  to  standard  thyroid  uptake  test 

TSH  stimulation  test— In  the  TSH  stimulation 
test,  the  thyroid  uptake  is  determined  before  and 
after  stimulation  of  thyroid  activity  by  exogenous 
TSH.  The  thyroid  radioactive  iodine  uptake  test 
is  less  reliable  in  distinguishing  the  hypothyroid 
from  the  euthyroid  state  than  it  is  in  distinguish- 
ing the  hyperthyroid  from  the  euthyroid  state. 
The  percentage  of  a dose  of  Ii3i  present  in  the 
thyroid  gland  24  or  48  hours  after  administra- 
tion is  usually  employed.  The  sensitivity  of  this 
procedure  for  the  diagnosis  of  hypothyroidism 
is  increased  by  the  TSH  stimulation  test.  An 
increase  in  uptake  indicates  the  presence  of  func- 
tional thyroid  tissue  not  maximally  stimulated 
by  endogenous  TSH. 

The  TSH  stimulation  test  is  of  particular  value 
in  differentiating  between  primary  hypothyroid- 
ism and  hypothyroidism  secondary  to  pituitary 


insufficiency.  In  the  former  condition  TSH  does 
not  increase  the  iodine  uptake  whereas  in  the 
latter  condition  the  iodine  uptake  is  increased 
by  exogenous  TSH.  TSH  may  also  be  employed 
in  assessing  thyroid  function  in  patients  being 
maintained  on  thyroid  hormone  therapy.  TSH 
will  stimulate  the  uptake  of  iodine  by  the  thyroid 
gland  despite  the  suppression  of  thyroid  function 
by  thyroid  hormone  therapy.  A condition  of  low 
thyroid  reserve  may  exist  following  Hashimoto’s 
thyroiditis  or  the  treatment  of  thyrotoxicosis  by 
radioactive  iodine  or  surgery  in  which  normal 
thyroid  function  is  maintained  by  the  maximum 
stimulation  of  the  thyroid  remnant  by  endogen- 
ous TSH.  The  condition  may  become  apparent 
as  a result  of  the  failure  of  the  gland  to  respond 
to  further  stimulation  by  exogenous  TSH. 

T3  suppression  test— In  the  T3  suppression  test 
the  thyroid  uptake  is  determined  before  and  after 
treatment  with  triiodothyronine.  The  iodine  up- 
take of  non-thyrotoxic  glands  is  inhibited  by  T3 
but  this  is  not  true  of  thyrotoxic  glands  which 
have  become  independent  of  pituitary  control. 
The  test  is  extremely  useful  in  differentiating 
thyrotoxicosis  from  non-toxic  goiter  with  a high 
thyroid  uptake. 

Perchlorate  (or  thiocyanate)  test— The  thyroid 
uptake  test  does  not  indicate  the  chemical  form 
of  the  thyroidal  radioactive  iodine  at  the  time  of 
measurement.  Under  normal  conditions,  the  io- 
dine of  the  thyroid  gland  is  made  up  of  approxi- 
mately 1 per  cent  iodide,  15-25  per  cent  monoi- 
odotyrosine,  40-45  per  cent  diiodotyrosine,  10-15 
per  cent  thyroxine,  2-3  per  cent  triiodothyronine. 
Trace  amounts  of  other  components  may  also  be 
present.  Alterations  in  the  normal  distribution  of 
the  iodine  containing  compounds  in  the  gland 
may  occur,  and  it  would  be  extremely  valuable 
if  the  proportions  of  the  various  components  of 
the  thyroid  gland  could  be  determined.  A com- 
plete resolution  of  this  question  requires  surgical 
removal  or  biopsy.  However,  a partial  dissec- 
tion of  the  thyroidal  iodine  is  possible  employ- 
ing in  vivo  techniques.  The  administration  of 
perchlorate  or  thiocyanate  during  a thyroid  up- 
take test  results  in  the  discharge  of  any  radio- 
active iodide  which  has  been  trapped  by  the 
gland  but  has  not  been  converted  to  organic 
form.  The  discharge  of  inorganic  iodide  is  re- 
vealed by  a simultaneous  fall  in  the  count  over 
the  thyroid  and  a rise  in  the  extrathyroidal  count 
(eg  thigh).  When  perchlorate  is  administered 
to  an  individual  with  normal  thyroid  function 
during  the  early  phase  of  a thyroid  uptake  test, 
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the  normal  increase  in  thyroid  count  is  not  seen 
since  perchlorate  inhibits  the  iodide  trap.  How- 
ever, the  thyroid  count  does  not  fall  perceptively 
since  only  a small  proportion  of  the  trapped 
iodine  remains  as  inorganic  iodide.  A positive 
perchlorate  test  indicates  a deficiency  in  the 
conversion  of  iodide  to  organic  form. 

The  site  of  action  of  a number  of  antithyroid 
drugs  has  been  localized  at  the  organification 
step  and  it  might  be  expected  that  individuals 
receiving  goitrogens  such  as  propylthiouracil  or 
methimazole  would  exhibit  a positive  perch- 
lorate test.  However,  certain  drugs  administered 
for  conditions  apparently  unrelated  to  the  thy- 
roid gland  may  also  produce  a partial  block  in 
the  conversion  of  iodide  to  organic  form.  Such 
drugs  include  p-aminosalicylic  acid,  phenylbu- 
tazone, amphenone,  resorcinol,  iodine  or  iodine 
containing  compounds  such  as  iodopyrine.  Goiter 
and  hypothyroidism  may  result,  in  extreme  cases. 
Instances  of  drug  toxicity  to  the  thyroid  gland 
may  be  revealed  at  an  early  stage  by  the  perch- 
lorate test.  A defect  in  the  organic  binding  of 
iodine  also  may  be  demonstrable  in  Hashimoto’s 
thyroiditis. 

Stanbury  and  Hedge  first  reported  on  a com- 
plete block  in  the  conversion  of  iodide  to  organic 
form  in  certain  patients  with  congenital  goitrous 
cretinism.  A partial  defect  in  the  organification 
of  iodide  occurs  in  Penreds  syndrome,  a rare 
familial  condition  in  which  there  is  an  association 
of  goiter  with  deaf-mutism.  A recent  survey  em- 
ploying a sensitive  perchlorate  test  has  indicated 
that  50  per  cent  of  42  prenatal  deaf  mutes,  11 
per  cent  of  9 postnatal  deaf  mutes,  and  44  per 
cent  of  9 deaf  mutes  of  uncertain  origin  had 
positive  perchlorate  tests.10  (See  reference  16  for 
bibliography  on  perchlorate  test.)  All  the  deaf 
mutes  were  randomly  chosen  from  the  same  in- 
stitution. Of  13  patients  with  familial  cretinism 
and  goiter,  69  per  cent  had  a positive  perchlor- 
ate test  as  did  19  per  cent  of  59  patients  with 
sporadic  nontoxic  goiter.  This  would  suggest 
that  a partial  defect  in  the  iodination  step  of 
thyroxine  synthesis  may  be  a more  common  phe- 
nomenon than  originally  supposed. 

use  of  isotopes  other  than  I131 

1 132_ Advantages  in  the  use  of  1132  for  routine 
iodine  uptake  tests  stem  from  its  half-life  of  2.26 
hours  as  compared  to  8 days  for  Ii3i.917  Thus 
repeated  tests  can  be  conducted  on  the  same 
individual  with  relatively  short  intervening  peri- 
ods and  with  negligible  correction  for  back- 


ground. This  is  particularly  important  in  tests 
such  as  the  T3  suppression  test  and  the  TSH 
stimulation  test  which  involve  multiple  uptakes 
in  a relatively  short  period-  The  short  half-life 
results  in  a markedly  reduced  radiation  exposure 
to  the  thyroid  gland  as  compared  to  Ii3i.  The 
dose  to  the  thyroid  in  rads  per  juc  of  admini- 
stered 1132  is  one  to  three  per  cent  of  that  of  I’3i. 
Because  of  this,  children  and  pregnant  women 
can  be  tested  with  greater  safety.  Thyroid  scan- 
ning, which  requires  a higher  dose  of  radioactive 
iodine,  can  be  done  at  an  earlier  age.  The  gamma 
rays  of  1 1 32  have  considerably  higher  energies 
than  those  of  Ii3i  which  makes  collimation  in 
scanning  operations  more  difficult  with  1 132  than 
with  Ii3i.  The  effects  of  accidental  spillage  are 
more  temporary.  The  disadvantage  of  a short 
shelf  life  is  minimized  by  the  fact  that  the  isotope 
is  obtained  as  its  parent,  telluriumi32  with  a 
77-hour  half  life  absorbed  on  a column  of  alu- 
mina. Iodinei32  iodide  is  formed  from  the  decay 
of  tellurium’ 32  and  is  separated  from  the  tel- 
lurium as  needed  by  elution  from  the  alumina 
column  with  dilute  ammonium  hydroxide.  The 
effective  shelf  life  of  I' 32,  then,  is  that  of  its 
parent,  telluriumi32  at  3.2  days  as  compared 
to  8 days  for  1131.  Only  after  elution  does  the 
2.3  hour  half-life  become  the  governing  one.  Fol- 
lowing elution,  Ii  32  is  regenerated  and  may  be 
again  eluted  from  the  column  after  a short  lapse 
of  time.  Because  of  its  short  half  life,  Ii 32  is  em- 
ployed in  tests  in  which  the  early  uptake  of 
iodide  is  measured.  However,  as  already  indi- 
cated, these  tests  are  to  be  preferred  in  most  in- 
stances to  late  (ie,  24-hour)  thyroid  uptake  tests. 
Tests  such  as  the  neck-thigh  ratio  do  not  require 
correction  for  radioactive  decay.  A disadvantage 
to  its  use  is  the  inability  to  perform  PBH32 
measurements  48  to  72  hours  after  administra- 
tion of  the  radioactive  iodine. 

1125— This  isotope  has  a half  life  of  57.4  days 
and  its  advantages  stem  from  this  long  half  life 
and  from  the  fact  that  it  decays  by  electron  cap- 
ture with  the  emission  of  soft  photons  in  the 
0.027  to  0.035  mev  energy  range.  1819  Despite 
the  considerably  longer  half  life  of  Ii 25,  the 
radiation  exposure  to  the  thyroid  gland  during 
complete  decay  of  I’  25  is  approximately  one  half 
that  obtained  with  Ii3i  starting  with  same  initial 
disintegration  rate  due  to  the  virtual  ab- 
sence of  f3  particles.  The  absence  of  (3 
particle  emission  from  1125  makes  this  isotope 
particularly  suited  for  the  labelling  of  radio- 
active compounds.  The  shelf  life  of  these  corn- 
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pounds  is  considerably  prolonged,  not  only  be- 
cause of  the  long  half  life  of  the  isotope,  but 
also  because  of  the  reduced  radiation  damage 
to  the  chemical  compound.  Thus  Ii25  triiodothy- 
ronine may  be  preferred  to  I’3i  triiodothyronine 
in  the  in  vitro  red  blood  cell  or  resin  binding  test. 
The  low  energies  of  the  x and  y rays  of  I ’25 
result  in  a virtually  100  per  cent  absorption  by 
suitable  scintillation  detectors  in  in  vitro  mea- 
surements and,  therefore,  in  very  high  counting 
efficiencies.  In  vivo  measurements,  however,  are 
made  more  difficult  because  of  the  low  energies 
of  the  photons  emitted  from  1125.  A radioactive 
isotope  of  iodine,  such  as  1131,  which  emits 
stronger  y rays,  may  be  used  in  a second  iodine 
uptake  following  the  one  employing  Ii 25,  with 
the  radioactivity  of  the  former  being  filtered  out 
readily  because  of  its  softness.  The  use  of  1 125 
for  photoscanning  of  the  thyroid  has  been  ad- 
vocated.20 A cold  nodule  near  the  surface  of  the 
organ  can  be  visualized  with  greater  precision 
because  the  soft  photons  emitted  from  the  under- 
lying tissue  are  absorbed  by  the  nodule  leaving 
a clearer  image.  However,  substernal  goiters  may 
not  be  so  readily  demonstrable  with  Ii 25  due 
to  absorption  by  the  overlying  bone.  ■ 

U of  W School  of  Medicine  (98105) 
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abstracto 

La  cantidad  de  yodo  radioactivo  en  la  glan- 
dida  tiroides  despues  de  la  administracion 
depende  del  tiempo  transcurrido  y de  una  serie 
de  reacciones:  rapidez  de  la  captura  inicial  y de 
sintesis  de  hormona ; rapidez  de  la  secrecion  de 
hormona ; la  rapidez  del  metabolismo  de  la 
hormona  por  los  tejidos  perifericos;  reintroduc- 
cion  en  el  tiroides  del  yodo  liberado;  y rapidez 
de  excrecion  fuera  del  organismo.  La  prueba 
“ standard ” de  captura  registra  porcentaje  de 
dosis  administrada.  Debe  observarse  cautela  en 
la  interpretacion  cuando  hay  variaciones  en  el 
reservorio  de  yoduros,  o en  casos  de  bocio  no- 
toxico.  El  aumento  en  la  captura  en  estos  ultimos 
puede  ser  bloqueado  con  hormona  tiroidea.  Re- 
finamientos  en  la  prueba  “ standard ” de  captura 
son  capaces  de  proporcionar  informes  mas 
precisos. 
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What  are  the  roots  of  a good  soup,  Doctor? 


You  see  five  of  the  roots  of  a 
good  soup  here:  carrots,  white 
potatoes,  sweet  potatoes,  turnips, 
and  onions.  The  roots  of  a really 
good  soup,  of  course,  go  much 
deeper.  They  include  knowledge  and  years  of  experience  in 
selecting  and  blending  the  fine  vegetables  and  tender  meat 
or  poultry  that  should  go  into  a good  soup.  They  also  include 
the  extra  care  in  processing  these  ingredients  to  preserve,  as 
much  as  possible,  natural  flavors  and  nutritive  values. 

That’s  how  all  Campbell’s  Soups  are  made.  As  a result, 
they  offer  your  patients  a wide  variety  of  foods  with  a wide 
variety  of  essential  nutrients. 

For  example,  our  Vegetable  Soup  with  its  15  different 
vegetables  is  ideal  to  recommend  to  the  mother  of  a child 
who  is  a finicky  eater.  The  child  delights  in  spooning  up  the 


“alphabets”  . . . while  he  puts  away  about  2500  I.U.  of  Vita- 
min A in  an  average  7 oz.  serving. 

Or,  to  help  stimulate  the  appetite  of  your  elderly  patients, 
you  can  recommend  our  delicious  Cream  of  Potato  Soup.  It’s 
wholesome  and  satisfying,  yet  has  only  about  59  calories 
per  7 oz.  serving. 

You’ll  find  of  course,  that  there’s  a Campbell’s  Soup  suit- 
able for  almost  every  one  of  your  special-diet-patients  — high 
protein,  low  residue,  high  or  low  calorie.  To  help  you  in  plan- 
ning such  diets,  we  have  prepared  a series  of 
nutritive  analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  23,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and  enjoy  them  yourself.  There’s  a soup 
for  almost  every  patient  and  diet,  for  every  meal. 


SOUS* 


TUBERCULIN, TINE  TEST 

(Rosenthal)  Lederle 


TAKE5 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE ARM- 
U N CAP  A TINE  TEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7099-4 


804 

Northwest  Medicine,  November  1964 


OREGON 


Oregon  Medical  Association— 2164  s.  w.  park  place,  Portland  s,  Oregon 

president  James  H.  Seacat,  M.D.,  Salem 

secy.-treas.  Robert  T.  Boats,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  21-25,  1965,  Portland 


Those  attending  the  meeting  of  Component  Society 
Officers  held  during  Oregon  Medical  Association  annual 
session  at  Eugene  Hotel,  October  13-17,  1964. 


Examiners  Board  licenses  21  doctors 

At  the  conclusion  of  a regular  meeting  of  the 
Board  of  Medical  Examiners  of  the  State  of  Oregon 
held  on  October  8,  9,  and  10,  David  B.  Judd,  Sec- 
retary, announced  that  21  doctors  qualified  for  li- 
censure to  practice  medicine  and  surgery  or  osteo- 
pathy and  surgery  in  Oregon.  Those  who  received 
licenses  to  practice  medicine  and  surgery  are: 

Charles  Cox  Jenkins,  Harvey  David  Klevit,  Chris- 
tine Louise  Mackert,  Robert  Francis  Malison, 
Charles  Cranston  Spray,  Jr.,  and  Donald  Andrew 
Young  III,  all  of  Portland;  William  Chester  Awe, 
Beaverton;  Warren  Wood  Babcock,  Jr.,  Louisville, 
Kentucky;  Fredrick  DeWald  Baier,  Sweet  Home; 
Neely  Elza  Bradford,  Medford;  Walton  Edward 
Byrd,  Stayton;  Dennis  Gary  Crockett,  Edmonds; 
Washington;  Betty  Jo  Davenport,  Salem;  Jay 
Francis  O’Leary,  Coos  Bay;  Richard  Otto  Panzer, 
Tenafly,  New  Jersey;  Barbara  Jean  Keenan  Park- 
er, Corvallis;  Harvey  Bruce  Price,  Oregon  City; 
Merle  Charles  Schmidt,  Grand  Rapids,  Michigan; 
John  Dennis  Sproed,  Loma  Linda,  California;  Miles 
Lorin  Weber,  Oakland,  California. 

Robert  John  Rakozy,  of  Portland,  was  licensed  to 


practice  osteopathy  and  surgery  in  Oregon. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  January  7,  8,  and  9,  1965. 
The  filing  deadline  date  for  this  meeting  is  De- 
cember 7,  1964. 

The  next  State  Board  Written  Examination  will 
be  given  on  January  5 and  6,  1965. 

OBITUARIES 

Because  Dr.  Laurence  Selling  seemed  such  a 
youthful  man  even  in  the  last  of  his  eighty  two  years, 
it  was  a shock  to  learn  that  when  he  entered  medical 
school  at  Johns  Hopkins  University,  William  Osier 
was  still  the  Professor  of  Medicine  there.  During 
fifty-two  years  of  practice  as  an  internist  in  the 
Northwest,  Dr.  Selling  remained  a learner  and  a 
teacher  until  his  death  on  October  7.  For  twenty- 
five  years  he  served  in  and  well  the  University  of 
Oregon  Medical  School.  He  teas  for  many  years 
Professor  and  Head  of  the  Department  of  Medicine. 
He  was  a respected  and  able  physician  and  never 
lost  his  sense  of  proportion.  His  was  a true  com- 
bination of  humility  and  ability.  Above  all,  he  was 

continued  on  page  811 
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Air  vents 
in  the  filter. 

Carlton— the  first  cigarette  to 
combine  distinctive  blend, 
high  porosity  paper,  and  a new 
flavor-enriching  filter  with 
activated  charcoal  and  pre- 
cision air  vents. 


Test  results 
on  the  pack. 

On  every  pack,  on  every  car- 
ton of  Carlton  are  printed 
latest  "tar”  and  nicotine  test 
results  as  determined  in  pe- 
riodic analyses  by  an  inde- 
pendent research  laboratory. 


ANALYSES  OF  THE  SMOKE  OF  SAMPLES  OFCARLTON  CIGA- 
RETTES ARE  MADE  PERIODICALLY  BY  AN  INDEPEND- 
ENT RESEARCH  LABORATORY.  ANALYSES  DURING  THE 
MOST  RECENT  TEST  PERIOD  PRIOR  TO  THE  MANUFAC- 
TURE OF  THE  CIGARETTES  IN  THIS  PACKAGE  AVERAGED: 


“TAR”*  3.9  MG  PER  CIGARETTE 

NICOTINE  0.4  MG  PER  CIGARETTE 

•SMOKE  COMPONENTS  COMMONLY 
BUT  INACCURATELY  CALLED  "TAR". 


Carlton.  Low  in  "tar”  and  nicotine,  high  in  smoking  pleasure.  The  lightest 
smoke  of  all.  A cigarette  in  the  tradition  of... 

THE  AMERICAN  TOBACCO  COMPANY- FIRST  IN  CIGARETTE  RESEARCH. 
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Vertigo  couldn't  stop  beat  Nick  from  painting. . , 


One  day,  a doctor  prescribed  Antivert  for  him. 


j£j — 


Antivert  stopped  the  vertigo  (easel-y),«* 


but. . . 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include: 
cutaneous  flushing,  sensations  of 
warmth,  tingling  and  itching,  burning 
of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity. 

In  explaining  these  reactions  to  the 
patient,  it  is  suggested  that  they  be 
regarded  as  a desirable  physiological 
sign  that  the  nicotinic  acid  is  carrying 
out  its  intended  function  of  vasodilation.  * 
Because  of  this  vasodilation,  severe  hy- 
potension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

•Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

iinTivprT mec|izineHc| 

^■1 IIITUI  l nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
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ANSWERS  FOR  THYROID  DIAGNOSTIC  QUIZ  ON  PAGE  778 


1.  Plummer’s  Disease.  This  is  an  elderly  patient 
without  eye  signs,  prominent  myopathy  and  peculiar 
uptake  pattern  due  to  rapid  glandular  turnover  of 
H3l;  that  is,  formed  hormone  is  released  rapidly  from 
the  adenoma.  Additional  counts  over  the  neck  on  a 
second  test  revealed  uptake  peak  of  58  per  cent  at 
12  hours.  This  situation  is  occasionally  noted  in 
Graves’  disease,  (Fig.  6). 


TIME  (hours) 

Fig.  6.  The  rapid  accumulation  and  turnover  of  I by  the 
thyroid  in  a patient  with  Graves’  disease.  Note  the  normal 
value  for  the  24-hour  uptake.  This  phenomenon  is  occas- 
sionally  seen  in  this  disease  with  hyperfunctioning  glands. 

2.  Cholecystography . Due  to  enterohepatic  cycling 
of  the  iodinated  dye,  appreciable  quantities  of  organ- 
ic 1127  remain  bound  to  plasma  proteins.  Deiodina- 
tion  of  the  dye  is  so  slow  that  no  appreciable  effect 
of  the  anion  on  the  uptake  is  usually  seen.  Situation 
does  not  pertain  to  1 127  dyes  excreted  rapidly  by  the 
kidney. 

3.  Thyrotoxicosis  Factitia.  A common  disorder. 
Patient  was  taking  8 grains  of  thyroid  daily. 

4.  Hashimoto’s  Thyroiditis.  In  the  later  phases  of 
the  disease  goiter  and  uptake  of  II 31  may  be  pre- 
served. Note  the  high  6-hour  value  in  comparison 
to  the  24-hour  value,  suggesting  block  in  organifi- 
cation of  iodide.  However,  hormone  production  was 
inadequate  and  myxedema  supervened.  This  disease 
is  the  most  common  cause  of  goitrous  hypothyroid- 
ism. 

5.  Thyrotoxicosis  Factitia  due  to  Triiodothyronine. 
The  lower  1 127  content,  potency  and  rapid  peripheral 
metabolism  of  T3  conspire  to  reduce  the  PBI  to  the 
myxedema  range,  suppress  the  pituitary  output  of 
TSH  and  produce  the  seemingly  paradoxical  hyper- 
metabolism. 

6.  Colloid  Adenomatous  Goiter.  Some,  but  far 
from  all,  of  these  goiters  reveal  the  Hashimoto’s 
type  of  functional  pattern,  the  tip-off  being  the 
high  6-hour  value. 

7.  Pheochromocytoma.  A cause  of  non-thyroidal 
hypermetabolism. 

8.  Hypopituitarism.  Moderately  low  values,  even 
though  in  the  low  normal  range  and  without  dis- 
tinctive symptoms  of  hypometabolism  when  found 


in  hypogonadism  strongly  suggest  pituitary  insuf- 
ficiency. 

9.  Perforated  Ear  Drum.  External  leaks  raise  the 
basal  metabolism  rate  (BMR).  Internal  leaks  lower 
BMR  as  does  old  C02  absorbant  in  closed  circuit 
machines. 

10.  Pregnancy.  PBI  normally  increases  into  the 
hyperthyroid  range  during  pregnancy.  Uptake  was 
done  because  of  failure  to  appreciate  early  preg- 
nancy. 

11.  Nephrosis.  PBI  characteristically  low  without 
hypometabolism  of  thyroid  origin. 

12.  Subacute  Thyroiditis.  Patients  usually  have 
extreme  tenderness  of  the  thyroid,  but  may  present 
with  mild  tenderness  and  sore  throat  which  worsens. 
Depression  of  uptake  is  a virtual  sine  qua  non  of 
subacute  thyroiditis. 

13.  Polycythemia  Vera.  Another  cause  of  non- 
thyroidal  hypermetabolism  along  with  the  leukemias 
and  lymphomas. 

14.  Congenital  Goiter  and  Myxedema.  Most  likely 
due  to  defective  deshalogenating  enzy  me.  Regardless 
of  cause  these  goiters  are  hyperplastic  and  behave 
like  severe  iodine  deficiency. 

15.  Acute  Renal  Failure.  Since  1131  goes  princip- 
ally to  thyroid  and  kidney,  sudden  removal  of  the 
excretory  route  results  in  most  of  the  iodide  going  to 
the  gland.  The  paradoxical  high  uptake  results. 

16.  Congestive  Failure.  Excretion  of  iodide  paral- 
lels the  GFR.  Even  modest  reductions  raise  the 
plasma  iodine.  Chronically,  the  clearance  of  iodine 
by  the  thyroid  is  slowed  in  order  to  compensate 
for  the  iodide  retention.  Consequently,  the  uptake 
in  6 to  24  hours  is  low.  If  in  doubt,  recount  patient 
at  48  and  72  hours.  In  this  case  uptake  will  slowly 
come  up  to  the  normal  range. 

17.  High  Dietary  Iodide.  Most  multivitamin  prep- 
arations contain  100  to  200  p g of  1 127.  This  is  not 
enough  to  be  obvious,  as  is  the  case  with  saturation 
solution  potassium  iodide,  but  is  enough  to  yield 
a low  uptake  pattern  in  an  otherwise  normal  indi- 
vidual. 

18.  Exogenous  Estrogen.  This  man  was  receiving 
10  mg  of  diethvlstilbestrol  daily  for  his  cancer.  PBI 
increases  as  in  pregnancy. 

19.  Chronic  Salicylism.  Because  of  painful  osteo- 
arthritis patient  was  taking  100  grains  of  aspirin  daily. 
This  agent  produces  a dinitrophenol-like  syndrome 
of  hypermetabolism.  PBI  may  be  decreased  as  in 
this  case. 

20.  Dilantin  Administration.  Hvdantoin  deriva- 
tives displace  thyroxine  from  the  binding  proteins 
and  may  profoundly  lower  the  PBI.  It  also  increases 
the  so-called  “red  cell  uptake”  or  resin  uptake  test 
to  levels  associated  ordinarily  with  thyrotoxicosis. 

21.  Treated  Graves’  Disease.  This  patient  was 
treated  six  months  earlier  by  subtotal  thyroidectomy 
for  thyrotoxicosis.  The  significance  of  the  low  PBI 
was  not  borne  out  by  the  patient’s  clinical  state  or 
the  BMR.  Detailed  study  showed  that  this  patient, 
like  some  with  treated  Graves’  disease  or  in  a non- 
thyrotoxic  phase,  turn  over  hormone  at  twice  the 
normal  rate.  Accordingly,  the  PBI  of  3.0  was  equiva- 
lent to  one  of  6.0  pg  in  a normal  individual. 
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Look  to  Baxter  for  new  products  medically 
engineered  to  give  you  safety  through  simplicity 


/Q| 

1.  Metriset  —for  I.V.  administration  of  small, 
measured  amounts  of  fluids.  2.  Disposable 
Administration  Set  with  Two  Injection  Sites— clear 
igid  injection  sites— needle  cannot  puncture  tubing. 


1 

2 

3 

4 

3.  I.V. Tray —complete  with  I.V.  injection  set,  18-inch  tape, 
gauze  pads  and  alcohol  sponges.  4.  Surgical  Extension 
Tube  with  Two  Injection  Sites— resists  leakage  even 
after  numerous  injections  or  under  pressure. 


□on  Baxter.  Inc. 


| ® Trade-mark 


Glendale,  California  91201 


Pour  with  Confidence 


Baxter  irrigating  fluids  are  proved  safe  and  sterile 
through  up  to  50  tests... including  in  vivo  pyrogen  tests 
in  rabbits.  For  added  convenience  they  are  available 
in  250  ml.,  500  ml.,  1000  ml.,  and  2000  ml.  containers. 


• Normal  Saline.  • 33%  Sorbitol  Solution. 

• Distilled  Water.  • 5%  Dextrose  in  Water. 

• Physiological  Irrigating  Solution. 


□on  Baxter.  Inc. 


Glendale,  California  91201 


a kind  man  and  his  philosophy  was  expressed  best 
perhaps  in  his  own  words  when,  in  addressing  the 
graduating  class  of  1951  at  the  University  of  Ore- 
gon Medical  School,  he  said,  “.  . . try  to  be  a little 
tolerant  with  your  patients.  When  one  refuses  to 
accept  your  judgment  and  turns  down  your  sincere 
and  studied  recommendations,  . . . say  to  the  patient, 
‘That’s  all  right.  You  came  to  see  me  for  two  things, 
my  opinion  as  to  what  is  wrong  and  my  advice  as  to 
what  you  should  do.  I have  tried  to  give  you  both, 
and  I have  given  you  my  reasons.  That  is  as  far 
as  I can  go.  1 can  only  recommend.  1 cannot  com- 
mand. The  patient  is,  and  always  must  be,  the  final 
judge  and  must  make  the  final  decision.’  Usually 
we  part  on  good  terms  so  that,  if  he  changes  his 
mind,  which  he  often  does,  he  will  feel  free  to 
return  to  talk  it  over  again.  . . . For  a good  many 
years  now,  I have  been  coming  to  the  conclusion, 
rather  surprising  at  first  thought,  that  one  of  the 
most  important  functions  of  the  doctor  is  to  tell  the 
patient  what  is  not  wrong  with  him  . . . 

“It  is  perfectly  possible  to  tell  a patient  there  is 
nothing  wrong  organically  with  him,  that  he  is  just 
worried  and  frightened  and  tense  and  have  him 
accept  it.  It  has  to  be  on  the  basis  of  ..  . one  human 
being,  with  his  faults  and  weaknesses,  to  another 
human  being,  with  his  faults  and  weaknesses  . . . 
Until  you  have  explained  to  the  patient  what  it  is 
all  about  and  the  ‘why’  of  it,  you  haven’t  done 
your  duty  by  that  patient.  Let  me  emphasize  that  this 
takes  time.  You  don’t  begrudge  the  time  to  make 
your  physical  examination.  Well,  don’t  begrudge 
your  time  for  the  equally  important  task  of  telling 
the  patient  what  it  is  all  about.  Unless  you  do  this, 
the  patient  will  leave  with  a feeling  of  uneasiness, 
his  worry  and  fear  not  satisfied.  If  you  do  it,  like 
as  not,  as  he  leaves  the  room  he  will  stop,  turn 
around,  and  say  quietly  ‘Thank  you,  doctor.’  Largely 
l measure  my  own  success  in  handling  patients  in 
exactly  that  way  . . . 

. . . “Do  you  have  to  give  the  patient  a prescrip- 
tion, even  if  you  know  he  doesn’t  need  it?  It 
certianly  is  done.  It  is  done  especially  for  those  pa- 
tients who  have  no  disease  and  who  are  tense  and 


nervous  or  just  plain  frightened.  It  is  done  because 
it  is  easier  to  write  out  a prescription  and  hand  it 
to  the  patient  than  to  take  the  time  and  trouble  to 
explain  to  him  what  it  is  all  about.  For  the  most 
part,  I’ll  not  say  always,  it  is  not  the  right  way.  Over 
and  over  again  when  I have  talked  his  problem  over 
with  the  patient,  and  explained  to  him  the  nature  of 
his  difficulties,  and  have  told  him  that  he  is  not  ill 
but  frightened  and  worried,  he  will  say,  ‘But  doctor 
aren’t  you  going  to  give  me  any  medicine?’  I always 
tell  him,  ‘I’ll  give  you  my  favorite  prescription.’  It  is 
simple:  ‘Take  no  medicine,  three  times  a day  after 
meals  and  double  the  dose  on  Sunday.’  Usually 
it  takes  a minute  to  sink  in,  but  sink  in  it  does,  and 
then  I explain  the  ‘why’  of  it.  If  I give  him  a pre- 
scription, no  matter  what  I say,  he  will  feel  that  this 
is  the  thing  that  is  going  to  cure  him  of  his  ‘disease.’ 
But  what  I’m  trying  to  drive  home  is  the  point  that 
he  has  no  disease,  that  he  is  just  worried  and  fright- 
ened and  tense.  That  is  where  the  emphasis  belongs, 
and  that  is  where  I try  to  keep  it.  . . . 

■ . . “How  does  medicine  look  to  me  after  all 
these  years?  It  looks  to  me  like  the  most  wonderful 
thing  in  the  world.  The  privilege  of  being  a doctor, 
with  all  it  implies,  is  a privilege  so  great  and  with 
responsibilities  so  great,  that  it  makes  you  humble. 
I have  little  patience  with  the  doctor  who  thinks 
himself  so  grand  that  he  assumes  it  is  his  right  and 
prerogative  that  patients  should  come  to  him,  the 
all  wise.  It  is  their  obligation  to  come,  and  he  deigns 
to  accept  them!  Actually,  why  does  the  patient 
choose  you?  Of  course,  it  is  because  he  has  confi- 
dence. But  where  does  that  confidence  come  from? 
He  knows  little  about  your  ability.  He  has  only  here- 
say  evidence  . . . And  when  he  comes,  I hope  you 
ivill  feel,  and  I hope  you  will  keep  on  feeling  as  long 
as  you  live,  that  in  choosing  you  he  is  paying  you 
a great  compliment.  You  should  receive  it  with 
humility  because  surely  no  one  is  good  enough  to 
deserve  such  confidence.  In  return  for  that  confi- 
dence, I hope  you  will  realize  the  debt  you  owe  him, 
the  debt  of  giving  him  absolutely  and  unqualifiedly 
the  best  you  have,  irrespective  of  the  nature  of  his 
problem,  and  irrespective  of  his  social  and  financial 
status.  And  if  he  comes  to  you  with  a problem  that 
is  not  in  your  field  of  interest  and  knowledge,  I hope 
you  will  send  him  to  someone  in  whose  integrity 
and  ability  you  have  full  confidence.” 

OBITUARIES 

dr.  allan  j.  hill,  jR.,  died  in  Palo  Alto,  Cali- 
fornia on  July  25,  after  a long  illness.  Dr.  Hill  was  a 
graduate  of  the  University  of  Minnesota  School  of 
Medicine  in  1940  and  received  his  pediatric  training 
at  the  University  of  Minnesota  Hospitals. 

Dr.  Hill  entered  academic  pediatrics  as  a Teach- 
ing Fellow  at  the  University  of  Minnesota  in  1943. 

contnued  on  page  814 
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A completely  new  concept  in  nutrition 

(arnation . 

instant  breakfast 


the  balanced  meal  prepared  at  home  with  fresh  whole  milk 


Mixes  instantly 

Makes  a balanced, 

A single  8-oz.  glassful, 

Provides  25%  or  more 

in  fresh  milk. 

satisfying  meal  at 

for  example,  supplies  as 

of  the  average 

breakfast,  lunch 

much  protein  as  two 

recommended  daily 

or  suppertime. 

fresh  eggs,  as  much 
mineral  nourishment 
as  two  strips  of 
crisp  bacon. 

allowance  of  protein* 
and  of  the  minimum 
requirements  of  calcium, 
phosphorus,  iron, 
vitamin  A,  thiamine, 
riboflavin,  niacin,  and 
vitamin  C. 

And  consider  the  benefits  for  your  patients  with  special  nutritional  needs 


The  geriatric  and  the 
sedentary  patient  with 
poor  appetite  will  find  this 
a simple  and  palatable 
way  to  supplement  the  diet 
with  essential  nutrients. 

• 

Patients  on  bland  diets, 
ulcer  diets,  dental  and 
post-tonsillectomy  patients 


and  others  who  have 
difficulty  eating  solid  foods. 

• 

The  convalescent, 

to  help  meet  additional 
nutritive  needs. 

• 

The  teen-ager,  to  help 
meet  increased  protein 
requirements. 


The  acne  patient,  when  a 
minimum  of  rich  foods  is 
indicated-for  a margin  of 
concentrated  nutrients 
without  added  fat.  There 
is  less  than  1%  fat  in 
the  packet  itself  (plain 
and  coffee  flavors),  and 
only  2.6%  in  the  packet 
of  Chocolate  flavor. 


The  rapidly-growing  child, 

who  requires  twice  the 
protein,  pound  for  pound, 
as  adults. 

The  underweight-for 

‘nutrition  insurance”  at 
mealtime  and  as  a 
nourishing  fourth  meal  at 
bedtime  (mixed  in  hot  milk). 


A single  packet  more 
than  doubles  the  amount 
of  protein  of  milk  alone. 


Far  more  palatable  than 
canned  liquid  meals 
because  it  is  mixed 
with  fresh  milk. 


Delicious, 
consumer-tested 
flavors  for  refreshing 
variety. 


Economically  priced,  and 
readily  available  at 
grocery  stores,  6 packets 
to  the  box.  From 
a world  leader 
in  nutrition. ..Carnation. 


*The  average  Recommended  Adult  Daily  Dietary  Allowance  of  Protein  (70  grams)  as  established  by  the  National  Research  Council. 


instant  breakfast 


makes  milk  a meal 


Nutritional  Analysis  as  Shown  on  Consumer  Label  (Chocolate) 
(Values  given  in  MDR  percentages) 

One  glassful  (chocolate  flavor)  provides  at  least  the  follow- 
ing percentages  of  adult  minimum  daily  requirements 
The  Envelope  1 Envelope  in  8 02. 


% MDR 

% MDR 

Vitamin  A 

26% 

35% 

Niacin 

25% 

27% 

Vitamin  B, 

20% 

30% 

Vitamin  B2 

11% 

48% 

Vitamin  B6 

••(.267  mg.) 

Vitamin  Bi2 

••(.17  meg.) 

** 

Vitamin  C 

18% 

25% 

Vitamin  D 

0% 

25% 

Iron 

25% 

26% 

Copper 

'•(.194  mg.) 

Calcium 

15% 

55% 

Phosphorus 

18% 

49% 

•Values  for  8 02.  Milk  from  Bowes  & Church,  9th  Edition. 
**No  Minimum  Daily  Requirements  Established. 


Protein 

24% 

17.5  gm.f 

Carbohydrate 

61% 

34  gm. 

Fat 

2.6% 

9.4  gm. 

Calories 

128 

290 

t25%  of  the  Recommended  Daily  Adult  Dietary  Allowance  of  Pro- 
tein (70  grams)  as  established  by  the  National  Research  Council. 


continued  from  page  811 

He  teas  appointed  Instructor  of  Pediatrics  at  Tulane 
University  in  1943,  advancing  to  the  rank  of  Assist- 
ant Professor  in  1945.  He  was  Assistant  Professor  of 
Pediatrics  at  the  University  of  Chicago  from  1947- 
1948,  returning  to  the  University  of  Minnesota  as 
Assistant  Clinical  Professor  in  1948. 

In  1951  Dr.  Hill  was  appointed  Professor  of 
Pediatrics  at  the  University  of  Oregon  Medical 
School,  a position  he  held  until  1962  when  he  re- 
signed due  to  ill  health. 

Dr.  Hill  was  a Diplomate  of  the  American  Acad- 
emy of  Pediatrics  and  a member  of  several  pediatric 
societies  including  the  American  Pediatric  Society. 


He  was  an  examiner  for  the  American  Board  of 
Pediatrics  and  served  on  the  Editorial  Board  of  the 
Journal  of  Pediatrics  until  his  death. 

Dr.  Hill  is  survived  by  his  wife  and  four  children. 

In  memory  of  Dr.  Hill,  the  library  of  the  De- 
partment of  Pediatrics  at  the  University  of  Oregon 
Medical  School  is  to  be  dedicated  as  the  Allan  ]. 
Hill,  Jr.  Pediatric  Memorial  Library.  Friends  and 
colleagues  who  may  wish  to  honor  Dr.  Hill  may 
make  contribution  to  the  Allan  J.  Hill,  Jr.  Pediatric 
Memorial  Library  Fund.  Contributions  should  be 
sent  to  the  Department  of  Pediatrics,  University  of 
Oregon  Medical  School. 


aquasol,  A 

■ CAPSULES 

than  an y other  vitamin  A product  when  indicated  in 

ACNE  dry  skin  keratosis  foliicularis  ichthyosis 
pityriasis  rubra  pilaris  night  blindness  metaplasia 
of  mucous  membranes 


more 

physicians 

specify 


Photos  posed  by  professional  models 


physically  — its  microscopically  fine  aqueous  vitamin  A particles  pass  through  the 
intestinal  barrier  more  easily  and  may  reach  affected  local  area  more  readily  through , . . 

faster,  more  complete  absorption 


physiologically  — provides  all  the  known  physiologically  active  isomers  of  the 
natural  vitamin  A complex  which  are  believed  to  be  directly  utilizable  in  certain  enzy- 
matic processes  for  . . . fully  comprehensive  results 


gastronomically  — with  allergenic  factors  removed  and  free  from  "fishy”  taste, 
Aquasol  A is  . . well  tolerated  and  burpless 


Aquasol  A capsules — two  potencies:  25,000  U.S.P.  units  • 50,000  U.S.P.  units 

water-solubilized  natural  vitamin  A per  capsule— Bottles  of  100  and  500  capsules. 

Samples  and  literature  upon  request. 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Laboratories,  division  • 800  Second  Ave.,  New  York  17,  N.  Y. 
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Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  ^Washington 


president  Roland  D.  Pinkham,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  12-15,  1965,  Seattle 


K.  ALVIN  MERENDINO,  M.D.  JOHN  N.  LEIN,  M.D. 


U of  W faculty  changes 

K.  Alvin  Merendino,  former  Professor  of  Surgery, 
became  Chairman  of  the  Department  of  Surgery  on 
November  1. 

Dr.  Merendino  came  to  Washington  in  1949  from 
the  University  of  Minnesota  where  he  was  assistant 
professor  of  surgery.  Born  in  Clarksburg,  West 
Virginia,  he  was  graduated  from  Ohio  University 
with  highest  honors,  received  his  M.D.  degree  at 
Yale  in  1940,  and  Pli.D.  in  surgery  at  Minnesota  in 
1945. 

His  surgical  interests,  both  clinically  and  in  re- 
search, have  been  broad.  In  recent  years  his  research 
contributions  have  been  mainly  in  surgery  of  the 
chest  and  heart.  He  is  the  author  of  more  than  150 
scientific  publications,  is  the  editor  of  a book  “Pros- 
thetic Valves  for  Cardiac  Surgery,”  and  has  contrib- 
uted chapters  in  several  current  textbooks  of  surgery. 
He  is  a member  of  the  editorial  boards  of  the  Journal 
of  Surgical  Research  and  the  American  Journal  of 
Surgery. 

Dr.  Merendino  is  a member  of  numerous  local, 
national  and  international  surgical  societies  and  has 
served  on  the  Advisory  Membership  Committee  of 
the  American  Association  for  Thoracic  Surgery  and 
the  American  Surgical  Association.  He  has  also 
served  the  National  Institutes  of  Health  as  a mem- 


ber of  the  Surgery  Study  Section  and  is  now  a 
member  of  the  Public  Health  Service  Advisory  Com- 
mittee on  Hospitals  and  Clinics.  He  is  a member  of 
the  Surgery  Test  Committee  of  the  National  Board 
of  Medical  Examiners  and  has  been  vice  chairman 
and  chairman  of  the  American  Board  of  Surgery,  a 
professional  accreditation  group. 

Robert  A.  Aldrich,  who  served  in  Washington 
D.C.  as  director  of  the  National  Institute  of  Child 
Health  and  Human  Development,  returned  to  the 
University  of  Washington  November  1 as  professor 
of  pediatrics. 

Dr.  Aldrich  went  on  leave  from  the  University 
in  February,  1963,  to  serve  as  the  Institute’s  first 
director.  The  Institute,  the  newest  component  of  the 
National  Institute’s  of  Health,  is  concerned  with 
research  in  developmental  biology,  childhood 
growth,  and  the  problems  of  aging. 

Dr.  Aldrich  has  been  a faculty  member  of  the 
School  of  Medicine  since  1956.  He  served  as  chair- 
man of  the  Department  of  Pediatrics  until  going  on 
leave,  when  he  was  succeeded  by  Ralph  J.  Wedge- 
wood. 

John  N.  Lein  of  Spokane,  a 1955  graduate  of  the 
University  of  Washington  School  of  Medicine,  be- 
came director  of  the  school’s  Division  of  Continuing 
Education  on  October  1. 

Dr.  Lein  also  became  assistant  professor  of  ob- 
stetrics and  gynecology.  He  has  been  in  private 
practice  in  Spokane,  and  is  a former  head  of  the 
Department  of  Obstetrics  at  Deaconess  Hospital. 
He  is  a member  of  the  Board  of  Trustees  of  the 
Spokane  County  Medical  Society,  and  co-chairman 
of  the  Association  for  a Better  Community. 

Dr.  Lein,  38,  received  his  undergraduate  degree 
from  the  University  of  Idaho,  his  medical  degree 
from  the  University  of  Washington,  and  his  specialty 
training  at  Indiana  University  Medical  Center.  He  is 
a member  of  the  American  Board  of  Gynecology,  the 
American  College  of  Obstetrics  and  Gynecology,  and 
the  Pacific  Northwest  Society  of  Obstetrics  and 
Gynecology. 
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Winners  of  the  President's  Cup  for  the  golf  tournament 
held  during  W.S.M.A.  annual  convention  in  September. 
The  winning  team,  from  Snohomish  County,  is  comprised 
of  these  four  players  for  having  the  lowest  gross  scores. 
Shown  are:  (1.)  Robert  Hunter,  presenting  cup  to  (1.  to  r.) 
Schuyler  M.  Bissell,  Everett,  Erwin  R.  Slade,  Snohomish, 
Daniel  K.  Lagozzino,  Everett,  and  E.  R.  Peterson,  of 
Everett. 


“Interaction  of  Psyche  and  Soma”  at  the  meeting. 

The  AMWA  is  the  world’s  oldest  medical  organiza- 
tion of  women.  It  now  boasts  membership  of  more 
than  5,000  with  delegates  from  41  states.  Major  ac- 
tivities have  been  directed  toward  recruitment,  assist- 
ance and  counseling.  One  result  has  been  that  the 
number  of  women  in  medicine  has  grown  to  17,000. 

Dr.  Sachs,  a native  of  Passaic,  New  Jersey,  earned 
her  medical  degree  at  the  University  of  Michigan, 
graduating  “with  distinction”  in  1942.  She  holds 
membership  in  a number  of  professional  societies 
in  the  field  of  psychosomatic  medicine,  is  a member 
of  Phi  Beta  Kappa  and  of  Alpha  Omega  Alpha, 
and  is  active  in  community  affairs.  Election  to  presi- 
dency culminates  a number  of  years  of  activity  in  the 
American  Medical  Women’s  Association. 


Dr.  Bonica  elected 

John  J.  Bonica,  chairman  of  the  University  of 
Washington’s  Department  of  Anesthesiology,  has 
been  named  president-elect  of  the  American  Society 
of  Anesthesiologists  at  a meeting  in  Miami,  Florida. 

Dr.  Bonica  has  been  a member  of  the  society 
since  1942,  and  last  year  was  chairman  of  the  scien- 
tific program  committee  for  the  annual  meeting.  He 
has  concluded  a term  as  first  vice  president. 

Dr.  Bonica  has  been  at  the  University  of  Wash- 
ington since  1960.  Previously  he  was  at  Tacoma, 
where  he  served  as  director  of  anesthesiology  for 
Tacoma  General  and  Mountain  View  Hospitals.  He 
achieved  an  international  reputation  for  the  training 
program  in  anesthesiology  which  he  directed  at  Ta- 
coma General. 


Dr.  Sachs  inaugurated 

Bernice  C.  Sachs,  of  Seattle,  to  take  office  as 
50th  President  of  the  American  Medical  Women’s 
Association  next  January,  was  inaugurated  at  the 
Association’s  convention  in  New  York  City,  last 
month.  Her  theme  for  the  50th  Anniversary  year, 
1965,  will  be  “Focus  on  the  Whole  Patient.”  In 
preparation  for  activity  of  the  organization  in  the 
theme  area,  Dr.  Sachs  moderated  a symposium  on 


Dr.  Cleveland  elected 

Fred  E.  Cleveland  has  been  elected  to  the  Board 
of  Directors  of  the  American  Heart  Association. 
Dr.  Cleveland,  on  the  staff  of  the  Mason  Clinic,  is 
a former  president  of  the  Washington  State  Medical 
Association.  A graduate  of  the  University  of  Virginia, 
he  serves  as  assistant  professor  of  clinical  medicine 
at  the  University  of  Washington. 


Washington’s  Senior  Registered  Nurse  was  rec- 
ognized at  the  Professional  Nurse  Day  Dinner, 
in  Seattle,  October  5.  Her  career  in  nursing  was 
brought  to  public  attention  after  an  intensive  search 
sponsored  by  the  Washington  State  League  for 
Nursing  and  the  Allstate  Insurance  Company. 

The  honored  nurse  is  Miss  Marion  Dodd  who 
began  her  training  at  St.  Luke’s  Hospital,  St.  Paul, 
Minnesota,  in  1904.  She  holds  the  Washington  State 
record  for  years  in  service,  having  been  an  active 
nurse  for  53  years  but  the  compilation  has  not  end- 
ed. She  is  still  in  active  practice  as  a private  duty 
nurse. 

Miss  Dodd  has  lived  in  Seattle  since  1925,  having 
moved  from  St.  Paul  after  attending  a convention 
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of  the  American  Nurses  Association  in  Seattle  in 
1922. 

Search  for  the  Senior  Registered  Nurse  began 
last  Spring  as  part  of  a program  to  promote  pro- 
fessional nursing  as  a career.  Posters,  news  releases, 
qualification  information,  and  entry  blanks  were 
given  wide  distribution.  More  than  90  entries  were 
received. 


OBITUARIES 

dr.  lloyd  f.  lackie,  native  of  North  Dakota,  died 
September  19  of  pulmonary  edema,  congestive  heart 
failure  and  coronary  insufficiency.  He  practiced  in 
Renton  from  1945  to  1959,  then  moved  to  Raymond 
in  1960.  Dr.  Lackie  graduated  from  Creighton 
University  School  of  Medicine  in  1942.  A general 
practitioner  with  obstetrics  and  gynecology  specialty, 
he  was  47. 


DR.  ERCELL  ADELBERT  ADDINGTON,  of  Bellevue,  fl 
fellow  in  radiology  in  the  Mayo  Graduate  School 
of  Medicine  of  the  University  of  Minnesota  from 
1937  to  1939,  died  suddenly  in  Lisbon,  Portugal, 
on  October  1.  Death  was  caused  by  a cardiac  attack 
complicated  by  pneumonia. 

Dr.  Addington  was  born  at  Alabama,  Wisconsin, 
on  July  13,  19G6.  He  entered  the  University  of  Min- 
nesota, and  received  his  doctor  of  medicine  degree 
in  1932.  In  1931  and  1932  he  was  an  intern  in  the 
Santa  Clara  Hospital  at  San  Jose,  California,  and 
from  1932  to  1936  he  was  in  the  private  practice 
of  medicine  in  Ellsworth,  Wisconsin. 

Dr.  Addington  went  to  Rochester,  Minnesota,  on 
January  1,  1937,  as  a fellow  in  radiology  of  the 
Mayo  Graduate  School  of  Medicine,  a part  of  the 
University  of  Minnesota,  where  he  carried  out  clini- 
cal and  research  studies  in  roentgenology.  He  left 
the  Mayo  Graduate  School  of  Medicine  on  Septem- 
ber 30,  1939,  and  entered  into  a partnership  in  medi- 
cine in  Spokane,  Washington.  He  received  the  degree 
of  master  of  science  in  radiology  in  1940  from  the 
University  of  Minnesota. 

Dr.  Addington  entered  the  Medical  Corps  of 
the  Army  of  the  United  States  in  1942  and  served 


as  a major.  When  he  left  the  military  service  he 
established  a practice  in  Seattle  and  a residence 
in  Bellevue. 

He  had  been  clinical  assistant  professor  of  radi- 
ology in  the  University  of  Washington  School  of 
Medicine,  but  he  resigned  this  position  in  Decem- 
ber, 1962,  to  accept  appointment  as  a member  of 
the  Board  of  Regents  of  the  University  of  Washing- 
ton. He  was  a member  of  the  board  at  the  time 
of  his  death.  He  was  also  a member  of  the  staff  of 
the  Providence  Hospital  in  Seattle. 


dr.  doxald  black,  native  of  Glasgow,  Scotland,  died 
October  16.  A graduate  of  Queen’s  University  Fac- 
ulty of  Medicine,  Kingston,  Ontario,  he  served 
Washington  State  as  its  senator  for  two  terms. 
For  50  years  he  practiced  in  Pt.  Angeles,  then 
moved  to  Rosamond,  California  where  he  had  re- 
sided since  1950.  He  was  76. 


dr.  troy  moore,  general  practitioner  in  Olympia 
for  24  years,  died  September  18  of  myocardial 
infarction  and  coronary  thrombosis.  His  degree  was 
awarded  by  Loma  Linda  University  School  of  Medi- 
cine in  1938.  A World  War  II  veteran,  Dr.  Moore 
was  62. 


dr.  vincent  a.  codiga,  Seattle  radiologist,  died 
October  4.  He  was  graduated  from  St.  Louis  Uni- 
versity School  of  Medicine  in  1957,  interned  at 
Virginia  Mason  Hospital,  and  was  a resident  at 
Swedish  and  University  Hospitals,  Seattle  and  at  a 
St.  Louis  Hospital.  He  was  32. 

dr.  matthaus  h.  horn  of  Bothell  died  August  24  of 
bronchopneumonia,  cerebrovascular  accident  and 
general  arteriosclerosis.  He  was  graduated  from 
Kansas  Medical  College  in  1900.  Dr.  Horn  was  93. 

dr.  eugene  k.  dight,  graduate  of  Bennett  Medical 
College  of  Chicago  in  1912,  died  August  21  of 
carcinoma  of  right  lung.  A resident  of  Bellevue,  he 
was  78. 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3Vz  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding... all  providing  rapid,  higher  and  sustained  in  v /Vo activity  with 
as  much  as  2 days’  extra  activity. 


® 


I)IA  IA)MY(  I N 

DEMETHYLCHLOKTETRACYCLINE  HC1 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J Med.  Sci. 
243:296  (Mar.)  1962. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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lhur  much  would  it  be 

with  no  manufacturer 9s  profit? 

$2.09?  $.93?  $3.13? 

Somewhat  amazingly,  $3.18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  be  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 

Pharmaceutical  Manufacturers  Association/ 1 155  Fifteenth  Street,  N. W.,  Washington,  D.  C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

''Average  prescription  price.  1963.  National  Prescription  Audit,  R.A.  Gosselin,  Dedham,  Mass. 


IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Corwin  E.  Groom,  Pocatello 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-26,  1965,  Sun  Valley 


new  officers  for  IAGP 

New  officers  of  the  Idaho  Academy  of  General 
Practice  elected  during  the  organization’s  annual 
meeting  held  at  Hayden  Lake,  September  14-16, 
include:  President— Harmon  E.  Holverson,  Emmett; 
President-Elect— V.  Ellis  Knight,  Kimberly;  Secre- 
tary-Treasurer—Tius  W.  McCowin,  Shelley,  (re- 
elected); Delegates— Arch  T.  Wigle,  Pocatello,  and 
M.  F.  Rigby,  Rexburg;  Alternate  Delegates— P. 
Blair  Ellsworth,  Idaho  Falls,  and  Jay  P.  Merkley, 
Pocatello;  Members,  Board  of  Directors— John  M. 
Ayers,  Moscow,  and  Zach  Johnson,  Salmon,  1965; 
Wendell  Petty,  Shelley  and  Joseph  M.  Thomas, 
Boise,  1967  (both  re-elected) . 

A total  of  83  physicians  registered  for  the  meet- 
ing presided  over  by  Retiring  President  W.  Paul 
Shrum,  Hayden  Lake,  and  arranged  by  C.  G. 
Barclay,  Coeur  d’Alene,  Program  Chairman.  W. 
Wray  Wilson,  Coeur  d’Alene,  was  in  charge  of  local 
arrangements. 

A highlight  at  the  organization’s  banquet  was 
the  presentation  of  the  General  Practitioner  of  the 
Year  Award  to  C.  A.  Robins  of  Lewiston.  Dr.  Robins 
practiced  for  many  years  in  St.  Maries,  served  a 
number  of  terms  in  the  Idaho  Legislature  and  was 
Governor  of  Idaho  from  1947  to  1950. 

medical  school  report 

The  report  by  James  M.  Faulkner,  Boulder,  Di- 
rector of  the  Mountain  States  Medical  Education 
Study,  regarding  a regional  medical  school  was 
presented  verbally  to  members  of  the  Governor’s 
Idaho  Medical  Education  Committee  on  September 
21  at  a conference  in  Boise. 

Dr.  Faulkner  said  it  appeared  unlikely  that  Idaho, 
Nevada,  Montana,  and  Wyoming  could  initiate 
plans  for  a regional  medical  school  in  the  near  future 
because  of  the  high  cost  for  such  institutions. 


In  place  of  this  activity.  Dr.  Faulkner  recom- 
mended that  each  state  contract  with  other  western 
medical  schools  for  a guaranteed  number  of  places 
for  students  who  desire  to  study  medicine. 

Dr.  Faulkner  termed  the  number  of  physicians 
to  be  currently  adequate  but  that  expected  increases 
in  population  would  make  it  necessary  for  addi- 
tional physicians  in  the  future. 

Printed  copies  of  Dr.  Faulkner’s  report  will  be 
made  available  within  the  next  month  to  interested 
persons. 

The  four-state  two-year  study  was  conducted 
under  Dr.  Faulkner’s  direction  through  a grant 
from  the  Commonwealth  Foundation. 

personals 

Alfred  M.  Popma,  Boise,  a past-president  of  the 
Idaho  State  Medical  Association  and  currently 
Chairman  of  A.M.A.’s  Council  on  Voluntary  Health 
Agencies,  participated  in  the  Texas  Medical  Associ- 
ation’s 10th  Annual  Public  Relations  Conference 
held  in  Austin,  on  September  19. 

Dr.  Popma  was  also  a Guest  Speaker  at  the  61st 
Annual  Meeting  of  the  Nevada  State  Medical  As- 
sociation and  Reno  Surgical  Society  in  Reno,  No- 
vember 4-7. 

President  Corwin  E.  Groom,  Pocatello,  served  as 
moderator  at  the  Friday,  November  6 scientific 
session  of  the  Nevada  State  Medical  Association’s 
annual  meeting  in  Reno. 

James  J.  Coughlin,  Boise,  had  his  picture  and  a 
comment  regarding  arranging  time  for  relaxation  in 
the  September  5 week-end  edition  of  Medical  Tri- 
bune. 

Dependents'  Medical  Care 

The  7th  Annual  Report  of  the  Dependents’  Medi- 
cal Care  Program  for  families  of  persons  serving  in 
the  Armed  Forces  of  the  United  States  revealed  that 
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during  1963  Idaho  physicians  filed  2,074  claims  for 
services  under  the  program  and  received  $152,029. 
During  the  same  period,  Idaho  hospitals  filed  1,742 
claims  and  received  $209,923. 

During  the  year,  the  report  shows  that  there  were 
575  hospital  admissions  for  obstetrical  cases  with  an 
average  stay  of  4.2  days. 

Nationally  the  cost  of  the  entire  program  for  all 
phases  of  medical  and  hospital  care  totaled  $114,- 
117,829. 

The  national  average  value  of  physicians’  claims 
during  the  first  six  months  of  1963  was  $76.70, 
and  $76.82  during  the  final  six  months.  The  na- 
tional average  hospital  claim  for  the  first  half  of 
the  year  wras  $146.38,  while  the  second  half  in- 
creased 6.3  per  cent  for  an  average  of  $155.65. 

Anyone  interested  in  reading  the  entire  report 
may  borrow  a copy  from  the  state  office. 

new  members 

The  following  physicians  have  been  elected  to 
membership  in  Component  Medical  Societies:  North 
Idaho  District— Eugene  M.  Baldeck,  Lewiston; 
Southwestern  Idaho  District— Gerald  C.  Bauman, 
Caldwell;  Ada  County  Society7— Fritz  R.  Dixon,  David 


M.  Barton,  John  J.  Jestadt,  and  B.  L.  Vandermeer, 
all  of  Boise;  South  Central  Idaho  District— John 
S.  Broz,  Twin  Falls,  and  Carroll  L.  Sines,  Rupert; 
Idaho  Falls  Society— Hazel  L.  McGaffey,  Lyman  B. 
Knutson,  Robert  F.  Hahn,  James  N.  B\7rd,  and 
Kim  O.  Johnson,  all  of  Idaho  Falls. 

officers  and  councilors 

A two-day  meeting  of  the  officers  and  councilors 
of  the  Idaho  State  Medical  Association  was  held 
in  Coeur  d’Alene,  September  14-15  during  which 
time  a great  deal  of  association  work  was  accomp- 
lished. Details  will  be  published  in  coming  issues 
of  the  News  Letter. 

Those  who  attended  the  meeting  include:  Presi- 
dent Corwin  E.  Groom,  President-Elect  Wallace 
H.  Pierce,  Lewiston;  Secretary-Treasurer  A.  Curtis 
Jones,  Boise;  Councilors  John  M.  Ayers,  Moscow; 
John  F.  Stecher,  Caldwell;  James  R.  Kircher,  Bur- 
ley; O.  D.  Hoffman,  Rexburg;  A.M.A.  Delegate 
Alexander  Barclay,  Coeur  d’Alene,  and  A.M.A.  Al- 
ternate Delegate  Donald  K.  Worden,  Lewiston. 

Immediate  Past-President  Paul  B.  Heuston  was 
unable  to  attend. 


v 

Neuroses 


MOKMlMGSiDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

HENRY  COE. 

Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 
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for 

The  Age  of 
Anxiety 

LIBRIUM 

(chlordiazepoxide 

HGI) 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
Cautions  — Occasional  side  effects,  often  dose-related,  are 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregular- 
ities, nausea  and  constipation.  Paradoxical  reactions  may 
occasionally  occur  in  psychiatric  patients.  Individual  mainte- 
nance dosages  should  be  determined.  Advise  patients  against 
possibly  hazardous  procedures  until  maintenance  dosage  is 
established.  Though  compatible  with  most  drugs,  use  care  in 
combining  with  other  psychotropics,  particularly  MAO  inhibi- 
tors or  phenothiazines;  warn  patients  of  possible  combined 
effects  with  alcohol.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function,  and  in  long-term  treatment. 
Supplied— Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of 
50  and  500. 
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... 


Roche  Laboratories,  Division  of  Hoffmann- La  Roche  Inc., 
Nutley,  N.J.  07110 


This  is  Hal  Burke. 

He  would  like  to  be  more  aggressive  on  his  job, 
play  ball  with  his  son,  repair  his  house  and  breathe  freely. 

He  can’t.  He’s  an  asthmatic. 


With  Neothylline®  (dyphylline)  Elixir  at  least  he  can 
breathe  more  easily.  It  quickly  restores  free  breathing 
through  its  effective  bronchodilating  action,  and  re- 
lieves the  distress  and  anxiety  caused  by  an  attack. 
Marked  relief  of  asthmatic  symptoms  is  obtained  with 
virtually  no  gastrointestinal  side  effects.  The  reason  is 
simply  this  — Neothylline  (dyphylline),  the  first  stable, 
soluble,  neutral  derivative  of  theophylline,  is  not  hy- 
drolyzed by  gastric  acid  to  form  irritating  precipitates. 
Clinical  safety  and  effectiveness  make  it  the  ideal  prep- 
aration for  therapeutic  as  well  as  prolonged  prophy- 
lactic use. 


Headache,  insomnia  or  nausea  rarely  occur.  Use  with 
caution  in  hyperthyroidism,  severe  myocardial  damage, 
renal  or  hepatic  disease  and  glaucoma.  Contraindi- 
cated in  acute  myocardial  infarction.  One  tablespoon- 
ful (15  ml.)  contains  160  mg.  Neothylline  (dyphylline), 
10%  glycerin  and  18%  alcohol.  Children:  One-half  tea- 
spoonful per  10  pounds  of  body  weight  per  day  in  3 or 
4 divided  doses.  Adults:  One  tablespoonful  3 or  4 times 
a day.  Available  in  pints  and  gallons. 

Caution:  Federal  law  prohibits  dispensing  without  pre- 
scription. 


Neothylline* (dyphylline)  Elixir 

HAACK  LABORATORIES,  INC.,  Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


Only  the  best  for  this  baby,  naturally 


That’s  why  he’s  getting  orange  juice, 
' full  of  the  flavor  and  health  of  citrus 
| fruits  sun-ripened  in  Florida.  As  you 
9 know,  when  a child  learns  early  to  enjoy 
he  foods  necessary  for  a healthful  diet, 
ne’s  more  certain  to  establish  preferences 
hat  play  an  important  part  in  maintain- 
ng  his  health  for  a lifetime. 

Almost  all  infants  like  the  taste  of 
Grange  juice.  That  wonderful  flavor 
i :omes  with  a blend  of  vitamin  C,  vitamin 
\,  minerals,  carbohydrates,  proteins  and 


flavonoids,  all  locked  together  in  a natural 
food.  Whether  freshly  squeezed,  frozen 
or  canned,  orange  juice,  of  course,  is  a 
generous  source  of  vitamin  C. 

When  you  specify  Florida  orange  juice, 
you  can  be  certain  that  your  patients  will 
get  only  the  finest,  since  nothing  can  sur- 
pass the  flavor  and  goodness  of  citrus 
fruits  that  mature  in  the  sun,  temperature 
and  soil  of  Florida.  And  most  important, 
all  these  citrus  products  are  carefully 
watched  over  by  a State  Commission 


that  enforces  the  world’s  most  stringent 
controls  through  each  stage  of  produc- 
tion and  processing. 

You  can  provide  a head  start  for  babies 
who  are  beginning  life-long  diet  patterns 
...help  all  your  patients  to  the  habit  of 
good  nutrition.  ..when  you  recommend 
citrus  fruits  and  their  wonder- 
ful juices.  And  remember,  the 
best  comes  from  Florida, 
naturally. 

©Florida  Citrus  Commission,  Lakeland,  Florida 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (Va%) 
and  children  (V4%),  in  solutions  of  Vs,  ’A  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


l/iZ/fTthrop 
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WHEREAS 


NORTHWEST  MEDICINE 


has  been  selected  as  the  1964  recipient  of  the 

TB  attar  (Anmr& 

Imp  Sistimtuisbrii  Seiliirr  in  Jflriiiral  Journalism 

CLASS 

GENERAL  MEDICAL  JOURNALS 

of  the  American  Medical  Writers'  Association  for  accuracy,  clarity,  conciseness  and  newness  of  information; 
for  excellence  of  design,  printing  and  illustrations,  and  for  distinguished  service  to  the  medical  profession. 

In  Witness  Whereof,  the  seal  of  the  Association  and  the  signatures  of  the  proper  officers  are  hereunto  affixed 
this  2b  day  of  September  A.  D. 


(Eitatum 

For  its  vigorous  and  provocative  editorial  policy,  its  scientific  excellence, 
and  for  its  effective  efforts  to  influence  and  inform  physicians  in  those 
areas  in  both  the  scientific  and  organizational  aspects  of  medicine,  the 
A.M.W.A.  is  privileged  to  confer  its  Honor  Award  for  Distinguished 
Service  in  Medical  Journalism  for  1964  in  the  category  of  general  medical 
journals  to  NORTHWEST  MEDICINE. 
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RECOGNIZE 
THIS  PATIENT? 


Trouble  is  I don’t  see  any  way  out. 
I’m  at  a dead  end  in  this  job  and  with 
the  kids  and  all  I can’t  start  over  now 
learning  another.  3 3 


' 


Indications:  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety,  insomnia,  and  related  symptoms.  Contraindications: 
Benactyzine  hydrochloride  is  contraindicated  in  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring 
alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually 
after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal  Side  effects:  Side  effects  associated  with  ‘Deprol’  have  consisted 
primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and  nausea.  Benactyzine  hydrochloride  - Benactyzine  hydrochloride,  particularly  in  high  dosage, 
may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred 
vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects  have  Included  gastric  distress,  allergic  response,  ataxia,  and  euphoria. 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol' 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES / Cranbury,  N.  J. 


CD-3561 


Meprobamate  Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after 
one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  meprobamate  dosage.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  Increased  gradually  to  six  tablets  daily  and  reduced  gradually  to  maintenance  levels  upon  estab- 
lishment of  relief  Doses  above  six  tablets  daily  are  not  recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  in  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine  hydrochloride  1 mg.  Before  prescribing,  consult  package  circular. 
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BOOKS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Textbook  of  pediatrics,  edition  eight.  Edited  by  Waldo 
E.  Nelson.  M.D.,  D.Sc.,  Professor  of  Pediatrics.  Temple 
University  School  of  Medicine  and  Woman's  Medical  Col- 
lege of  Pennsylvania;  Attending  Pediatrician,  Saint  Chris- 
topher’s Hospital  for  Children.  1636  pp.  Illustrated.  Price 
$18.00  W.  B.  Saunders  Company,  Philadelphia,  1964. 


Stereoscopic  manual  of  the  ocular  fundus  in  local  and  sys- 
temic disease.  By  Frederick  C.  Blodi,  M.D.,  Associate 
Professor  of  Ophthalmology,  State  University  of  Iowa 
College  of  Medicine,  Iowa  City,  Iowa;  Lee  Allen,  Associ- 
ate in  Ophthalmology,  State  University  of  Iowa  College  of 
Medicine;  Iowa  City,  Iowa.  132  pp.  Illustrated.  Price  $32.50. 
C.  V.  Mosby  Company,  St.  Louis,  Mo.,  1964. 


Anatomico-roentgenographic  studies  of  the  spine.  By  Lee 
A.  Hadley,  M.D.,  Senior  Attending  Roentgenologist,  Syra- 
cuse Memorial  Hospital,  Syracuse,  New  York;  Lecturer  in 
Radiology,  Upstate  Medical  Center,  New  York  State  Uni- 
versity. Syracuse,  New  York;  Former  Clinical  Associate 
Professor  of  Public  Health.  Syracuse  University  College  of 
Medicine,  Syracuse,  New  York.  545  pp.  Illustrated.  Price 
$26.00.  Charles  C Thomas,  Springfield,  111..  1964. 


Textbook  of  endocrinology,  edition  three.  Edited  by  Rob- 
ert H.  Williams,  M.D.,  Chief,  Endocrinology  and  Metabol- 
ism Division,  and  Physician-in-Chief,  University  Hospital; 
Executive  Officer  and  Professor  of  Medicine,  University 
of  Washington  School  of  Medicine,  Seattle,  Washington. 
1204  pp.  Illustrated.  Price  $21.00.  W.  B.  Saunders  Company, 
Philadelphia,  1962. 


Progress  in  angiography.  Compiled  and  Edited  by  Manuel 
Viamonte,  Jr.,  M.D..  Associate  Professor  of  Radiology, 
University  of  Miami  School  of  Medicine,  Miami,  Florida; 
and  Raymond  E.  Parks,  M.D.,  Professor  and  Chairman 
of  Radiology,  University  of  Miami  School  of  Medicine, 
Miami,  Florida.  562  pp.  Illustrated.  Price  $29.50.  Charles 
C Thomas,  Springfield,  111.,  1964. 


Signs  and  symptoms.  Applied  pathologic  physiology  and 
clinical  interpretation,  fourth  edition.  Edited  by  Cyril 
Mitchell  MacBryde,  A.B.,  M.D.,  F.A.C.P.,  Associate  Pro- 
fessor of  Clinical  Medicine,  Washington  University  School 
of  Medicine.  Assistant  Physician,  The  Barnes  Hospital, 
Director,  Metabolism  and  Endocrine  Clinics,  Washington 
University  Clinic,  St.  Louis,  Missouri.  971  pp.  Illustrated. 
Price  $14.00.  J.  B.  Lippincott  Company,  Philadelphia,  1964. 


Cardiac  arrest  and  resuscitation,  second  edition.  By  Hugh 
E.  Stephenson,  Jr.,  B.S.,  M.D.,  F.A.C.S.,  Professor  of  Sur- 
gery, University  of  Missouri  School  of  Medicine,  Columbia, 
Mo.  501  pp.  Illustrated.  Price  $15.00.  C.  V.  Mosby  Company, 
St.  Louis,  Mo.,  1964. 


The  psychedelic  experience.  A manual  based  on  the  Tibet- 
an book  of  the  dead.  By  Timothy  Leary.  Ph.D.,  Ralph 
Mezner,  Ph.D.,  Richard  Alpert,  Ph.D.  159  pp.  Price  $5.00. 
University  Books,  New  Hyde  Park,  New  York,  1964. 


How  to  produce  a readable  electrocardiogram.  By  Bertram 
A.  Bradlow,  M.B.,  B.Ch.  (Rand),  M.D.  (Rand),  M.R.C.P., 
M.R.C.P.E.,  Part-time  Physician  to  Johannesburg  Hospital 
and  University  of  Witwatersrand  and  to  the  Cardiac  Clinic 
of  the  Johannesburg  Hospital.  Chief  Consultant  Medical 
Officer  to  Swiss-South  African  Reinsurance  Company  and 
Employers-Northern  Group  of  Insurance  Companies  South 
Africa.  With  a foreword  by  Richard  S.  Gubner,  M.D., 
Medical  Director.  Diagnostic  Services  Division,  Equitable 
Life  Assurance  Society  of  the  United  States,  182  pp.  Illus- 
trated. Price  $8.50.  Charles  C Thomas,  Springfield.  111.,  1964. 


Physiology  of  exercise.  By  Ernst  Jokl,  M.D.,  University  of 
Kentucky,  Lexington,  Kentucky,  145  pp.  Illustrated.  Price 
$6.50.  Charles  C Thomas,  Springfield,  111.,  1964. 


The  solitary  pulmonary  nodule.  By  John  D.  Steele,  M.D., 
Clinical  Professor  of  Surgery,  University  of  California, 
Los  Angeles,  California,  Chief  of  Surgery.  Veterans  Admin- 
istration Hospital,  San  Fernando,  California.  Chairman, 
Veterans  Administration-Armed  Forces  Cooperative  Study 
on  Resected  Asymptomatic  Pulmonary  Nodules.  With  a 
foreword  by  Leo  G.  Rigler,  M.D.,  Professor  of  Radiology, 
University  of  California,  Los  Angeles,  California.  226  pp. 
Illustrated.  Price  $12.00.  Charles  C Thomas,  Springfield, 
111.,  1964. 


The  crystal  arrow.  Essays  on  literature,  travel,  art,  love, 
and  the  history  of  medicine.  By  Felix  Marti-Ibanez,  M.D., 
Editor-in-Chief  of  the  Medical  News  magazines,  MD 
of  Canada,  and  MD  en  Espanol.  Former  Professor  and 
Chairman  of  the  Department  of  the  History  of  Medicine, 
New  York  Medical  College.  712  pp.  Price  $6.00.  Clarkston 
N.  Potter,  Inc.,  New  York,  1964. 


Heart  and  sport.  By  Ernst  Jokl,  M.D.,  University  of  Ken- 
tucky, Lexington,  Kentucky.  117  pp.  Illustrated.  Price  $6.00. 
Charles  C Thomas,  Springfield,  111.,  1964. 


The  history  of  prostitution.  By  Vern  L.  Bullough,  Ph.D.  and 
Bonnie  L.  Bullough,  M.S.,  Research  Associate.  304  pp. 
Price  $7.50.  University  Books,  New  Hyde  Park,  New  York, 
1964. 


Give  and  take.  The  development  of  tissue  transplantation. 
By  Francis  D.  Moore.  M.D.,  Moseley  Professor  of  Surgery. 
Harvard  Medical  School,  Surgeon-in-Chief,  Peter  Bent 
Brigham  Hospital.  Boston,  Massachusetts.  182  pp.  Illustrat- 
ed. Price  $5.50.  W.  B.  Saunders  Company,  Philadelphia, 
1964. 


Travel  health  guide  for  infants  and  children.  By  Everett 
C.  Perlman.  Including  a chapter  on  “Child  Psychology 
While  Traveling”  by  Leo  J.  Hanvik.  144  pp.  Illustrated. 
Price  $.50.  Motor  Travel  Services,  Inc.,  Minneapolis  16, 
Minnesota,  1964. 


Emergency  treatment  and  management,  edition  three.  By 
Thomas  Flint,  Jr.,  M.D.,  Associate  Physician,  Kaiser 
Foundation  Rehabilitation  Center  and  Senior  Consultant, 
Emergency  Department  and  Division  of  Industrial  Rela- 
tions, Kaiser  Foundation  Hospital,  Vallejo,  California; 
Formerly  Director,  Division  of  Industrial  Relations,  Per- 
manente  Medical  Group,  Oakland  and  Richmond,  Cali- 
fornia; Chief,  Emergency  Department.  Permanente  Medi- 
cal Group,  Kaiser  Foundation  Hospital,  Richmond,  Cali- 
fornia. 686  pp.  Price  $8.75.  W.  B.  Saunders  Company, 
Philadelphia.  1964. 


A mission  in  action.  By  Clarence  E.  De  La  Chapelle,  M.D., 
and  Frode  Jensen,  M.D.  177  pp.  Price  $4.00  New  York  Uni- 
versity Press,  1964. 


59  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

115  Seneca  Street  Seattle,  Washington  98101 
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After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
1 surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B i (Thiamine Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  de- 

ficiencies.  Supplied  in  decorat 

ive  ‘‘re- 

minder”  jars  of  30  and  100;  bottles  of  500. 

)LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


PROFESSIONAL  classified 


Practice  Opportunities 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

LOCUM  TENENS  WANTED 

Terms  to  be  arranged.  Write  E.  F.  Leibold,  M.D., 
Box  368,  Forks,  Wash. 

EENT  MAN  FOR  CLINIC  OPENING 

Congenial  group  in  rapidly  growing  desert  resort 
city.  Ideal  climate  near  Los  Angeles.  Many  winter 
residents  and  visitors  from  northwest  in  area.  Long 
established  practice.  New  building.  Liberal  post- 
graduate and  summer  vacation  time.  Working  time 
and  financial  arrangement  open  to  discussion.  Write 
Box  3-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

GENERAL  PRACTITIONER-WANTED 

Two-man  partnership  needs  associate  for  very  busy 
office.  Excellent  opportunity  for  one  with  residency 
in  surgery.  Greater  Seattle  area  with  choice  of  hos- 
pital facilities.  Write  Box  41-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

GENERAL  PRACTITIONER  WANTED-LACEY,  WASH. 

Space  available  and  ready  for  occupancy  in  new  air- 
conditioned  building.  Private  reception  room,  3 
exam,  rooms,  lab,  and  private  lavatory,  office  and 
business  office.  Ample  parking.  Two  dentists  occupy 
rest  of  building.  Area  one  of  the  fastest  growing  in 
Northwest.  Write  R.  C.  Sauls,  D.D.S.,  4445  Lacey 
Blvd.,  Olympia,  Wash. 

GP'S  AND  INTERNIST  NEEDED 

New  medical  center,  in  fastest  growing  section  of 
Albuquerque.  30,000  pop.  1 physician  at  this  time. 
A new  area  with  good  income,  stable.  Other  physi- 
cians saturated  after  6 mo.  practice.  Write  John  M. 
Casebolt,  M.D.,  9809  Candelaria  N.E.,  Albuquerque, 
New  Mexico. 


LOCUM  TENENS  WANTED 

Suburban  Seattle,  1 year  beginning  early  1965.  Busy 
general  practice  with  partner.  Salary  or  percentage. 
Completely  equipped  office.  Write  Box  6-B,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash. 

Office  Space 

NEW  MEDICAL  OFFICE  SPACE 

Available  in  Kenmore  (825  sq.  ft.).  Call  Seattle, 
LA  4-1867. 

FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Physician  suite  of  800  sq.  ft.  Adequate  facilities  and 
plumbing.  If  desired  will  remodel  to  needs.  Ample 
parking.  Rent  to  be  negotiated.  Contact  Wm.  Tara- 
day,  D.D.S.,  EA  5-4343. 

MEDICAL  SUITE— BURIEN 

Ideal  location  for  general  practice  or  specialty.  On 
Ambaum  Blvd.  S.W.  Ample  parking.  Reasonable. 
Phone  Mr.  Leo  Meyers,  LA  2-8185. 

SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT 

In  attractive  concrete  building  with  two  other  GPs. 
Rapidly  growing  area  with  excellent  schools  and 
accredited  hospital  available.  Contact  R.  S.  Waltz, 
M.D.,  1818  Pacific  Ave.,  Forest  Grove,  Oregon, 
phone  EL  7-3106. 

THREE-UNIT  CLINIC  FOR  SALE 

Professional  building  for  $7,500  cash,  user-owner 
gets  rent  free  . . . plus  mortgage  payments  from 
cash  income  . . . plus  equity  buildup  and  good 
interest  on  down  payment  . . . plus  tax-free  income. 
You  can’t  lose,  in  good  location.  Call  LA  3-8584 
Seattle,  evenings. 

NEW  MEDICAL-DENTAL  CLINIC  SOUTH  EVERETT 

Suites  available  in  professional  building,  one  block 
from  new  elementary  school.  Interior  finished  as 
desired.  Phone  Martin  Selig,  MA  2-6816  or  write 
2609  1st  Ave.,  Seattle,  Wash. 
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SPACE  AVAILABLE— EDMONDS,  WASH. 

Attractive  new  Medical-Central  Building  near  Stev- 
ens Hospital.  Reasonable  rent.  PR  8-4333  or  PR 
8-2205. 

BUILDING  INVESTOR  AVAILABLE 

Save  now— buy  later.  We  will  build  your  medical 
building  to  your  specifications,  on  a site  of  your 
choosing,  and  lease  it  to  you  at  a favorable  rate 
with  an  option  to  buy.  Wm.  F.  Briggs  Construction 
Co.,  Kirkland,  Wash.,  VA  2-9201. 

MEDICAL  OFFICE  FIRST  HILL-SEATTLE 

For  rent  a fully-equipped  office  with  an  adjoining 
examining  room  available.  This  includes  a recep- 
tionist-typist and  a convenient  near-by  parking  area 
for  patients.  Call  EA  2-5966. 

MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT 

In  building  with  2 dentists,  near  Northgate.  Reason- 
able rent.  Call  EM  3-0363,  Seattle. 

BEACH  HOUSE-SUMMER  RENTAL 

One  block  from  the  beach,  3 small  bedrooms,  fur- 
nished except  linens.  June  1 to  Sept.  1.  $100  per 
week,  minimal  rental  2 weeks,  $25  deposit  with 
reservation.  Write  to  Mr.  George  Faris,  66-6th,  Sea- 
side, Oregon. 

Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring 
St.,  Seattle,  Wash.  Call  MA  3-2971. 

NEED  HELP  WITH  YOUR  MANUSCRIPT? 

Get  that  manuscript  out  of  your  desk  and  off  to 
the  publisher.  Call  professional  assistance.  Write 
or  call  Phyllis  Goodall,  R.N.,  3105  E.  Spring  St., 
Seattle,  Wash.,  EA  5-9805. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 


Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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Meetings 


OF  MEDICAL 


SOCIETIES 


AMA  Annual — New  York,  June  20-24, 

1965,  Chicago,  June  26-30,  1966. 
AMA  Clinical — Miami  Beach,  Nov.  29- 

Dec.  2,  1964.  Philadelphia,  Nov.  28- 
Dec.  1,  1965,  Las  Vegas,  Nov.  27-30, 

1966. 

Idaho  State  Medical  Association — June 
23-26,  1965,  July  6-9,  1966,  June  28- 
July  1,  1967,  Sun  Valley. 

North  Pacific  Society  of  Neur.  & Psy. — 
April  8-10,  1965,  Portland. 

Pres.,  Edward  K.  Kloos,  Portland 
Sec.,  W.  W.  Thompson,  Portland 

Northwest  Society  for  Clinical  Research 
— January  9,  1965,  Portland 
Oregon  Medical  Association — 

Sept.  21-25,  1965,  Portland 
Washington  State  Medical  Association — 
Sept.  21-25,  1965,  Portland 
West  Coast  Allergy  Society — December 
2-4,  1964,  Los  Angeles. 

Pres.,  B.  C.  Eisenberg,  Huntington 
Psrk  Ceil 

Sec.,  G.  M.  Robins,  Portland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club.  4th  Tue..  Sept. -May. 
Pres.,  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Kenneth  D.  Gaver,  Salem. 
Sec.,  Wayne  M.  Pidgeon,  Portland. 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 

Pres.,  George  R.  Satterwhite,  Port- 
land 

Sec..  Robert  S.  Miller,  Beaverton 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  F.  Keith  Markee,  Portland 
Sec.,  J.  W.  Fergus,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland.  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 

Pres.,  Arnold  Rustin,  Portland 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr.,  Portland 
Sec.,  J.  W.  Bussman,  Portland 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May),  University  Club,  Port- 
land 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  exc.  June,  July,  Aug.,  Dec. 
Pres.,  William  F.  Mead,  Seattle 
Sec.,  Jack  W.  Brown,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle  or  Tacoma. 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 

Pres.,  E.  B.  Parmelee,  Seattle 
Sec.,  W.  S.  Brown,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Dec. 

Pres.,  Charles  G.  Stipp,  Seattle. 
Sec.,  Glen  E.  Hayden,  Seattle. 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  E.  J.  Wollenweber,  Seattle 
Sec.,  A.  L.  Skinner,  Seattle 

Seattle  Surg.  So. — Annual  Meeting,  Jan. 
29,  30,  1965,  Seattle.  4th  Mon.  (Sep.- 
June) 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn  (An- 
nual Meeting,  Feb.  27,  1965). 

Pres.,  H.  G.  Copsey,  Spokane. 

Sec.,  R.  C.  Biehn,  Spokane. 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  R.  O.  Diefendorf,  Bremerton 
Sec.,  Stanley  W.  Tuell,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 

Pres.,  Ivar  W.  Birkeland,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  13-15,  1965,  Yakima. 

Pres.,  Richard  A.  Stiles,  Yakima 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 

Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  C.  Martin,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green,  Seattle 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose,  Seattle 
Sec.,  Samuel  H.  Tarica,  Seattle 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson,  Yakima 
Sec.,  Donald  K.  Williams,  Yakima 
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Atarax®  (hydroxyzine  HCI) 
— to  relieve  the  tension 
which  aggravates 
or  causes  G.l.  symptoms 


oxyphencyclimine  HCI, 
the  anticholinergic 
with  chemically  “built  in” 
prolonged  action- 
tor  relief  of  hyperacidity 
and  hypermotility 


coordinated  for  potent  action  against  G.I.  pain,  spasm  and  anxiety 


Enarax®  5 Provides  concerted  somatopsychic  ac- 
tion against  symptoms  of  peptic  ulcer,  functional 
bowel  syndrome  and  many  other  G.l.  dysfunctions. 
Each  Enarax  5 tablet  contains  oxyphencyclimine 
HCI  5 mg.;  hydroxyzine  HCI  (Atarax)  25  mg. 


Enarax®  10  Prescribed  when  extra  potency  is  de- 
sired. Low  toxicity  and  minimal  side  reactions  per- 
mit substantial  flexibility  of  dosage.  Each  Enarax 
10  tablet  contains  oxyphencyclimine  HCI  10  mg.; 
hydroxyzine  HCI  (Atarax)  25  mg. 


Precautions  and  Side  Effects:  As  with  other  anticholinergic  agents,  dryness  of  the  mouth,  blurring  of  vision,  con- 
stipation and  urinary  hesitancy  frequently  occur,  but  may  decrease  or  disappear  as  therapy  continues  or  is 
adjusted.  Use  with  care  in  patients  with  prostatic  hypertrophy.  Not  recommended  for  patients  with  an  associated 
glaucoma  except  with  ophthalmologic  supervision. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 


GEARED  FOR 
CONTROL  OF 
G.l.  DISORDERS 


oxyphencyclimine  HCI  + Atarax  (hydroxyzine  HCI) 


Library, 

College  of  Phy.of  Phil, 
19  South  22nd  Street, 

New  policy  of  the  American  College  o/durgeuns 
on  passive  immunization  with  human 
tetanus  antitoxin 


At  its  meeting  on  February  9,  1964,  in  Chicago,  the 
Board  of  Regents  approved  the  following  statement  by 
the  Committee  on  Trauma: 


i.  : 

if 


HUMAN  TETANUS  ANTITOXIN  (immune  globulin) 
is  an  effective  material  for  passive  immunization  against 
tetanus.  Because  it  offers  distinct  advantages,  it  should 
be  used  in  preference  to  equine  or  bovine  antitoxin  when 
it  is  available.  The  availability  of  human  tetanus  anti- 
toxin (immune  globulin)  in  no  way  reduces  the  need  for 
active  immunization.  Active  immunization  against  tetanus 
■ ; - remains  preferable  to  all  forms  of  passive  immunization.  99 

. 

Bull.  Am.  Coll.  Surgeons  49:101,  1964. 


"f-' 


Now  available  nationally  to  all  physicians 

Hyper-Tet 

[TETANUS  IMMUNE  GLOBULIN-HUMAN] 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or  serum  reactions  due  to 
intramuscular  injection  of  gamma  globulin  is  remote.  Very  rare  serious  reactions  have  been 
reported,  however,  and  their  extreme  rarity  makes  it  impossible  to  predict  their  occurrence. 
Slight  soreness  at  and  over  the  injection  site  may  be  noted.  Do  not  give  intravenously.  There 
are  no  known  contraindications. 


CUTTER 


Berkeley  10,  California 
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907  Officers  of  OMA 
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909  Awards  Presented 
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917  President  Installed 


WASHINGTON  STATE  MEDICAL  ASSOCIATION: 
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926  Common  Surgical  Problems 
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SPECIAL  ARTICLE: 
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PARKE-DAVI 


n iKi 

jmjTm  M m mTi  I n 

kS  trn  ni 

■ £ ^ $ fi 

for 

The  Age  of 
Anxiety 

UBRIUM 

(chlordiazepoxide 

HGI) 


In  prescribing:  Dosage— Adults:  Mild  to  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
Cautions  — Occasional  side  effects,  often  dose-related,  are 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregular- 
ities, nausea  and  constipation.  Paradoxical  reactions  may 
occasionally  occur  in  psychiatric  patients.  Individual  mainte- 
nance dosages  should  be  determined.  Advise  patients  against 
possibly  hazardous  procedures  until  maintenance  dosage  is 
established.  Though  compatible  with  most  drugs,  use  care  in 
combining  with  other  psychotropics,  particularly  MAO  inhibi- 
tors or  phenothiazines;  warn  patients  of  possible  combined 
effects  with  alcohol.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function,  and  in  long-term  treatment. 
Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of 
50  and  500. 


Roche  Laboratories,  Division  of  Hoffmann-  La  Roche  Inc., 
Nutley,  N.J.  07110 


noKrniDesT  m^Mcine 

Established  January  1903  • Owned  by  Northwest  Medical  Publishing  Association 

Published  monthly  under  direction  of  the  Board  of  Trustees 


-EDITORIAL  ADVISORY  BOABD- 
Chairman:  Arthur  J.  Seaman,  M.D. 

3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Ore.  97201 


Carl  G.  Ashley,  M.D. 

1400  S.W.  5th  Ave.,  Portland,  Ore.  97201 

Ray  L.  Casterline,  M.D. 

832  East  Main,  Medford,  Ore.  97501 

J.  Thomas  Dowling,  M.D. 

325  9th  Ave.,  Seattle,  Wash.  98104 

Max  W.  Hemingway,  M.D. 

600  Harriman  Street,  Bend,  Ore.  97701 

Robert  B.  Hunter,  M.D. 

700  Murdock,  Sedro  Woolley,  Wash.  98284 
Leonard  D.  Jacobson,  M.D. 

132  E.  Broadway,  Eugene,  Ore.  97401 
Fred  T.  Kolouch,  M.D. 

676  Shoup  Ave.  W.,  Twin  Falls,  Ida.  83301 


Joseph  L.  Miller,  Jr.,  M.D. 

1920  N.W.  Johnson  Street,  Portland,  Ore.  972( 
Paul  F.  Miner,  M.D. 

622  Eastman  Building,  Boise,  Ida.  83701 
Lloyd  M.  Nyhus,  M.D. 

1959  N.E.  Pacific  Ave.,  Seattle,  Wash.  98105 
Clare  G.  Peterson,  M.D. 

3181  S.W.  Sam  Jackson  Park  Road 

Portland,  Ore.  97201 
Heyes  Peterson,  M.D. 

Ill  West  39th  St.,  Vancouver,  Wash.  98660 
Frank  J.  Rigos,  M.D. 

740  St.  Helens  Ave.,  Tacoma,  Wash.  98402 
Carl  P.  Schlicke,  M.D. 

312  W.  8th  Ave.,  Spokane,  Wash.  99204 


-BOARD  OF  TRUSTEES- 

President:  J.  V.  Straumfjord,  M.D. 

812  Exchange  Street,  Astoria,  Ore.  97103 


Robert  C.  Coe,  M.D. 

1115  Columbia,  Seattle,  Wash.  98104 
R.  Wayne  Esperson,  M.D  . 

921  Main,  Klamath  Falls,  Ore.,  97601 
Melvin  M.  Graves,  M.D. 

P.O.  Box  488,  Pocatello,  Ida.  83201 
John  R.  Hahn,  M.D. 

Arlington,  Wash.  98223 


Robert  W.  Hoffman,  M.D. 

1001  Broadway,  Seattle,  Wash.  98122 
Joseph  B.  Marcusen,  M.D. 

824  17th  So.,  Nampa,  Ida.  83651 
Franklin  J.  Underwood,  M.D. 

1920  N.W.  Johnson  St.,  Portland,  Ore.  97209 
William  T.  Wood,  M.D. 

Box  569,  Coeur  d’Alene,  Ida.  83814 


Editor 

Herbert  L.  Hartley,  m.d. 

Managing  Editor 
Miss  Virginia  Krause 


-STAFF- 

Advertising  Supervisor 
Mrs.  Zola  Abney 


Spanish  Editors 


Hector  C.  Aldape,  m.d. 
Raul  Lopez  Garcia,  m.d 
Antonio  Herrara,  m.d. 


Address  all  correspondence  to  northwest  medicine,  500  wall  street,  Seattle,  wash.  98121  (206)  ma  3-0379 


MANUSCRIPTS  Acceptance  is  usually  contingent  upon  exclusive 
publication.  Manuscripts  should  conform  to  standards  outlined  in 
a printed  list,  available  on  request.  These  requirements,  and  the 
possibility  of  duplicating  material  in  course  of  preparation,  make 
editorial  consultation  advisable.  Authors  are  requested,  therefore,  to 
correspond  with  the  editor  before  starting  manuscript  preparation. 

NEWS  Deadline  for  news  copy  is  the  15th  of  the  month  preceding 
date  of  issue. 

CLOSING  AND  PUBLISHING  DATES  Set  copy  and  plates  must  be 
received  by  the  5th  of  month  preceding  date  of  issue.  Northwest 
Medicine  is  published  on  the  2nd  Saturday  of  each  month.  Send 
plates  to: 

NORTHWEST  MEDICINE 
500  Wall  Street,  Room  311 
Seattle,  Washington  98121 


DISPLAY  ADVERTISING  Advertising  Representative:  Melvin  B.  T 
693  Sutter  Street,  San  Francisco,  California  94102 
(415)  PR  6-9400 

RATES  Standard  PAC  forms  available  on  request 

CLASSIFIED  ADVERTISING  All  classified  advertisements  are  se 
the  style  of  this  journal  with  a single  bold  face  headline.  E 
line,  including  the  headline  and  partial  line,  is  charged  at  $1 
Copy  must  be  received  by  the  advertising  manager  at  the  edito 
office  not  later  than  20th  of  month  preceding  date  of  issue.  Pr 
is  not  shown.  Copy  of  ad  as  it  appeared  in  the  journal  aca 
panies  billing. 

SUBSCRIPTIONS  Distribution  restricted  to  members  of  the  med 
profession  and  those  in  closely  allied  fields.  Subscriptions  recei 
through  medical  associations  will  begin  month  membership 
comes  effective.  $5.50  per  year  (honorary  association  members,  r 
dents,  interns,  medical  students,  $3.00  per  year);  single  copies,? 


CHANGE  OF  ADDRESS  Notice  of  change  of  address  must  be  given  at  least  six  weeks  prior  to  date  change  will  become  effective.  Notice  should 
directed  to  circulation  manager  at  the  editorial  office.  Include  old  and  new  address  as  well  as  statement  whether  or  not  change  is  permanent.  Duplico 
cannot  be  sent  to  replace  copies  undelivered  through  failure  to  notify  of  change  of  address. 

Second-class  postage  paid  at  Seattle,  Washington  Copyright  1964  by  Northwest  Medical  Publishing  Associat 


PERCODAN 


in  moderate  to 
moderately  severe  pain ... 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628,185  and  2,907,768  I 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York  I 


£ndo 


L 


/O 


* * « 


Indications:  Anxiety  and  tension  states.  Also  as  adjunctive  therapy  when  anxiety  may  be  a causative  or 
disturbing  factor. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate. 

Important  precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the 
dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  mepro- 
bamate. Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or 
withdrawal  reactions  including,  rarely,  epileptiform  seizures.  Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit  mal. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or 
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The  One  Tranquilizer  that 
Belongs  in  Every  Practice 

Miltown 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range— may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

^ WALLACE  LABORATORIES/Cranbury,  N.  J. 


idiosyncratic  reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  are 
characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura 
with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone  have  been  reported.  More  severe,  and  very  rare,  cases  of  hyper- 
sensitivity may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the 
drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions 
were  given  concomitantly.  Fast  EEG  activity  has  been  reported,  usually  after  excessive  meprobamate  dosage. 
Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg.  tablets  t.i.d.  Doses  above  2400  mg.  daily  are  not  recommended. 
Supplied:  400  mg.  scored  tablets;  200  mg.  coated  tablets.  Consult  package  circular  before  prescribing. 
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Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Slorzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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Unretouched  aerial  photo  of  the  new  Shadel  Hospital.  The  hospital 
designed  specifically  for  the  treatment  of  alcoholism  is  now  completed 
and  in  operation  at  12001  Ambaum  Boulevard  S.W.,  Seattle.  CHerry  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


bright  red, 
pleasant-tasting, 
raspberry -flavored  syrup 


Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
14  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 


Imnfhrop 
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MN  EMERGENCY  LOOK  FOR  MESSAGE  ON  THE  BACK 

MEDIC  ALERT  EMBLEMS  are  worn  by  Diabetics,  Epileptics,  Hemophiliacs,  Laryngectomees 
i (neck  breathers),  persons  with  Myasthenia  Gravis,  Multiple  Sclerosis,  severe  allergies  to 
< horse  serum,  antibiotics,  bee  stings,  persons  taking  anticoagulants,  Cortisone  and  Antabuse, 
) etc.,  skin  divers,  commercial  deep  sea  divers,  persons  wearing  contact  lenses  and  others. 

MEDIC  ALERT®  CENTRAL  REFERENCE  FILE 

THE  FOUNDATION  provides  a Central  Registration  Service  with  serial  number,  name  file  and 
j any  additional  information  a member  may  record.  Twenty-four-hour  phone  service  is  main- 
i tained,  accepting  collect  calls  from  Doctors  and  Public  Safety  Officials  anywhere  in  the  world. 


Neck  discs  and  charm  bracelets  also  worn 


MEDIC  ALERT  FOUNDATION  INTERNATIONAL 

Phone  209-634-491 7 


TURLOCK,  CALIFORNIA,  U.  S.  A. 


(NON-PROFIT) 


3r 


Medic  Alert  Emblem  for 


Patient 


Medical  Problem: 


SIGNATURE  M.D. 

PATIENT  KINDLY  FILL  OUT  APPLICATION  BLANK  ON  REVERSE  OF  THIS  PRESCRIPTION 


NOT  AVAILABLE  IN  DRUG  STORES  - MAIL  TO  MEDIC  ALERT,  TURLOCK.  CALIFORNIA 

PLEASE  PRINT  OR  TYPE 

MEDIC  ALERT  MEMBERSHIP:  WITH  EMBLEM  — Stainless  Steel  $5.00;  Sterling  Silver  $7.50 

Add  4%  sales  tax  if  you  reside  in  California. 

Name Date  of  Birth 


Street. 

City... 


Doctor:  Name. 

Street. 


Zip  code State. 

IN  EMERGENCY  CALL: 


Phone. 


City Zone  I ) State 

Relative:  Name Relationship:. 

Street Telephone:... 


City Zone  ( ) State 

CHECK  TYPE  OF  EMBLEM:  f~l  A.  f~1  B.  I~1  C.  I~1  D.  Also  Check  Metal:  □ Stainless  Steel,  □ Silver. 

Check  any  of  the  following  engravings.  One  of  these  is  included  with  your  membership  fee.  Additional, 
special  medical  problems,  or  other  engraving  charged  at  50c  a line  (maximum  14  letters  per  line,  4 lines  maximum). 


□ Allergic  to 
Horse  Serum 

□ Allergic  to 
Penicillin 

□ Diabetic 

□ I am  taking: 


□ Epilepsy 

□ Glaucoma 

□ Scuba  Diver 

□ Hemophilia 


□ Taking  Anti- 
Coagulants 

□ Myasthenia 
Gravis 

□ Neck  Breather 


□ Allergic  to  Bee 
Stings 

□ Wearing 
Contact  Lenses 

□ Multiple  Sclerosis 


□ Blood  type:  □ Negative  □ Positive 

Blood  type  and  immunization  information  checked  for  accuracy  by  doctor:  □ Yes  □ No. 


□ I am  Allergic  to:  

f~l  I have  given  my  eyes  to  the  eve  bank 

□ Religion  Additional  Medical  Information,  Immunization  Records,  etc. 


Signature  of  person  submitting  application 


The  24-hour  collect 
phone  number  and  the 
serial  number  provide 
a link  between  an  un- 
conscious member  and 
medical  history  as 
fi led  by  the  member  at 
the  headquarters  of 
Medi c Alert, 

"It  may  be  the  differ- 
ence between  1 i fe  and 
death  to  know  quickly 
that  an  individual  in 
distress  has  a hidden 
medical  problem  such 
as  diabetes,  has  severe 
allergies  to  any  of  the 
antibiotics  or  local 
anesthetics  or  other 
medications,  is  taking 
anticoagulants  or  has 
any  one  of  the  more 
than  200  such  condi- 
tions that  must  be  known 
in  order  to  give  proper 
medical  care,"  declares 
Dr0  Col  line,  President 
of  the  Medic  Alert 
Foundat i ons 

The  Medic  Alert  Founda- 
t i on  has  the  full  en- 
dorsement of  the  Ameri- 
can Academy  of  General 
Practice,  many  state 
hospital  associations 
and  state  and  local 
medical  associations, 
the  National  Sheriffs9 
Association,  and  the 
I nternat i onal  Police 
Chiefs  and  Fire  Chiefs 
Associations  which  are 
cooperating  with  the 
public  service  program. 

Prescription  blanks 
(the  front  and  back  of 
which  are  shown  oppo- 
site) in  pads  of  20  are 
available  for  doctors* 
use  and  informational 
pamphlets  with  tear  sheet 
membership  application 
blanks  may  be  obtained 
by  writing  to  Medic  Alert 
Turlock,  California0 


they  never  even  had  a chance  to  complain  about  the  cost  of  drugs 


Walk  through  any  older  cemetery,  and  you  will  find 
the  same  ugly  story  repeated  many  times.  Died,  age 
30  years . . . died,  age  8 years . . . died,  age  6 months. 

Sometimes,  you  will  see  evidence  of  entire  families 
being  struck  down  almost  simultaneously.  You 
wonder,  was  it  influenza?  Diphtheria?  Infectious 
diarrhea?  Or  a host  of  other  diseases  whose  very 
names  were  synonymous  with  terror? 

You  will  see,  “Died,  age  22  — childbirth.” 

There  are  many  reasons  why  you  don’t  see  a 
continuation  of  these  tragic  stories  today  — not  the 
least  of  which  has  been  the  dedication  of  American 
physicians  and  the  quality  of  medical  education.  And 


another,  we  sincerely  believe,  has  been  the  quality 
of  medicines  which  have  been  made  available. 

Yet,  the  value  of  independent  drug  research  has  been 
seriously  challenged  — research  which  has,  in  the 
past  30  years  alone,  helped  to  add  nearly  10  extra 
years  to  the  average  lifespan  in  the  United  States. 
Yet,  because  the  cost  of  the  search  must  be 
reflected  in  the  price  the  patient  pays  for  a 
prescription,  is  it  too  expensive  to  continue? 
Unfortunately,  perhaps  those  who  might  have  the 
best  answer  can  offer  only  silent  testimony. 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products. 


A reproduction,  for  display  in  your  waiting  room,  is  available.  Write: 

PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


Vertigo  couldn't  stop  beat  Nick  from  painting. . , 


One  day,  a doctor  prescribed  Antivert  for  him. 


— 


Antivert  stopped  the  vert  (easel-y).** 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include: 
cutaneous  flushing,  sensations  of 
warmth,  tingling  and  itching,  burning 
of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity. 
In  explaining  these  reactions  to  the 
patient,  it  is  suggested  that  they  be 
regarded  as  a desirable  physiological 
sign  that  the  nicotinic  acid  is  carrying 
out  its  intended  function  of  vasodilation. 
Because  of  this  vasodilation,  severe  hy- 
potension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

•Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

anTlVPrT  meclizine  HCI 
nilUTUI  (i  nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
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Only  the  best  for  this  baby,  naturally 


That’s  why  he’s  getting  orange  juice, 
full  of  the  flavor  and  health  of  citrus 
fruits  sun-ripened  in  Florida.  As  you 
know,  when  a child  learns  early  to  enjoy 
the  foods  necessary  for  a healthful  diet, 
he’s  more  certain  to  establish  preferences 
that  play  an  important  part  in  maintain- 
ing his  health  for  a lifetime. 

Almost  all  infants  like  the  taste  of 
orange  juice.  That  wonderful  flavor 
comes  with  a blend  of  vitamin  C,  vitamin 
A,  minerals,  carbohydrates,  proteins  and 


flavonoids,  all  locked  together  in  a natural 
food.  Whether  freshly  squeezed,  frozen 
or  canned,  orange  juice,  of  course,  is  a 
generous  source  of  vitamin  C. 

When  you  specify  Florida  orange  juice, 
you  can  be  certain  that  your  patients  will 
get  only  the  finest,  since  nothing  can  sur- 
pass the  flavor  and  goodness  of  citrus 
fruits  that  mature  in  the  sun,  temperature 
and  soil  of  Florida.  And  most  important, 
all  these  citrus  products  are  carefully 
watched  over  by  a State  Commission 


that  enforces  the  world’s  most  stringent 
controls  through  each  stage  of  produc- 
tion and  processing. 

You  can  provide  a head  start  for  babies 
who  are  beginning  life-long  diet  patterns 
...help  all  your  patients  to  the  habit  of 
good  nutrition .. .when  you  recommend 
citrus  fruits  and  their  wonder- 
ful juices.  And  remember,  the 
best  comes  from  Florida, 

naturally. 

& 

©Florida  Citrus  Commission,  Lakeland,  Florida 


THE  REAL  THING 

o.j: 


“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  "nervous”  indigestion  and 
constipation.  Prescribe 


DECHOUN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (%  gr) 

(Warning:  May  be  habit  forming)  gaSg  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (33/4  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (%  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 

bottles  of  100  tablets  . 72664 


Ames  Company,  Inc.,  Elkhart,  Indiana,  ames 
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The  discharged 


mental  patient . . . 
and  Thorazine * 

brand  of  chlorpromazine 

“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication , reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics Kime,  n.s.:  Postgrad.  Med.  27:620  (May)  i960. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family — also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, SK&f) — regardless  of  dosage — over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

^ Smith  Kline  & French  Laboratories 
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PEPTIC  ULCER  • FUNCTIONAL  HYPERMOTILITY  • IRRITABLE  COLON 


PRO-BANTHINE  (propantheline  bromide)  Assures  Authoritative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthlne  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach1  “. . . few,  if  an)’,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthlne  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy2  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthlne]  and  propantheline 
[Pro-Banthlne]. 


The  name  Pro-Banthlne  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— XJ rinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
115.136-139  (April)  1963. 

2.  Steinberg,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances. Chapter  21.  in  Modell.W.  (editor):  Drugs  of  Choice 
-1964-1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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EDITORIAL 


Computer  Aid  to  Diagnosis 


D iagnosis,  that  part  of  medicine  based  on  science 
more  than  on  art,  can  be  improved  significantly 
by  combining  computer  and  autoanalyzer,  or 
multiphasic  testing,  techniques.  Engineers  have 
recognized  this  possibility  for  years  and  a few 
clinical  investigators  have  tackled  the  problem 
and  some  large  clinics  are  now  using  this  aid. 

Important  savings  in  time  and  money  will 
acme  when  methods  have  been  fully  developed 
and  the  service  of  a diagnostic  center  is  available 
to  every  physician.  At  such  a center,  a battery  of 
tests  could  be  applied  and  results  fed  to  the 
central  computer.  With  these  data,  the  list  of 
symptoms,  and  the  clinical  observations,  the  com- 
puter would  be  provided  with  everything  need- 
ed to  produce  the  most  likely  diagnosis.  Saving  of 
physician  time  and  the  indisputable  economy  of 
mass  testing  should  reduce  cost  of  the  diagnostic 
phase  of  medical  care.  The  physician,  relieved 
of  the  major  part  of  his  diagnostic  burden,  could 
use  the  computer  diagnosis  much  as  he  now 
uses  the  advice  of  consultants. 

Accuracy  of  computer  diagnosis  is  already  at 
a level  comparable  to  that  of  highly  trained 
clinicians  in  some  fields.  It  should  not  be  diffi- 
cult to  extend  the  application.  Use  of  computer 
aid  to  diagnosis  has  certain  advantages  due  to 
the  fact  that  it  not  only  produces  the  most  likely 
diagnosis,  or  diagnoses,  but  the  machine  also 
suggests  other  possibilities  and  other  investiga- 
tions to  be  made.  This  would  be  most  helpful 
in  those  conditions  in  which  thinking  of  the 
disease  is  requisite  to  its  diagnosis.  It  now  ap- 
pears that  availability  of  a computer-laboratory 
diagnostic  center  would  bring  the  practice  of 
every  physician  up  to  the  level  of  the  best  of 
clinicians,  at  least  as  far  as  diagnosis  goes. 

As  a result  of  a better  and  easier  method  of 
diagnosis  the  physician  will  be  able  to  devote 
time  and  energy  to  helping  the  patient  get  well. 

The  patient  will  be  pleased  because  he  will 


receive  attention  to  what  he  sees  as  his  most 
important  needs.  He  is  seldom  grateful  for  the 
diagnosis  and  cannot  appreciate  the  astuteness 
devoted  to  its  making.  He  is  not  aware  of  the 
difficulties  of  diagnosis,  or  its  notorious  inaccu- 
racies, but  he  understands  very  readily  the  efforts 
made  in  treatment. 

Why,  then,  should  the  physician  waste  time 
on  a process  for  which  he  gets  little  credit— 
which  can  be  done  better  and  more  promptly  by 
a machine?  Why  should  diagnosis  of  dangerous 
conditions  be  delayed  until  no  longer  treatable 
when  they  may  be  picked  up  at  an  earlier  date 
by  a comprehensive  approach?  Why  should  im- 
pending conditions  be  missed  when  an  early 
warning  might  lead  to  prevention? 

The  major  question  about  adoption  of  com- 
puter-laboratory aid  to  diagnosis  is  not  whether 
to  adopt,  or  when,  because  it  is  coming  and 
coming  sooner  than  we  think.  The  major  ques- 
tion is,  who  shall  control  it? 

It  is  obvious  that  operation  of  such  a center 
would  be  attractive  to  some  who  are  employed 
by  government.  It  appears  almost  certain  that 
some  departments  of  health  will  propose  opera- 
tion of  such  centers,  even  though  their  function 
would  have  nothing  whatever  to  do  with  public 
health.  Certainly  some  medical  schools  will  be 
among  the  first  to  establish  centers  and  to  offer 
diagnostic  services  but  they  will  not  be  sufficient 
to  supply  the  full  need.  It  remains  for  those  in 
private  practice  to  start  planning  for  the  inevit- 
able advent  of  computer  aid  to  diagnosis  and  to 
take  steps  toward  assuring  control  of  that  phase 
of  practice. 

There  is  no  doubt  whatever  that  major  alter- 
ation in  the  pattern  of  medical  care  is  imminent. 
There  will  be  many  benefits  to  the  physician 
and  vastly  more  benefit  to  the  public.  The  day 
should  be  hastened.  H.L.H. 


Erratum 

In  the  abstract  for  the  article,  Thyroid  Function  Tests,  by  Dowling,  in  the 
November  issue,  the  second  sentence  should  have  been,  Uptake  of  /i 31  is  not 
affected  in  acute  thyroiditis,  is  diminished  in  subacute  thyroiditis,  and  may  be 
increased  or  decreased  in  chronic  thyroiditis. 

This  statement  conforms  to  the  statement  in  the  text  and  was  approved 
by  Dr.  Dowling  on  galley  proof.  The  change  was  made  just  before  the  page  was 
put  on  the  press  and  was  not  observed  until  the  entire  addition  had  been  printed. 
Reprints  will  carry  the  correct  statement.  Ed. 
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chronically  fatigued,  but  not  anemic— 
a possible  candidate  for  Zentinic 


r’A  decrease  in  the  hemoglobin  concentration  is  a late  manifestation  of  iron  deficiency,  but 
hemoglobin  repair  is  the  first  manifestation  of  iron  replacement.  The  requirements  for  new 
hemoglobin  synthesis  are  satisfied  before  any  iron  is  diverted  into  storage.  Consequently, 
the  hemoglobin  value  is  a poor  guide  in  the  management  of  iron  deficiency.  . . .”1  When 
you  encounter  evidence  of  cumulative  iron  deficiency  with  or  without  anemia , consider 
Zentinic  for  rapid  replenishment  of  iron  stores. 


Zentinic  has  these  advantages: 

■ Contains  100  mg.  of  elemental  iron  as  ferrous 
fumarate  / neither  time  released  nor  chelated 
to  delay  or  interfere  with  iron  absorption.2 

■ Supplies  200  mg.  of  vitamin  C / enhances 
absorption  by  helping  to  maintain  the  iron  in 
the  more  readily  absorbed  ferrous  state. 

■ Provides  the  benefit  of  folic  acid  / recent  evi- 


dence3 suggests  that  amounts  as  little  as  0.025 
mg.  daily  by  mouth  may  exert  a therapeutic 
effect  in  the  treatment  of  folic  acid  deficiencies. 
■ Offers  the  other  B complex  vitamins  / neces- 
sary in  normal  red-blood-cell  formation  and  for 
general  nutritional  support. 

1.  Editorial:  Postgrad.  Med.,  34:102,  1963.  2.  Brise,  H.,  and  Hall- 
berg,  L. : Acta  med.  scandinav.,  171  (Supplement  No.  376)  :23,  1962. 
3.  Sheehy,  T.  W.:  Blood,  18.623,  1961. 


to  treat  the  cumulative  iron  loss 


zentinic 


Multifactor  Hematinic  with  Vitamins 
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Pulmonary  Scanning 

HENRY  N.  WAGNER,  Jr.,  M.D,  Baltimore,  Maryland 

Rapid  advances  in  therapy  have  made  it  essential  to  inprrove  methods  of 
diagnosing  pulmonary,  thrombo-embolic  disease.  Radioisotope  scanning  can 
measure  blood  flow  to  various  regions  in  the  lungs  by  using  macro-aggregates 
of  human  serum  albumin  labelled  with  Cr5i  or  7'3i.  Lodging  of  the  macro- 
aggregates in  the  pulmonary  arterioles  and  capillaries  is  related  directly  to  flow 
through  the  pulmonary  artery.  Lung  scantling  in  massive  pulmonary  embolism 
is  easy,  safe,  and  effective.  It  may  be  performed  repeatedly.  The  procedure  is 
usefid  in  differentiating  focal  from  diffuse  pulmonary  disease  and  sometimes  re- 
veals conditions  not  indicated  by  x-ray.  Information  from  scanning  has  been 
helpful  in  a variety  of  cardiac  conditions,  in  detecting  changes  in  blood  flow 
due  to  tumor,  and  in  presurgical  evaluation.  The  method  holds  promise  as  a 
research  tool. 


The  problem  of  diagnosing  pulmonary  thrombo- 
embolic disease  is  no  longer  academic.  When 
therapeutic  measures  were  relatively  non-specific, 
absolute  accuracy  in  diagnosis  was  not  required. 
Today,  however,  as  new  means  of  treating 
thromboembolic  disease  are  developed,  the  need 
for  improved  diagnostic  methods  becomes  in- 
creasingly apparent. 

Knipping  and  his  associates  first  used 
radioactive  xenon  to  determine  the  relative  per- 
fusion of  different  regions  of  the  lungs.1  Dyson 
et  al  used  the  same  principles  although  oxygen' 5 
rather  than  xenon' 33  was  employed.2  Subse- 
quently, the  Hammersmith  group,  as  well  as 
Bates  et  al,  have  extended  and  applied  the 
radioactive  xenon  method.3  The  method  consists 
of  injecting  a solution  of  the  radioactive  inert 
gas  intravenously  and  measuring  the  time  course 
of  the  radioactivity  by  means  of  multiple  sta- 
tionary radiation  detectors  placed  over  both 
sides  of  the  chest.  The  method  is  readily  quanti- 
fiable, but  requires  complex  equipment.  The 
degree  of  resolution  of  present  instrumentation 
is  rather  low.  An  important  advantage  is  that 
the  equipment  can  be  used  to  study  ventilation 
as  well  as  perfusion. 

Another  method  for  measuring  regional 
blood  flow  in  the  lungs  in  man  is  based  on 
radioisotope  scanning.4  Although  introduced  only 
recently,  initial  evaluation  has  indicated  that  the 
method  may  be  of  considerable  value  both  in 

From  the  Departments  of  Medicine  and  Radiology,  The 
Johns  Hopkins  University  School  of  Medicine,  Baltimore, 
Maryland. 

This  study  was  supported  by  U.S.P.H.S.  Grant  H-6454. 


Table  1 

Clinical  Applications  of  Pulmonary  Scanning 

1—  Diagnosis  of  massive  pulmonary  embolism. 

2—  Differentiation  of  focal  from  diffuse  pulmonary 
disease,  e.g.,  cysts,  bullae. 

3—  Determination  of  degree  of  obliteration  of  pul- 
monary vasculature  in  parenchymal  disease. 

4—  Diagnosis  and  management  of  congenital  heart 
disease,  e.g.,  quantification  of  degree  of  shunting. 

5—  Evaluation  of  ability  to  withstand  pulmonary 
surgery. 

Table  2 

Research  Applications  of  Pulmonary  Scanning 

1—  Natural  history  of  pulmonary  embolism  in  man 
and  experimental  animals. 

2—  Evaluation  of  therapy  of  pulmonary  embolism, 
e.g.,  fibrinolytic  agents  and  anticoagulant  drugs. 

3—  Effect  of  posture,  exercise,  hypoxia,  etc.  on  pul- 
monary circulation. 

4—  Effect  of  abnormal  gravitational  forces  on  the 
pulmonary  circulation. 

5—  Effect  of  drugs  on  the  pulmonary  circulation. 

6—  Effect  of  parenchymal  diseases  on  pulmonary 
circulation. 


medical  diagnosis  and  basic  research.  Table  1 
lists  the  clinical  uses  of  pulmonary  scanning. 
Examples  of  each  will  be  given  following  a 
description  of  the  technique.  Table  2 lists  the 
applications  of  pulmonary  scanning  to  basic 
research. 

general  principles 

In  the  absence  of  abnormal  shunting  of  blood 
from  the  pulmonary  to  the  systemic  side  of  the 
circulation,  total  pulmonary  blood  flow  equals 
cardiac  output  and  can  therefore  be  determined 
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by  the  classical  Fick  principle  or  by  indicator- 
dilution  techniques.  Radioisotope  scanning  makes 
possible  measurement  of  the  blood  flow  to  vari- 
ous regions  of  the  lungs.  In  the  absence  of 
right-to-left  shunting  of  blood,  regional  pulmon- 
ary blood  flow  obtained  in  this  way  represents 
that  provided  by  the  pulmonary  artery,  although 
in  certain  patients  with  congenital  heart  disease, 
the  bronchial  circulation  may  be  involved  as 
well. 

Although  details  differ,  most  methods  of 
measuring  blood  flow  to  various  regions  of  the 
body  are  based  on  a single  principle,  referred 
to  as  the  principle  of  conservation  of  material. 
A known  quantity  (Q)  of  material  flowing  into 
a region  is  divided  three  ways:  some  (Qx  ) 
will  accumulate  in  the  region;  some  (Qm) 
will  be  metabolized;  and  the  remainder  (Qe) 
will  flow  out  of  the  region.  This  can  be  described 
by  the  equation: 

Q = Qj  + Qm  + Qe 

The  inflow  ( Q ) into  a region  is  equal  to  the 
blood  flow  ( F ) into  the  region  multiplied  by 
the  concentration  ( C ) of  the  material  in  the 
arteries  leading  to  the  region.  The  basic  equa- 
tion can  therefore  be  written: 

F x C = Q,  + Q +Q 

If  one  selects  a substance  that  is  completely 
removed  from  the  blood  in  a single  passage 
through  the  region,  Q = 0;  if  the  substance  is 
not  metabolized  during  the  period  of  observa- 
tion, O = O;  therefore  the  amount  of  the  sub- 
stance  found  in  the  region  will  be  proportional 
to  the  blood  flow  to  the  region,  i.e.: 

FxCa  = Ql 

This  principle  provides  the  basis  for  the  meas- 
urement of  regional  pulmonary  blood  flow  in  man 
by  radioisotope  scanning.  Its  application  de- 
pends on  a radiopharmaceutical  with  suitable 
properties.  Macro-aggregates  of  human  serum 
albumin  (MAA)  labelled  with  either  Cr5i  or 
I'3i  are  injected  intravenously  and  are  assumed 
to  mix  uniformly  prior  to  reaching  the  pulmon- 
ary artery.  Because  of  their  size,  the  macro- 
aggregates become  lodged  in  the  pulmonary 
arterioles  and  capillaries  where  their  concen- 
tration is  determined  by  scanning  techniques. 
Concentration  of  radioactivity  in  various  re- 
gions of  the  lungs  is  directly  related  to  pulmon- 
ary blood  flow. 


Distribution  of  |131  MAA  and  Cr5'  MAA 
in  Dogs 


Fig.  1.  Distribution  of  I131  and  Crsi  macro-aggregated 
albumin  (MAA)  following  intravenous  injection  in  dogs. 
The  standard  error  of  the  mean  is  indicated.  Other  organs 
of  the  body  had  less  than  the  kidneys. 

macro-aggregated  human  serum  albumin  (MAA) 

Initially,  labelled  macromolecular  triglycer- 
ides of  sufficiently  large  size  to  become  im- 
pinged in  the  pulmonary  vasculature  were  used 
for  lung  scanning.5  Subsequently  we  have  used 
macro-aggregates  of  human  serum  albumin  be- 
cause of  the  potential  antigenicity  of  the  lipids 
and  lipoproteins  of  plant  origin. 

Halpern  and  his  associates  introduced  the 
use  of  aggregates  of  human  serum  albumin  as 
a type  of  particulate  matter  that  offered  im- 
portant advantages  in  the  study  of  the  reticulo- 
endothelial system.6  In  contrast  to  other  types  of 
colloidal  material  that  had  been  used  previous- 
ly, the  albumin  aggregates  ( AA ) are  metabolized 
after  phagocytosis  and  their  metabolic  products 
are  excreted  in  the  urine.  Depending  on  the 
physical  conditions  under  which  human  serum 
albumin  is  aggregated,  one  obtains  particles 
ranging  in  size  from  5 myu,  to  50/r.  When  in- 
jected intravenously,  the  smaller  particles  ac- 
cumulate in  the  liver  and  spleen7  and  can  be 
used  to  study  reticuloendothelial  function  while 
the  larger  accumulate  in  the  lungs.8  9 

distribution  of  MAA  after  intravenous  injection 

Figure  1 illustrates  the  distribution  of  I’3i 
and  Cr5i  labelled  macro-aggregated  albumin 
several  minutes  after  intravenous  injection  into 
dogs.  With  both  substances  the  highest  con- 
centration of  radioactivity  was  in  the  lungs.  The 
second  highest  concentration  was  in  the  liver 
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Fig.  2.  Lung  scan  in  a normal  person  from  the  anterior 
viewpoint.  On  the  right  are  ratemeter  tracings  measuring 
the  radioactivity  as  the  detector  moved  across  the  regions 
indicated  as  A,  B and  C.  The  letters  L and  R refer  to  the 
left  and  right  lungs. 

and  spleen,  presumably  because  some  smaller 
particles  were  formed  during  the  production  of 
the  macro-aggregates.  The  former  passed 
through  the  pulmonary  vessels  and  accumu- 
lated in  the  phagocytic  cells  of  the  liver 
and  spleen.  Chromium5i  labelled  MAA  char- 
acteristically had  a smaller  proportion  of  the 
smaller  aggregated  albumin  (AA)  than  did  the 
iodinated  material,  as  evidenced  by  the  higher 
fraction  in  the  lungs  relative  to  the  liver  and 
spleen. 

technique  of  lung  scanning 

The  solution  injected  intravenously  contains 
either  300  juc  of  Ii3i  MAA  or  1,000  juc  of  Cr5i 
MAA.  Because  the  distribution  of  radioactivity 
to  the  apices  of  the  lungs  is  decreased  when  the 
patient  is  in  standing  or  sitting  position,  the 
injection  is  made  with  the  patient  lying  quietly  in 
a supine  position.  Immediately  after  injection, 
the  scanning  procedure  is  performed  using 
conventional  techniques  of  the  type  described 
elsewhere  in  this  journal.  Because  of  the  high 
counting  rates  obtained,  the  procedure  may  be 
performed  at  the  highest  speed  possible. 

One  may  scan  the  patient  from  the  anterior, 
posterior  or  lateral  viewpoints,  depending  on 
the  clinical  indications.  Characteristic  scanning 
patterns  are  obtained. 

characteristics  of  the  lung  scan  in  normal  persons 

Figure  2 shows  the  appearance  of  the  lung 
scan  in  a normal  person  when  the  detector  faces 
the  anterior  chest.  Also  illustrated  are  the  series 
of  “profiles”  obtained  as  the  detector  moves 
back  and  forth  across  the  lung  fields.  This  tech- 
nique may  be  employed  if  one  wishes  to  obtain 


Fig.  3.  Lung  scan  of  a normal  person  from  the  posterior 
viewpoint.  In  this  study  the  MAA  was  injected  in  the 
patient  while  he  was  standing  quietly.  In  all  other  scans 
shown  in  this  article,  the  patient  was  injected  while  lying 
supine. 

data  more  quantitative  than  those  provided  by 
the  photographic  recording.  Output  of  the  spec- 
trometer is  recorded  by  means  of  a rate  meter 
and  chart  recorder  as  well  as  by  the  photo- 
recorder. The  series  of  peaks  labelled  L and  R 
refer  to  the  counting  rates  being  recorded  as  the 
detector  moves  over  the  left  and  right  lungs, 
respectively.  One  may  obtain  the  area  under 
the  curve  by  means  of  a planimeter.  The  letters, 
A,  B,  and  C refer  to  the  regions  of  the  lungs 
over  which  the  profile  tracings  were  obtained. 

The  characteristic  pattern  of  the  normal  an- 
terior lung  scan  indicates  absence  of  radio- 
activity in  the  region  of  the  superior  mediastinum 
and  heart.  The  base  of  the  right  lung  is  usually 
flat,  although  decreased  concentration  can  be 
observed  normally  both  at  the  bases  and  apices 
presumably  as  a result  of  the  excursions  of  the 
lung  during  respiration. 

A scan  of  a normal  person  with  the  detector 
facing  the  posterior  chest  is  shown  in  Figure  3. 
It  is  characterized  by  the  fact  that  the  cardiac 
silhouette  is  less  clearly  delineated,  presumably 
because  of  pulmonary  tissue  containing  radio- 
activity behind  the  heart.  Certain  other  dif- 
ferences between  the  appearance  of  the  lungs  in 
Figures  2 and  3 can  be  noted.  A different  scan- 
ner was  used,  the  most  obvious  differences  re- 
sulting from  the  use  of  a smaller  aperture  on 
the  light  of  the  photorecorder  and  narrower  line 
spacing.  A final  difference  is  that  the  patient 
was  standing  when  the  MAA  was  injected.  This 
resulted  in  the  somewhat  decreased  concentra- 
tion of  radioactivity  at  the  apices. 
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Fig.  4.  a.  b.  and  c.  Lung  scans  of  patients  proved  at  autopsy  to  have  had  massive  pulmonary  embolism. 


CLINICAL  APPLICATIONS 


diagnosis  of  massive  pulmonary  embolism 

Lung  scanning  in  the  diagnosis  of  massive 
pulmonary  embolism  is  easy,  safe,  and  effective. 
The  scanning  technique  requires  far  less  com- 
plicated equipment  than  that  required  for  pul- 
monary arteriography.  A single  individual  can 
perform  the  entire  procedure  quite  easily.  To 
date,  no  toxicity  or  morbidity  has  been  observed 
in  experimental  animals  or  in  a series  of  over 
300  patients,  some  of  whom  have  had  serious 
lung  disease.  The  procedure  can  be  performed 
regardless  of  the  clinical  status  of  the  patient, 
including  those  in  whom  one  would  hesitate  to 
perform  pulmonary  arteriography.  Because  it  is 
harmless,  it  can  be  performed  repeatedly  in  the 
same  individual. 


noted: 

( 1 ) Frequent  involvement  of  the  right 
lower  lobe,  a finding  consistent  with  experi- 
mental studies  in  dogs  and  with  pathologic 
examinations  of  patients  with  fatal  pulmon- 
ary emboli. 

(2)  Bilateral  lesions,  a finding  consistent 
with  the  report  of  Gorham  who  made  simi- 
lar observations  from  pathologic  studies  of  a 
series  of  100  consecutive  patients  dying  of 
pulmonary  embolism.10 

(3)  Concave  filling  defects  at  the  lateral 
margins  of  the  lungs,  presumably  the  result 
of  obstruction  to  flow  through  the  superior 
segments  of  the  lower  lobes. 


Fig.  5.  a.  b.  and 
vascular  defects. 


c.  Lung  scans  of  patients  proved  subsequently  by  pulmonary  arteriography  to  have  regional 


Figures  4.  a.,  b.,  and  c.,  show  lung  scans 
from  a series  of  patients  who,  at  autopsy,  were 
proved  to  have  had  massive  pulmonary  embo- 
lism. Figures  5.  a.,b.,  and  c.,  show  the  scans  of  pa- 
tients who  had  clinical  evidence  of  pulmonary 
embolism  and  who  subsequently  were  found  to 
have  vascular  defects  on  pulmonary  arteri- 
ography. Several  characteristic  patterns  can  be 


(4)  Increased  concentration  of  radio- 
activity in  the  perfused  areas,  resulting  from 
the  fact  that  concentration  of  radioactivity 
in  these  areas  is  greater  than  normal. 
Particularly  helpful  in  the  diagnosis  of  pul- 
monary embolism  by  scanning  is  the  finding  of 
areas  of  decreased  radioactivity  corresponding 
to  areas  of  normal  or  perhaps  increased  radio- 
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Fig.  6.  a.  and  b.  Chest  x-ray  and  anterior  scan  of  a patient  with  cor  pulmonale;  c.  and  d.  Chest  x-ray  and 
posterior  scan  of  a patient  with  moderately  advanced  pulmonary  tuberculosis. 


lucency  on  the  chest  x-ray.  Typically,  acute  pul- 
monary embolism  does  not  alter  the  chest  x-ray 
except  in  the  minority  of  patients  in  whom 
infarction  or  pleural  effusion  ensues. 

differentiation  of  focal  from 
diffuse  pulmonary  disease 

Particularly  when  deciding  whether  surgical 
therapy  is  indicated,  it  is  imperative  to  be  able 
to  differentiate  focal  from  diffuse  pulmonary 
disease.  Lung  cysts  and  bullae  are  the  most 
common  conditions  in  which  this  question  arises, 
but  recent  evidence  suggests  that  emphysema 
and  asthmatic  bronchitis  may  at  times  be  focal 
rather  than  diffuse.11 


obliteration  of  pulmonary  vasculature 
in  parenchymal  disease 

One  of  the  most  significant  observations  in 
scanning  the  lungs  of  patients  with  parenchymal 
disease  is  the  consistent  finding  of  little  or  no 
flow  through  pulmonary  arteries  of  the  involved 
area.  This  suggests  that  the  entire  blood  supply 
to  these  lesions  must  be  by  way  of  the  bronchial 
circulation.  Pulmonary  avascularity  has  been  ob- 
served in  acute  diseases,  such  as  pneumonia 
and  atelectasis,  as  well  as  in  chronic  diseases, 
including  neoplasms,  abscesses,  and  sarcoidosis. 
Figures  7.  a.  and  b.  show  the  chest  x-ray  and  scan 
of  a patient  with  Friedlander’s  pneumonia.  The 


Fig.  7.  a.  and  b.  Chest  x-ray  and  scan  of  a patient  with  Friedlander's  pneumonia;  c.  and  d.  Chest  x-ray  and  scan 
of  a patient  with  sarcoidosis. 


Initial  experience  with  pulmonary  scanning 
has  led  to  the  discovery  of  several  patients  with 
chronic  pulmonary  disease  in  whom  strikingly 
discrete  areas  of  avascularity  were  revealed.  Fig- 
ures 6.  a.  and  b.  show  the  chest  x-ray  and  anterior 
lung  scan  of  a patient  with  cor  pulmonale  and 
lung  bullae.  The  scan  revealed  that  the  involve- 
ment  of  the  If"  jg  was  greatest  in  the  right  upper 
lobe,  a find'tlg  that  had  not  been  suggested 
by  routine  chyst  x-ray.  Figures  6.  c.  and  d.  show 
the  chest  x-ray  and  posterior  lung  scan  of  a 
patient  with  moderately  advanced  pulmonary 
tuberculosis.  Areas  of  marked  avascularity  can 
be  seen  at  the  base  of  the  left  lung,  while  the 
remainder  of  the  lung  fields  seemed  to  be  ade- 
quately perfused. 


entire  right  lung  had  decreased  pulmonary  flow, 
the  most  striking  abnormality  corresponding 
closely  to  the  area  of  opacification  on  the  x-ray. 
Serial  studies  in  this  patient  indicated  that  flow 
had  not  returned  to  normal  several  months  after 
apparent  cure  of  the  disease. 

Figures  7.  c.  and  d.  show  the  chest  x-ray 
and  scan  of  a patient  with  sarcoidosis.  Again  one 
can  note  correspondence  of  avascidar  areas  with 
the  infiltrates  shown  on  the  x-ray. 

Figures  8.  a.  and  b.  illustrate  that  occasionally 
the  degree  of  impairment  of  the  circulation  may 
not  be  indicated  by  the  size  of  the  abnormality 
on  the  x-ray.  This  patient  had  bronchogenic  car- 
cinoma resulting  in  marked  impairment  of  blood 
supply  to  the  entire  left  upper  lobe,  together 
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Fig.  8.  a.  and  b.  Patient  with  bronchogenic  carcinoma;  c.  and  d.  Lung  scan  and  selective  pulmonary  arteriogram 
in  a patient  with  cor  pulmonale  possibly  related  to  left  ventricular  failure. 


with  a smaller  area  in  the  right  mid  lung  field. 

The  type  of  structural  change  that  occurs  in 
the  pulmonary'  vessels  in  parenchymal  lesions  is 
suggested  by  the  pulmonary  arteriogram  ob- 
tained in  a patient  with  pulmonary  hypertension 
of  unknown  cause,  possibly  secondary  to  left 
ventricular  failure  (Fig.  8.  d.).  When  compared 
with  the  lung  scan  (Fig.  8.  c. ),  one  notes  ap- 
parent obliteration  of  vascularity  to  the  right 
lower  lobe,  corresponding  to  the  area  of  de- 
creased radioactivity  on  the  scan.  This  type  of 
finding  on  the  arteriogram  is  in  contrast  to  the 
abrupt  blunting  of  the  pulmonary  arteries  seen 
in  pulmonary  embolism. 


lungs  was  most  noticeable  on  the  left.  The  prob- 
ability that  this  blood  reached  the  lungs  by  way 
of  the  bronchial  circulation  is  supported  by 
findings  on  the  x-ray  obtained  after  injection  of 
radiopaque  material  into  the  right  ventricle  (Fig. 
9.  c. ) . The  bronchial  supply  to  the  left  lung  is 
readily  seen,  whereas  the  right  lung  is  poorly 
perfused.  The  stump  of  the  pulmonary  artery 
can  also  be  seen  on  the  arteriogram. 

The  patient  whose  chest  x-ray  is  shown  in 
Figure  10.  a.  had  tetralogy  of  Fallot  and  had 
had  a bilateral  Blalock-Taussig  anastomosis.  The 
right-sided  anastomosis  had  been  an  end-to-end 
anastomosis  to  the  right  pulmonary  artery,  and 


Fig.  9.  a.  b.  and  c.  Chest  x-ray,  scan  and  arteriogram  in  a 
patient  with  pulmonary  atresia. 


Preliminary  studies  of  patients  with  a variety 
of  congenital  cardiac  lesions  suggest  that  the 
scanning  technique  may  provide  a safe  and 
effective  means  of  determining  the  degree  of 
perfusion  of  the  lungs  and  delineating  poorly 
perfused  areas.  The  patient  whose  studies  are 
shown  in  Figures  9.  a.,  b.,  and  c.  was  a child 
with  pulmonary  atresia.  When  the  MAA  particles 
were  injected  intravenously,  they  passed  direct- 
ly into  the  systemic  circulation  and  accumu- 
lated in  various  organs  on  the  left  side  of  the 
circulation.  High  concentration  in  the  liver  is 
apparent  on  the  scan.  Quantitative  data  regard- 
ing the  degree  of  right-to-left  shunting  could  be 
obtained  by  measuring  radioactivity  in  peri- 
pheral arterial  blood  beginning  at  the  time  of 
intravenous  injection. 

The  faint  concentration  of  radioactivity  in  the 


was  believed  to  have  become  non-functional  be- 
cause of  disappearance  of  the  murmur.  The 
scan  (Fig.  10.  b. ) revealed  that  the  right  lung 
had  a greatly  diminished  blood  flow,  relative 
to  the  left. 


Fig.  10.  a.  and  b.  Patient  with  tetralogy  of  Fallot  and 
bilateral  Blalock-Taussig  anastomosis. 
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Fig.  11.  a.  and  b.  Patient  with  history  of  testicular  tumor. 
Presumptive  diagnosis  is  tumor  metastasis  to  the  right 
pulmonary  artery. 


ability  to  withstand  pulmonary  surgery 

Many  patients  who  would  benefit  from  pul- 
monary surgery  for  tumors,  cysts,  and  other  fo- 
cal lesions  are  not  operated  upon  because  the 
pulmonary  reserve  is  believed  to  be  inadequate 
to  permit  the  patient  to  withstand  the  operative 
procedure.  Pulmonary  function  tests,  including 
selective  bronchospirometry,  may  be  necessary  to 
resolve  these  problems.  In  several  patients  lung 
scanning  has  provided  information  about  pul- 
monary blood  flow  that  has  been  helpful.  For 
example,  the  patient  whose  studies  are  shown 
in  Figures  11.  a.  and  b.  had  had  a testicular  tu- 
mor in  the  past  and  returned  to  the  hospital 
after  the  sudden  onset  of  shortness  of  breath. 
The  chest  x-ray  indicated  generalized  increase  in 
density  of  the  right  lung  (Fig.  11.  a.).  The  scan 
revealed  an  essentially  complete  lack  of  pulmon- 
ary blood  flow  to  the  right  lung,  presumably 
the  result  of  a tumor  embolus. 

pitfalls  in  the  interpretation  of  pulmonary  scans 

A reasonable  question  regarding  the  interpret- 
ation of  lung  scans  is:  how  can  one  diagnose 
massive  pulmonary  embolism  by  scanning,  in 
view  of  the  finding  that  most,  if  not  all,  pul- 
monary lesions  result  in  a decrease  in  pulmonary 
arterial  blood  flow  to  the  involved  area?  If  one 
obtains  the  characteristic  pattern  of  avascularity 
described  in  the  section  on  the  diagnosis  of 
massive  pulmonary  emboli,  one  can  usually  be 
rather  certain  regarding  the  diagnosis.  On  the 
other  hand,  if  the  avascular  areas  correspond  to 
opacities  on  the  chest  x-ray,  one  cannot  distin- 
guish between  primary  vascular  disease  and  sec- 
ondary involvement  of  the  pulmonary  vascula- 
ture. Particularly  troublesome  are  lung  cysts  and 
bullae  which  may  appear  as  areas  of  increased 
radiolucency  in  a manner  similar  to  pulmonary 
emboli. 

The  effect  of  cardiomegaly  on  the  lung  scan  is 


noteworthy.  Particularly  on  the  anterior  scan, 
a typical  effect  is  obtained;  in  extreme  cases 
the  encroachment  of  the  heart  on  the  left  lower 
lobe  is  seen  on  the  posterior  scan  as  well.  In  the 
latter  case,  the  posterior  scan  has  an  appearance 
quite  similar  to  that  usually  obtained  when  the 
detector  views  the  chest  from  the  front. 

research  applications 

Because  the  technique  has  been  developed 
only  recently,  the  final  evaluation  of  lung  scan- 
ning as  a research  tool  awaits  the  test  of  time. 
Preliminary  studies  now  in  progress  suggest  that 
it  holds  considerable  promise.  For  example,  we 
have  been  able  to  confirm  the  effect  of  posture 
on  pulmonary  blood  flow  in  normal  man  and 
the  abnormal  distribution  of  blood  flow  in  pa- 
tients with  mitral  stenosis. 


Fig.  12.  a.  and  b.  Serial  lung  scans  in  a patient  with 
massive  pulmonary  embolism,  proved  to  have  thrombi  in 
inferior  vena  cava. 


We  have  also  been  encouraged  in  the  use  of 
serial  lung  scanning  in  man  and  experimental 
animals  to  determine  the  natural  history  of  pul- 
monary embolism.  The  scan  shown  in  Figure  12. 
a.  was  obtained  in  a patient  with  clinically  cer- 
tain pulmonary  emboli.  The  most  apparent  ab- 
normality was  decreased  vascularity  in  the  right 
upper  lobe.  The  patient  was  discharged  from  the 
hospital  on  anticoagulant  therapy,  but  returned 
after  six  weeks  because  of  further  pulmonary 
symptoms.  Repeat  scan  ( Fig.  12. b. ) revealed  the 
left  lung  to  be  unchanged.  However,  the  right 
upper  lobe  showed  evidence  of  revasculariza- 
tion, although  the  right  lower  lobe  had  decreased 


Fig.  13.  a.  and  b.  Serial  lung  scans  in  a patient  with 
clinically  certain  massive  pulmonary  embolism. 
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vascularity.  The  patient  was  believed  to  have  be- 
gun to  recanalize  the  right  upper  lobe  lesion, 
and  to  have  had  a new  embolus  to  the  right  low- 
er lobe.  Therefore,  a vena  caval  plication  opera- 
tion was  performed  and,  at  the  time  of  surgery, 
thrombi  were  observed  in  the  inferior  vena  cava. 

The  patient  whose  scans  are  shown  in  Figures 
13.  a.  and  b.  also  had  clinically  certain  pulmon- 
ary embolism.  The  scan  obtained  on  December  2, 
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abstracto 


El  rdpido  progreso  de  la  terapeutica  ha  hecho 
esencial  el  mejoramiento  de  metodos  diagnos- 
ticos  en  la  enferrnedad  pulmonar  trombo- 
embolica.  El  flujo  sanguineo  que  pasa  a traces 
de  distintas  areas  de  los  campos  pulmonares, 
puede  ser  medido  por  la  investigation  de  radio 
isotopos,  usando  macro-agregados  de  albumina 
serica  hurnana  nuircada  con  Cr5i  o Zi3i.  La 
detention  de  los  macro-agregados  en  las  arteri- 
olas  y capilares  pulmonares  esta  directamente 
relacionada  con  el  flujo  que  pasa  a traces  de  la 
arteria  pulmonar.  En  embolias  pulmonares  masi- 


cas  este  metodo  es  facil,  seguro,  efectico  y puede 
ser  usado  en  repetidas  ocasiones.  Este  procidi- 
miento  es  de  utilidad  en  la  diferenciacion  entre 
procesos  focales  y difusos;  y eventualmente 
recela  condiciones  no  identificadas  por  los  rayos 
X.  La  information  que  se  obtiene  ha  sido  util  en 
multitud  de  procesos  cardiologicas  en  la  de- 
tection de  cambios  en  el  flujo  sanguineo  causados 
por  tumores  y en  la  evaluation  pre-quirurgica. 
Este  metodo  se  mantiene  como  promesa  para  el 
armamentario  de  la  incestigacion. 


Note: 

Dr.  Wagner’s  illustrations  1,  6,  7,  8.  a.,  9.  a.,  9.  b.,  9.  c.  10.  a.,  10.  b.,  11.  a., 
11.  b.,  and  11.  c.,  also  appear  in  a recently  issued  book,  “Scintillation  Scanning  in 
Clinical  Medicine”  published  by  the  W.  B.  Saunders  Co.  The  duplication  was  dis- 
covered when  a review  copy  of  the  book  arrived  after  type  had  been  set  and  en- 
gravings prepared.  The  W.  B.  Saunders  Co.  has  kindly  permitted  publication  of  this 
article  as  planned.  Ed. 
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Diagnostic  Role  of  Radioactive  Vitamin  B12 

WIL  B.  NELP,  M.D.  Seattle,  Washington 


Radioactive  vitamin  B12  offers  possibilities  for  studying  disease  states  due 
to  abnormalities  in  absorption  or  utilization  of  its  stable  counterpart.  Such 
studies  are  not  performed  with  tracer  amounts  but  with  physiologic  amounts. 
Tests  may  be  done  simply  by  measuring  radioactivity  absorbed  in  plasma.  Radio- 
active vitamin  B12  offers  the  only  way  of  confirming  a diagnosis  of  pernicious 
anemia  in.  treated  patients  or  of  diagnosing  subacute-combined  degeneration  in 
those  who  have  been  treated  but  are  not  anemic.  In  iletis  or  sprue,  serial  Bn 
absorption  studies  may  help  indicate  the  effectivness  of  therapy.  Radioactive  B72 
offers  a short-cut  in  accurate  determination  of  glomerular  filtration  rates.  Quan- 


titative measurement  of  B12  in  plasma, 
be  a very  useful  test  in  the  future. 


Radioactive  vitamin  Bi2  provides  an  outstanding 
example  of  how  a labelled  substance  widely 
expanded  and  greatly  simplified  the  study  of  its 
stable  counterpart.  Much  of  the  knowledge  of 
the  biochemistry,  physiology,  nutritional  require- 
ments, and  clinical  disease  states  related  to 
vitamin  Bi2  has  been  gained  only  by  studies  of 
the  radiovitamin.  In  this  discussion  I shall  em- 
phasize the  use  of  radioactive  vitamin  Bi2  as 
a diagnostic  agent  for  the  study  of  clinical 
disease. 

characteristics 

Vitamin  B12  is  essential  in  a variety  of  bio- 
chemical systems  and  its  deficiency  probably 
mainly  results  in  a retardation  in  the  synthesis 
of  desoxyribonucleic  acid  (DNA)  and  cell  divi- 
sion.1 Although  many  cellular  systems  may  be 
affected  by  this  deficiency,  clinically  the  com- 
mon manifestations  which  we  associate  with  it 
are  a megaloblastic  and  macrocytic  anemia  and 
the  neurological  deficits  resulting  from  subacute 
combined  degeneration  of  the  spinal  cord. 

Vitamin  Bi2  is  a large  molecule  with  a molecu- 
lar weight  of  about  1,400  and  consists  of  two  basic 
units,  a planar  group  and  a nucleotide  chain. 
The  planar  group  has  four  pyrrole  rings  joined  to 
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using  the  labelled  vitamin,  promises  to 


a central  atom  of  cobalt.  This  firm  union  of  the 
cobalt  with  the  remainder  of  the  vitamin  makes 
cobalt  labelled  vitamin  Bi2  one  of  the  most 
firmly  labelled  substances  that  we  use  today  in 
diagnostic  medicine. 

A unique  characteristic  of  vitamin  BJ2  is  that 
it  is  synthesized  only  by  certain  bacteria  or  other 
microorganisms.  To  obtain  the  labelled  vitamin, 
radioactive  cobalt  is  added  to  the  growth  media 
of  organisms  such  as  Streptomyces  griseus  where- 
in the  label  is  biosyntheticallv  incorporated  into 
the  vitamin.  The  labelled  vitamin  is  then  recov- 
ered and  purified. 

cobalt  isotopes 

Today,  two  isotopes  of  cobalt,  C06O  and  Co57 
are  commonly  used  to  label  vitamin  Bi2.  Table 
1 compares  some  physical  and  dosimetry  charac- 
teristics of  the  two  labels.  Cobalt60  vitamin 
B12,  the  first  label  available,  is  very  satisfactory 
and  safe  for  most  studies.  Its  physical  half-life  is 
longer,  however,  than  that  of  Co57  and  its  beta 
emission  increases  the  radiation  exposure  follow- 
ing absorption.  On  the  other  hand,  the  shorter 
half-life  of  Co57,  its  lack  of  beta  decay,  coupled 
with  the  lower  gamma  ray  energy,  results  in 
much  less  radiation  delivered  to  the  liver  per  prc 
absorbed.  In  addition,  Co57  can  be  obtained  with 
a much  greater  specific  activity  ( p- c per 
p.g)  and  due  to  its  low  gamma  ray  energy  it 
can  be  counted  with  more  efficiency.  Because  of 
this,  it  is  only  with  Co57  B12  that  it  is  feasible 
to  count  the  small  amounts  of  radioactivity 
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Table  1 

Dosage  Characteristics  of  Radioactive  Vitamin  B,.,* 

Gamma  Liver  Dose 

Isotope  Phys.  Tl/2  Beta  Energy  mev  Rads/ju,c  absorbed  Ratio 
C06O  1920  d yes  1.17  8.0  26 

1.33 

Co57  270  d no  0.12  0.3  1 

‘Modified  from  Abbott  Laboratories,  Radiopharmaceutical  Division. 


which  appear  in  plasma  following  oral  doses 
of  the  vitamin. 

Since  most  of  the  diagnostic  studies  using 
vitamin  B12  are  related  to  gastrointestinal  ab- 
sorption of  the  vitamin,  it  is  important  to  under- 
stand the  quantitative  aspects  of  the  absorp- 
tion process.  Table  2 outlines  the  results 
of  measurement  of  the  percentage  of  the 
oral  dose  absorbed  (by  measuring  fecal 
radioactivity)  following  the  administration  of 
increasing  amounts  of  vitamin  to  normal  sub- 
jects. When  the  administered  dose  ranges  from 
0.1  to  0.5  fig,  approximately  70  per  cent  is  ab- 
sorbed. However,  with  larger  doses,  progressive- 
ly smaller  percentages  are  absorbed  although 
slightly  larger  quantities  are  absorbed.  Since  in 
most  of  our  diagnostic  tests  we  deal  in  measure- 
ments relating  to  the  percentage  of  the  absorbed 

Table  2 

Quantitative  Relationships  of  B,.,  Absorption* 

Oral  Dose  ( fig )%  Absorbed  Amount  Absorbed  (fig) 


0.1 

77 

0.08 

0.5 

71 

0.35 

1.0 

56 

0.56 

5.0 

28 

1.40 

10.0 

16 

1.60 

‘Modified  from  Mollin,  Brit  Med  Bull  15:8,  1959. 

dose,  it  is  important  to  adjust  the  micrograms  of 
vitamin  B]2  in  the  administered  dose.  Tests  of 
absorption  are  satisfactorily  performed  by  ad- 
ministering 0.5  /Mg  of  vitamin  B12  containing 
approximately  one  fie  of  radioactivity. 

absorption  mechanisms 

It  should  be  realized  that  radioactive  B12  ab- 
sorption studies  are  not  tracer  studies  in  the 
usual  sense  but  are  studies  involving  physiologic 
amounts  of  vitamin  B12.  It  is  estimated  that  man, 
under  normal  conditions,  absorbs  approximately 
one  fig  of  vitamin  B]2  per  day. 

The  absorption  of  vitamin  Bi2  and  its  fate 
after  it  has  entered  the  plasma  is  outlined  dia- 
grammatically  in  figure  1.  If  a physiologic 
amount  of  labelled  vitamin  is  ingested,  it  com- 
bines with  the  intrinsic  factor  protein  in  the 


Fig.  1.  Diagram  of  absorption  of  a physiologic  amount  of 
radioactive  vitamin  Bjo. 


stomach  and  is  transported  to  the  terminal  ilium 
where  absorption  takes  place.  The  small  amount 
not  absorbed  will  pass  out  in  the  feces.  There 
is  considerable  delay  in  this  absorption  process 
and  significant  amounts  of  plasma  radioactivity 
are  not  noted  much  before  four  hours  following 
ingestion.  Once  the  vitamin  Bi2  is  transferred 
to  the  plasma  compartment,  it  forms  a very  firm 
bond  with  a specific  Bi2  binding  protein  in  the 
plasma.  The  greatest  amount  of  vitamin  is  trans- 
ported to  the  liver  and  smaller  amounts  are 
delivered  to  other  tissues.  Because  of  the  firm 
bond  between  Bi2  and  the  plasma  proteins,  the 
vitamin  is  not  excreted  in  the  urine. 

Inspection  of  Figure  1 also  is  helpful  for 
understanding  the  various  causes  of  vitamin  B]2 
malabsorption.  A lack  of  intrinsic  factor  is  a com- 
mon cause  of  B]2  malabsorption,  and  is  seen  in 
Addisonian  pernicious  anemia,  or  following 
total  gastrectomy.  A lack  of  intrinsic  factor 
as  a cause  of  B]2  malabsorption  can  usually 
be  confirmed  by  converting  a low  absorp- 
tion test  value  to  normal  with  the  addition 
of  intrinsic  factor  to  the  second  test  dose.  A sec- 
ond possible  cause  of  Bi2  malabsorption  is  what 
I refer  to  as  abnormal  consumption  of  vitamin 
B12.  This  occurs  if  the  B]2  intrinsic  factor  corn- 
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Hours  after  oral  dose 


Fig.  2.  Plasma  radioactivity  following  an  oral  dose  of 
C057  vitamin  B^. 

plex  is  either  destroyed  or  consumed  en  route 
from  the  stomach  to  its  site  of  absorption  in  the 
terminal  ilium.  The  fish  tapeworm  is  an  example 
of  a parasite  which  will  consume  so  much  of  the 
B12  that  the  host  becomes  deficient.  Intestinal 
diverticuli  also  are  known  to  cause  malabsorp- 
tion of  vitamin  Bi2.  This  is  probably  because  the 
vitamin  intrinsic  factor  complex  is  sequestered 
in  the  diverticuli  which  contain  high  concentra- 
tions of  bacteria.  In  this  situation  the  bacteria 
may  consume  or  destroy  the  Bt2  or  the  intrinsic- 
factor-Bi2  complex.  If  patients  with  diverticuli 
are  treated  with  oral  broad  spectrum  antibiotics 
for  several  weeks,  Bi2  absorption  can  become 
normal.  Another  common  reason  for  vitamin  B]2 
malabsorption  is  a defective  site  of  absorption  in 
the  terminal  ilium.  This  is  seen,  for  example, 
in  regional  enteritis,  sprue  and  following  surgi- 
cal resection  of  the  terminal  ilium.  It  should  be 
noted  that  in  conjunction  with  this  type  of  mal- 
absorption there  is  often  an  element  of  rapid 
transit  of  material  through  the  intestines. 

TESTING 

Various  test  situations  have  been  devised  in  an 
effort  to  quantitate  Bi2  absorption.  The  most 
direct  method  is  collecting  and  measuring  stool 
radioactivity  following  an  oral  dose  of  labelled 
vitamin.  This  is  not  entirely  satisfactory  because 
of  the  time  required  (3  to  5 days)  for  adequate 
stool  collection  and  the  general  problem  of 
physically  preparing  the  stool  samples  for  count- 
ing. Another  indirect  method  is  to  place  a sur- 
face detector  externally  over  the  liver  and  meas- 
ure the  rate  of  accumulation  of  radioactivity 


appearing  in  the  liver  following  an  oral  dose  of 
labelled  vitamin.  This  is  very  indirect  and  gives 
little  quantitative  information  and  also  requires 
three  to  seven  days  of  repeated  observation.  In- 
direct measurement  of  the  urinary  excretion  of 
the  labelled  vitamin  following  a saturating  dose 
of  stable  vitamin  (the  Schilling  test)  has  proved 
to  be  a useful  and  fairly  simple  method  to  char- 
acterize normal  and  abnormal  states  of  Bj2 
absorption.  We  have  used  another  indirect 
method  to  measure  BJ2,  namely  measuring  the 
amount  of  Co5/  Bi2  radioactivity  absorbed  in  the 
plasma  eight  hours  following  administration  of 
the  dose.2  This  method  provides  valid  informa- 
tion regarding  B12  absorption,  is  simple  and  has 
other  major  advantages. 

eight  hour  plasma  level 

Figure  2 shows  typical  plasma  absorption 
curves  in  the  normal  patient  and  in  one  with 
pernicious  anemia.  It  is  important  to  note  that 
during  the  first  four  hours  following  oral  admini- 


6 Hour  Piosmo  Levels  of  CoS?  V B,2  % Dose  ’i0.  6oJ,  .Ve.qht 


Fig.  3.  Results  of  testing  a single  sample  of  plasma  radio- 
activity eight  hours  following  an  oral  dose  of  Co=7 
Values  from  patients  with  pernicious  anemia  are  in  closed 
circles.  Open  circles  represent  control  patients. 

stration,  there  is  little  or  no  radioactivity  ap- 
pearing in  the  plasma.  Thereafter  plasma  radio- 
activity increases  to  reach  a peak  value  usually 
between  8 and  14  hours.  Following  this,  radio- 
activity slowly  decreases  in  the  plasma.  It  must 
be  emphasized  that  the  plasma  level  of  radio- 
activity' is  the  net  result  of  absorption  of  B]2 
into  the  plasma  and  the  simultaneous  transfer  of 
B]2  from  the  plasma  to  the  tissues.  Delay  in 
appearance  of  plasma  radioactivity  is  due  to  the 
time  required  for  the  material  to  travel  to  the 
site  of  absorption  plus  the  time  required  for  it 
to  be  transported  across  the  gut  membrane.  Ab- 
sorption probably  continues  throughout  the  first 
24  hours  but  is  maximum  during  the  first  12 
hours. 

Figure  3 shows  the  results  of  measuring  a 
single  plasma  sample  eight  hours  following  a 
dose  of  one  fxc  of  Co57  vitamin  Bj2  containing  an 
average  of  0.3  /ag  of  stable  vitamin.  Patients 
represented  by  the  solid  dots  have  pernicious 
anemia  while  the  open  circles  represent  a group 
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* OF  ORALLY  ADMINISTERED  COfovnAWN  Blt  EILRETED 
IN  URINE 


Fig.  4.  Results  of  Schilling  urinary  excretion  tests  in 
various  subjects.  (Reprinted  by  permission  from  Bull 
Hopkins  Hosp  104:  309-342,  June,  1959,  McIntyre,  Hahn, 
Conley,  and  Glass,  “Genetic  Factors  in  Predisposition  to 
Pernicious  Anemia.”) 


of  control  patients  of  all  ages  with  a variety  of 
disease  states  including  achlorhydria  but  without 
any  known  gastrointestinal  disease. 

It  is  seen  that  the  control  and  pernicious 
anemia  groups  tend  to  merge  and  do  not  show 
a clear  bimodal  distribution.  This  most  likely 
indicates  that  there  is  moderate  biological  vari- 
ation in  normal  Bi2  absorption  as  well  as  many 
stages  of  Bjo  malabsorption  and  not  until  absorp- 
tion is  severely  reduced  for  some  time  does  clin- 
ical evidence  of  B12  deficiency  become  apparent. 

This  single  plasma  method  has  the  advantage 
of  being  rapid  and  does  not  require  the  patient  s 
cooperation  for  collection  of  urine  or  feces.  In 
the  Schilling  method  a valid  test  result  depends 
on  an  adequate  24-hour  urine  collection  which 
requires  patient  cooperation  and  may  be  incon- 
venient for  office  or  clinic  patients.  A major 
advantage  of  this  plasma  test  is  that  the  result 
does  not  depend  on  renal  function.  Thus  patients 
with  normal  B]2  absorption,  who  would  have  ab- 
normally low  24-hour  urinary  excretion  (Schill- 
ing) values  because  of  impaired  renal  function 
would  be  normal  by  the  plasma  method.  Benal 
function  plays  no  role  in  determining  the  level 
of  plasma  radioactivity  when  only  small  physi- 
ologic amounts  of  vitamin  are  given  because 
the  Bi2  is  firmly  protein  bound  and  not  available 
for  excretion. 


saturation  technique 

In  order  to  promote  renal  excretion  of  ab- 
sorbed vitamin  Bjo,  a large  amount  of  stable 
vitamin,  usually  1,000  jug,  is  given  intravenously 
or  intramuscularly  to  temporarily  saturate  the 
B12  binding  sites  in  the  plasma  and  tissues.  In 
the  usual  Schilling  test  the  stable  vitamin  is  given 
one  to  two  hours  after  the  test  dose.  This  has 
been  called  a flushing  dose  which,  unfortunately, 
is  not  an  appropriate  term  to  describe  what 
promotes  renal  excretion.  It  is  best  to  think  of 
the  stable  vitamin  as  a saturating  dose.  Satur- 
ating the  Bi2  binding  sites  prior  to  the  major 
absorption  of  radioactive  vitamin  B12  permits 
the  radiovitamin  subsequently  absorbed  to  re- 
main unbound  or  free  in  the  plasma  and  thus 
available  for  excretion  in  the  urine. 

Figure  4 taken  from  the  work  of  McIntyre, 
et  ah, 3 shows  the  results  of  the  Schilling  tests 
in  various  groups  of  patients.  Patients  with  per- 
nicious anemia  have  less  than  five  per  cent  of 
the  dose  excreted  in  the  24-hour  urine  collection, 
although  there  is  clear  separation  between  pa- 
tients with  pernicious  anemia  and  normal  sub- 
jects. As  with  the  plasma  test,  the  separation 
from  patients  with  other  diseases  or  achlorhydria 
and  from  family  members  of  subjects  with  perni- 
cious anemia  is  not  wide. 
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Co57  Vit  B Absorption 
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Fig.  5.  Relationship  between  the  single  plasma  method 
(vertical  axis)  and  the  urinary  excretion  method  (hori- 
zontal axis)  for  studying  B absorption.  There  is  linear 
correlation  indicating  the  simpler  plasma  method  provides 
a result  of  similar  sensitivity.  Results  were  obtained  simul- 
taneously in  each  subject. 


Because  of  the  slow,  continued  absorption  of 
vitamin  Bi2,  it  is  possible  to  do  a urinary  excre- 
tion test  after  drawing  an  eight-hour  plasma 
sample.  One  thousand  fig  of  stable  B12  injected 
at  that  time  will  saturate  the  binding  sites  of 
the  plasma  so  that  the  subsequently  absorbed 
vitamin  is  excreted  in  the  urine.  By  this  method 
it  appears  that  patients  without  significant  mal- 
absorption of  B12  excrete  more  than  nine  per 
cent  of  the  administered  dose  in  a subsequent 
24-hour  period.  It  was  of  interest  to  correlate 
the  eight-hour  plasma  level  with  the  24-hour 
urinary  excretion  level  in  the  same  patient  when 
urine  collection  was  begun  eight  hours  after  the 
dose.  Figure  5 shows  there  is  a good  correlation 
between  the  two  values  indicating  that  the  single 
eight-hour  plasma  measurement  provides  an 
absorption  index  of  sensitivity  similar  to  that  of 
the  urinary  excretion  method. 

recommended  procedures 

At  present  in  our  laboratory  we  use  the  eight- 
hour  plasma  level  as  the  method  of  choice  when 
testing  for  Bi2  malabsorption.  In  differential 
diagnosis  of  macrocytic  anemia,  if  the  value  is 
low,  the  test  can  be  repeated  with  the  addition 
of  intrinsic  factor.  At  the  second  testing,  if  the 


value  has  returned  to  the  normal  range,  a diag- 
nosis of  intrinsic  factor  deficiency  (usually  per- 
nicious anemia)  can  be  established. 

Radioactive  vitamin  B12  provides  the  only  way 
of  confirming  the  diagnosis  of  pernicious  anemia 
in  patients  who  are  receiving  B]2  therapy  and  of 
diagnosing  subacute-combined  degeneration  in 
patients  who  have  received  folic  acid  treatment 
and  are  no  longer  anemic. 

A vitamin  Bi2  absorption  test  is  not  a sensi- 
tive screening  test  for  other  malabsorption  states 
since  disease  of  the  gastrointestinal  tract  is  usu- 
ally moderately  advanced  before  significant  mal- 
absorption of  Bj2  occurs.  Often  at  this  point,  if 
vitamin  therapy  has  not  been  given,  a charac- 
teristic macrocytic  megaloblastic  anemia  will  be 
present.  If  repeated  absorption  studies  are  done 
in  patients  receiving  therapy  for  small  bowel 
disease,  such  as  ileitus  or  sprue,  progressive  im- 
provement in  B]2  absorption  usually  correlates 
well  with  clinical  and  radiographic  signs  of  im- 
provement. 

glomerular  filtration  rate 

Another  diagnostic  use  of  radioactive  vitamin 
Bi2  is  for  measuring  the  glomerular  filtration  rate 
in  man.4  If  patients  receive  large  injections  of 
stable  vitamin  B12  prior  to  intravenous  infusion 
of  radioactive  vitamin,  90  per  cent  of  the  radio- 
active vitamin  in  the  plasma  will  be  in  the  free 
or  non-protein  bound  state.  Various  studies,  in 
the  aglomerular  fish,  in  dogs,  and  in  man,  dem- 
onstrate that  free  vitamin  Bi2  is  excreted  through 
the  kidneys  only  by  glomerular  filtration.  In  pa- 
tients with  various  degrees  of  renal  impairment, 
the  simultaneous  clearance  of  inulin  and  free 
radioactive  vitamin  B12  were  identical  (Fig.  6). 

In  some  clinical  situations  and  in  many  investi- 
gative studies  where  precise  measurements  of 
glomerular  filtration  are  needed,  the  use  of  radio- 
active Bi2  eliminates  the  laborious  and  time  con- 
suming chemical  quantitations  of  inulin  in  the 
urine  and  plasma  samples.  A clearance  measure- 
ment may  be  completed  within  10  minutes  after 
collection  of  the  samples  when  labelled  Bi2 
has  been  used. 

simpler  assay 

Another  important  recent  use  of  radioactive 
vitamin  Bi2  is  the  determination  of  the  concen- 
tration of  endogenous  stable  Bi2  in  plasma  using 
a saturation  analysis  technique.6  This  possibly 
will  replace  the  older  microbiological  assay 
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Free  Co57  Vitamin  B|2  Clearance  (GFR) 


Fg.  6.  Relationship  of  the  clearance  of  inulin  to  the  clear- 
ance of  free  Cost  vitamin  o.  Clearance  values  are  essen- 
tially identical  by  both  techniques.  Free  B]  o clearance 
provides  a simple  measurement  of  the  glomerular  filtra- 
tion rate  (GFR). 

method  to  measure  B12  in  plasma.  Microbio- 
logical assay  of  plasma  B12  requires  extraction 
of  the  B12  from  the  plasma  and  then  the  intro- 


duction of  a microorganism  such  as  the  Euglena 
whose  growth  is  B12  dependent.  The  rate  of 
growth  and  subsequent  turbidity  of  the  plasma 
extract,  compared  to  that  of  standards,  deter- 
mines the  amount  of  Bi2  present.  By  substituting 
radioactive  assay  methods  the  system  is  no  longer 
dependent  on  the  somewhat  temperamental 
microorganisms  and  the  procedure  can  be  done 
more  rapidly.  Although  still  not  used  on  a wide 
scale  basis,  this  technique  appears  to  hold 
promise  for  the  near  future.  ■ 

U of  W School  of  Medicine  (98105) 
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abstract  o 


La  vitamina  B12  radioactiva,  ofrece  posibili- 
dades  para  el  estudio  de  estados  patoldgicos, 
debidos  a anormalidades  en  la  absorcion  o la 
utilizacion  de  las  formas  estables  correspon- 
dientes.  Estos  estudios  se  llevan  a cabo  no  con 
pequehas  cantidades,  sino  con  dosis  fisiologicas. 
La  prueba  se  pnede  hacer,simplemente  mediendo 
la  radioactividad  absorbida  por  el  plasma.  La 
vitamin  B12  radioactiva  ofrece  la  tinica  forma  de 
confirmar  el  diagnostico  de  anemia  perniciosa  en 
pacientes  tratados;  o el  diagnostico  de  la  degen- 


eracion  sub  aguda  combinada  en  aquellos  casos 
que  ban  sido  tratados  pero  que  no  son  anemicos. 
En  la  ileitis  o el  esprue,  los  estudios  seriados 
de  la  absorcion  de  vitamina  Bu,  nos  pueden 
aijudar  a indicar  la  efectividad  de  la  terdpia.  La 
vitamina  B12  radioactiva  ofrece  una  via  rdpida 
para  la  determinacion  precise  del  grado  de 
filtracion  glomerular.  Las  mediciones  cuanti- 
tativas  de  Bu  en  el  plasma,  usando  la  vitamina 
marcada,  prometen  ser  una  prueba  muij  util  en 
el  futuro. 
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Treatment  of  Hyperthyroidism  and  Thyroid 

Cancer  with  I131 


WILLIAM  H.  BEIERWALTES,  M.D.  Ann  Arbor,  Michigan 


World-wide  experience  in  50,000  patients  treated  for  hyperthyroidism  with 
/i3i  reveals  no  evidence  of  increased  incidence  of  leukemia,  thyroid  cancer,  or 
fetal  abnormalities.  Therefore,  former  age  limits  for  treatment  of  Grave’s  disease, 
have  been  lowered.  Dose  is  adjusted  to  give  adequate  tissue  concentration,  taking 
transit  time  into  account.  Patients  must  be  followed  for  years  after  treatment 
because  a few  will  become  hypothyroid  each  year.  Toxic,  nodular  goiter  should 
not  be  treated  with  Zi3i. 

Total  thyroidectomy  is  advised  in  thyroid  carcinoma  in  order  to  prevent  death 
from  invasion  of  structures  in  the  superior  thoracic  inlet,  to  remove  competition 
for  7131,  and  to  remove  source  of  thyroid  hormone.  If  a patient  goes  three  years 
with  negative  scans,  after  treatment  for  thyroid  carcinoma,  he  never  has  a 
recurrence. 


Radioactive  iodine  was  first  used  in  the  treat- 
ment of  thyroid  disease  in  1941.  By  1960  there 
had  been  an  accumulated  world-wide  experience 
of  50,000  patients  treated  for  hyperthyroidism.  It 
is  my  desire  to  present  some  of  our  preliminary 
thoughts  before  we  have  finished  a review,  re- 
quested by  the  United  States  Public  Health 
Service,  of  our  1,000  patients  treated  for  hyper- 
thyroidism with  radioactive  iodine.  I shall  also 
recapitulate  some  of  the  interesting  features  of 
the  published  follow-up  of  our  first  200  patients 
treated  for  thyroid  cancer.1 

Graves'  disease 

It  was  customary,  until  a few  years  ago,  to 
use  radioactive  iodine  to  treat  patients  past  the 
age  of  40  with  Graves’  disease  but  to  reserve 
the  use  of  I'3i  in  patients  under  the  age  of  40 
for  certain  special  circumstances.  These  circum- 
stances were: 

1.  Recurrent  Graves’  disease  after  pre- 
vious subtotal  thyroidectomy. 

2.  Refusal  of  surgical  treatment  by  the 
surgeon  or  by  the  patient. 

3.  The  presence  of  some  other  disease 
which  would  seriously  shorten  the  patient’s 
life  span. 


4.  Progressive  exophthalmos. 

5.  Inability  to  prepare  the  patient  for 
thyroidectomy  in  a six  month  trial  period. 

If  radioactive  iodine  is  the  treatment  of  choice 
in  patients  past  the  age  of  40,  why  shouldn’t  it 
be  the  treatment  of  choice  in  everyone  with 
Graves’  disease,  at  any  age?  The  principal  rea- 
sons given  for  not  treating  patients  under  the 
age  of  40  with  radioactive  iodine  for  Graves’ 
disease  were  based  on  the  possibility  that  this 
single  burst  of  ionizing  radiation  might  even- 
tually cause  leukemia,  thyroid  cancer,  or  genetic 
change. 

At  the  Fourth  International  Goiter  Congress 
in  London,  1960,  Poehin  and  Werner  reported 
separate  studies  of  world-wide  experience  in 
50,000  patients.  They  could  demonstrate  no  in- 
creased incidence  of  leukemia  in  patients  treated 
for  hyperthyroidism  with  radioactive  iodine.  All 
participants  at  that  Congress  were  asked  if  they 
had  ever  seen  a patient  who  apparently  had  de- 
veloped thyroid  cancer  as  a result  of  this  treat- 
ment. No  one  had.  Nor  has  anyone  reported  an 
increased  incidence  of  fetal  abnormalities  in  the 
second  or  third  generation  after  treatment  of  a 
woman  for  hyperthyroidism  with  radioactive 
iodine.  As  a matter  of  fact,  our  preliminary 
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studies,  though  not  statistically  significant,  sug- 
gest that  there  is  a decreased  incidence  of  in- 
fertility, fetal  loss,  and  fetal  abnormality.  We 
cannot  argue  the  possibility,  however,  that  this 
treatment  has  produced  sublethal  genetic 
changes  which  will  not  be  manifest  in  subse- 
quent generations. 

As  a result  of  all  these  negative  studies  on  the 
possible  harmful  effects  of  Ii3i  for  the  treatment 
of  hyperthyroidism  in  persons  under  age  40, 
most  clinics  are  now  treating  patients  with  Ii3i 
for  Graves’  disease  down  to  age  20  and  some  are 
treating  patients  down  to  age  15  as  a matter  of 
routine.  We  are  now  decreasing  our  minimum 
age  five  years,  every  two  years,  with  the  plan 
of  eventually  treating  patients  down  to  age  20 
as  a matter  of  routine. 

toxic  nodular  goiter 

We  do  not  use  U3i  for  the  treatment  of  toxic 
nodular  goiter  as  first  choice.  Here  we  prefer 
the  use  of  antithyroid  drugs  plus  Lugol’s  solu- 
tion until  the  patient  is  euthyroid.  Subtotal  thy- 
roidecomy  is  then  performed  for  definitive 
treatment.  These  goiters  are  generally  larger,  the 
Ii3i  concentration  is  not  uniform,  the  goiter  is 
frequently  the  site  of  destructive  changes  such  as 
necrosis,  hemorrhage,  and  calcification.  The 
chief  complications  of  such  goiters  are  that  they 
cause  deviation  and  compression  of  the  trachea, 
undergo  substemal  extension,  and  carcinoma 
may  develop  before  Ii3i  is  used  to  treat  the  hy- 
perthyroidism. 

When  surgery  is  not  indicated,  for  any  of  the 
reasons  listed  above,  Ii3i  may  be  used  success- 
fully to  get  rid  of  the  hyperthyroidism.  If  the 
goiter  disappears  during  treatment,  a subtotal 
thyroidectomy  is  no  longer  necessary. 

calculation  of  the  dose 

Following  is  the  conventional  quantitative 
formula  for  the  calculation  of  the  treatment  dose 
of  Ii3i  for  hyperthyroidism,  assuming  an  effec- 
tive half-life  of  six  days. 

Dose  to  Thyroid  in  rads  = 

120  X Effective  Half-Life  X fie  1131  in  Gland 

Wt.  of  Gland  in  Gm 

Dose  in  rads  = 90  X /ac  1 1 31  in  Gland 
Wt.  of  Gland  in  Gm 

80  /J. c/Gm  (retained) 

At  several  symposia  recently  the  audience  was 
asked  if  anyone  still  used  this  formula  for  cal- 


culating the  dose.  Apparently  no  one  does.  The 
reasons  for  abandoning  the  formula  are: 

1.  It  is  no  more  successful  than  the  simp- 
ler clinical  estimate  of  the  dose. 

2.  The  factors  in  the  formula  (especially 
the  weight  of  the  gland  and  the  concentra- 
tion of  Ii3i/gm  of  thyroid  tissue,  the  bio- 
logical half-life  of  Ii3i  in  the  thyroid  gland 
from  the  treatment  dose,  etc.)  can  be  esti- 
mated with  an  accuracy  of  only  ± 50  per 
cent. 


As  a result. 

most  workers  today 

use  some 

modification  of 

the  simple  formula 

shown  in 

table  1. 

Table 

1* 

Example  of  Dose 

Determination 

Average 

Graves’ 

Patient 

Disease 

under 

Correction 

Patient 

Consideration  Factor 

Weight  of  Gland 

40  gm 

55  gm 

+ 1 me 

24-Hour  Uptake 

60% 

85% 

— 1 me 

Transit  Time 

Average 

Decreased 

+ 1 me 

+ 1 me 

‘Average  dose=10  me.  final 

dose=ll  me. 

Here  we  start  off  with  the  assumption  from 
our  experience  that  the  average  size  single  treat- 
ment dose  necessary  to  relieve  a patient  of  his 
hyperthyroidism  in  our  clinic  is  about  10  me. 
We  then  vary  this  dose  by  ± 1 or  2 me  depend- 
ent upon  the  following  factors: 

1.  Weight  of  the  gland. 

2.  Per  cent  uptake  at  24  hours. 

3.  Transit  time  of  Ii3i  in  the  thyroid. 

In  the  first  column  we  record  the  average 
figure  in  our  average  patient  with  Graves’  di- 
sease under  each  of  the  three  headings.  In  the 
second  column  we  record  our  estimated  weight 
of  the  patient’s  thyroid  gland  in  gm,  the  per  cent 
uptake  in  the  thyroid  of  our  patient  at  24  hours, 
and  we  decide  whether  or  not  our  patient  has 
a decreased  transit  time.  Generally  speaking, 
the  transit  time  of  I’ 31  through  the  thyroid  gland 
is  dependent  upon  the  storage  space.  The  transit 
time  can  be  measured  roughly,  however,  by 
doing  a 2,  6,  12  and  24  hour  Ii3i  uptake.  Nor- 
mally in  Graves’  disease  the  per  cent  uptake  is 
higher  at  24  hours  than  at  the  other  intervals. 
If  the  uptake  is  higher  at  6 or  12  hours  than 
at  24  hours,  the  transit  time  is  shorter  than 
average  for  Graves’  disease. 

We  then  compare  our  patient  to  the  average 
case  of  Graves’  disease  and  make  the  appropri- 
ate adjustment  of  1 or  2 me  in  the  dose.  That 
is,  if  the  weight  of  the  thyroid  gland  is  10  or 
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15  gm  greater  than  average,  an  increased  dose 
will  have  to  be  given  to  our  patient  to  produce 
an  equivalent  amount  of  radiation  per  gm  of 
tissue.  Similarly,  if  the  Ii3i  per  cent  uptake  is 
10  or  15  per  cent,  or  more,  higher  than  average, 
the  dosage  may  be  decreased  by  1 or  2 me  and 
still  effect  the  same  concentration  per  gm  of 
tissue.  If  the  transit  time  is  shorter  than  usual, 
a larger  dose  must  be  given  to  deliver  the  same 
radiation  provided  by  a smaller  dose  staying  in 
the  thyroid  for  a longer  period  of  time. 

post-treatment  hypothyroidism 

Why  not  use  much  smaller  doses  and  repeat 
them  if  necessary  in  order  to  avoid  the  com- 
plication of  hypothyroidism?  The  two  principal 
reasons  for  not  using  the  repeated  small  dose 
method  are: 

1.  It  doesn’t  avoid  the  complication  of 
hypothyroidism. 

2.  It  allows  the  patient  to  remain  ill 
much  longer  before  he  is  relieved  of  his 
hyperthyroidism . 

We  started  out  using  an  average  treatment 
dose  of  4 me  and  gradually  were  forced,  by  a 
high  incidence  of  persistent  hyperthyroidism,  to 
shift  to  larger  and  larger  doses.  In  the  latest 
edition  of  Silver’s  textbook  he  agrees  that  it  is 
difficult  to  justify  the  hope  that  hypothyroidism 
can  be  avoided  by  the  use  of  repeated  small 
doses.2 


Table  2* 

Total  Dosage  of  I131  in  Patients  Entering  Remission 
447  of  525  Patients 
Number  of  Patients 
Toxic 


Dosage 

me 

Diffuse  Recurrent  Nodular 

Total 

% 

0-  3 

53 

29 

7 

89 

20 

4-  6 

94 

60 

36 

190 

43 

7-  9 

38 

21 

9 

68 

15 

10-14 

42 

6 

11 

59 

13 

15-25 

6 

6 

15 

27 

6 

Over  25 

9 

0 

5 

14 

3 

Total 

242 

122 

83 

447 

100 

‘Reprinted  by  permission  from  Bull  N Y Acad  Med 
33:783-806  (November)  1957,  Werner,  Coelho,  and  Quimby, 
“Ten  year  Results  of  Iisi  Therapy  of  Hyperthyroidism.’’ 


Table  2 shows  that  when  using  the  multiple 
small  dose  method  of  0-3  juc  per  dose,  patients 
still  need  a wide  range  of  doses  to  relieve  hyper- 
thyroidism, not  uncommonly  going  above  a total 
dose  of  25  me.3 


Table  3* 

Total  Dosage  of  I131  in  Patients  Becoming  Hypothyroid 
78  of  525  Patients 
Number  of  Patients 
Toxic 


Dosage 

me 

Diffuse  Recurn 

ent  Nodular 

Total 

% 

0-  3 

11 

5 

0 

16 

21 

4-  6 

22 

17 

3 

42 

54 

7-  9 

4 

3 

4 

11 

14 

10-14 

0 

3 

0 

3 

4 

15-25 

0 

0 

1 

1 

1 

Over  25 

3 

1 

1 

5 

6 

Total 

40 

29 

9 

78 

100 

‘Reprinted  by  permission  from  Bull  N Y Acad  Med 
33:783-806  (November)  1957,  Werner,  Coelho,  and  Quimby, 
“Ten  Year  Results  of  Iisi  Therapy  of  Hyperthyroidism.” 


Similarly,  table  3 shows  that  the  total  dose 
given  in  patients  who  developed  hypothyroidism 
also  covers  a very  wide  range. 

Table  4 shows,  too,  that  of  the  patients  who 
developed  hypothyroidism  the  number  of  doses 
covered  a wide  range,  with  one  patient  requiring 
over  six  doses. 


Table  4* 

No.  of  Doses  of  I131  in  Patients  Becoming  Hypothyroid 
78  of  525  Patients 
Number  of  Patients 
Toxic 


Doses 

Diffuse  Recurrent  Nodular 

Total 

% 

1 

29 

22 

4 

55 

71 

2 

5 

5 

3 

13 

17 

3 

3 

1 

1 

5 

6 

4 

0 

0 

1 

1 

1 

5 

2 

0 

0 

2 

3 

6 

0 

1 

0 

1 

1 

Over  6 

1 

0 

0 

1 

1 

Total 

40 

29 

9 

78 

100 

♦Reprinted  by  permission  from  Bull  N Y Acad  Med 
33:783-806  (November)  1957,  Werner,  Coelho,  and  Quimby, 
“Ten  Year  Results  of  I131  Therapy  of  Hyperthyroidism.” 


When  we  use  an  average  of  11  me  as  an  initial 
dose,  only  69  per  cent  of  our  patients  with 
Graves’  disease  are  apparently  relieved  of  their 
hyperthyroidism  three  months  after  the  treat- 
ment dose.  Using  the  clinical  estimates  of  the 
medical  history,  physical  examination,  serum 
protein  bound  iodine  (PBI),  and  radioactive  io- 
dine uptake,  57  per  cent  of  the  patients  were 
judged  to  have  developed  hypothyroidism.  When 
the  serum  PBI  alone  was  used,  the  incidence 
of  hypothyroidism  was  55  per  cent.  This  figure 
of  55  per  cent  may  seem  to  be  high  and  one 
might  very  well,  therefore,  feel  that  our  dosage 
of  Ii3i  and  our  method  of  treating  these  patients 
is  too  radical.  The  surgeon  might  well  recall 
that  the  reported  incidence  of  hypothyroidism  by 
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clinical  criteria  after  subtotal  thyroidectomy  is 
usually  less  than  10  per  cent. 

It  is  worthwhile,  therefore,  to  review  the  ex- 
cellent article  by  Winkler  and  Thompson.*  They 
evaluated  the  development  of  hypothyroidism 
during  the  first  year  (temporary  hypothyroid- 
ism) and  at  the  end  of  the  second  year  (perma- 
nent hypothyroidism ) as  judged  by  the  criteria 
shown  in  table  5. 


Table  5* 

Incidence  of  Postoperative  Hypothyroidism 

% 

of  Patients 


Clinical  Picture  of  Mvxedema  8.3 

BMR  <20%  ' 17 

Serum  Cholesterol  > 300  mg/1 00ml  21.6 

Serum  PBI  Subnormal  < 3.4ju.g/100ml  55 

(Permanent  23) 


‘Reprinted  by  permission  from  J Clin  Invest  25:404-412 
i May)  1946,  Winkler,  Riggs,  Thompson,  and  Man,  "Serum 
Iodine  in  Hyperthyroidism  with  Particular  Reference  to 
Effects  of  Subtotal  Thyroidectomy.” 


Table  6* 

Incidence  of  Permanent  Hypothyroidism 
78  of  525  Patients 


78  Patients 

with 

525 

Years  After  Permanent  Hypothyrodism 

Patients 

1131  Therapy 

No. 

% 

% 

0-  1 

40 

51.28 

7.61 

1-  2 

1 

1.28 

.19 

2-  3 

12 

15.38 

2.29 

3-  4 

12 

15.38 

2.29 

4-  5 

3 

3.85 

.57 

5-  6 

3 

3.85 

.57 

6-  7 

3 

3.85 

.57 

7-  8 

3 

3.85 

.57 

8-  9 

0 

9-10 

1 

1.28 

.19 

Sub  Total 

Within  1st  year 

40 

51.28 

7.61 

After  1st  year 

38 

48.72 

7.24 

Total 

78 

100 

14.85 

‘Reprinted  by  permission  from  Bull  N Y Acad  Med 
33:783-806  (November)  1957.  Werner.  Coelho,  and  Quimby, 
"Ten  Year  Results  of  I131  Therapy  of  Hyperthyroidism.” 


with  the  demonstrable  circulating  antithyroid 
antibody  titers. 


It  should  be  noticed  that  the  incidence  of 
hypothyroidism  as  judged  by  a subnormal  serum 
PBI  during  the  first  year  after  subtotal  thyroid- 
ectomy is  identical  to  our  results  years  after  I’3i 
treatment,  namely  55  per  cent.  These  figures 
raise  the  following  interesting  questions: 

1.  Have  previous  follow-up  studies  indi- 
cating the  low  incidence  of  hypothyroidism 
following  definitive  treatment  for  Graves’ 
disease  been  carried  out  long  enough? 

2.  Is  the  serum  PBI  the  most  sensitive 
method  of  evaluating  the  development  of 
hypothyroidism  or  does  it  produce  an  arti- 
ficial value? 

3.  Are  these  patients  with  low  serum 
PBI’s  actually  euthyroid  as  a result  of  an 
increased  proportion  of  triiodothyronine 
making  up  the  circulating  thyroid  hormone 
of  the  blood?  Triiodothyronine  will  not  bind 
to  thyroxine-binding  globulin  as  avidly  as 
thyroxine  and  therefore  the  serum  PBI  the- 
oretically could  easily  be  in  the  hypo- 
thyroid range  of  values  when  amounts  of 
triiodothyronine  might  be  enough  to  insure 
a euthyroid  state. 

Table  6,  again  from  the  article  of  Werner, 
shows  that  in  the  years  after  treatment,  through 
at  least  the  tenth  year  of  follow-up,  patients 
will  become  hypothyroid  each  year.  We  are  now 
doing  routine  tanned  red  cell  testing  for  anti- 
thyroid antibodies  to  determine  whether  or  not 
the  patients  who  develop  hypothyroidism  each 
year  for  years  after  treatment  are  the  patients 


the  future 

Is  there  anything  we  can  do  to  prevent  the 
development  of  hypothyroidism  in  the  future  and 
still  treat  the  patient  definitively  and  promptly 
with  radioiodine  to  relieve  him  of  his  hyper- 
thyroidism? We  have  no  data  to  justify  a belief 
that  we  have  a solution  to  this  problem,  but 
in  view  of  table  7,  we  are  decreasing  our  esti- 
mate of  the  total  dose  of  1131  by  one  or  two 


Table  7 

Preview  of  311  Patients  Treated  Since  1947  for  Hyperthyroidism 


Type 

Patients  Having  Prior 
Surgery 
Diffuse  Glands 
Normal  or  Non- 
Palpable  Glands 
Nodular  Glands 


No. 

Became 

Hypothyroid 

% 

53 

37 

69.8 

111 

65 

58.6 

46 

30 

65.2 

57 

24 

42.1 

have 

had  a previous 

sub- 

for  Graves’  disease  and  in 

patients  who  have  a very  small  goiter  or  no 
goiter.  These  patients  who  have  Graves’  disease 
without  goiter  are  characteristically  those  w'hose 
symptoms  have  been  present  for  only  a few 
months. 


P31  TREATMENT  OF  CARCINOMA  OF  THYROID 

Let’s  start  our  discussion  on  the  treatment  of 
carcinoma  of  the  thyroid  with  radioiodine  with 
the  patient  who  has  a nodular  colloid  goiter.  The 
most  common  complications  of  nodular  colloid 
goiter  are: 
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1.  Tracheal  deviation  and  compression, 

2.  Thyrotoxicosis, 

3.  Substernal  extension, 

4.  Increased  suspicion  of  thyroid  carcinoma. 
The  situations  where  there  is  a relatively  high 

possibility  that  thyroid  cancer  may  be  present 


are: 

Childhood  Nodular  Goiter  55  per  cent 

Solitary  Cold  Nodule, 

> 2 cm  Diameter  35-40  per  cent 

Solitary  Nodule  10-20  per  cent 

Multinodular  Goiter  with 

Cold  Nodule  6 per  cent 

This  knowledge  of  the  statistical  chance  that 
thyroid  cancer  may  be  present  in  a given  goiter 
helps  the  physician  decide  when  surgery  should 
be  done  for  a nodular  goiter  in  the  presence 
of  other  complications. 


preliminary  surgery 

We  advise  removal  of  some  so-called  normal 
thyroid  tissue  around  the  nodule  because  on 
occasion  the  nodule  will  turn  out  to  be  benign 
but  the  surrounding  tissue  is  carcinomatous.  We 
advise  a subtotal  lobectomy  of  the  opposite 
lobe  at  this  operation  because  occasionally  the 
nodule  and  the  surrounding  normal  tissue  is 
benign  but  the  opposite  lobe  may  harbor  the 
carcinoma.  We  advise  removal  of  the  lymph 
nodes  when  they  can  be  visualized  because  we 
do  not  routinely  do  modified  radical  neck  dis- 
sections unless  we  demonstrate  a positive  node. 

If  the  frozen  section  on  the  thyroid  gland  is 
positive  for  carcinoma,  we  advise  a total  thyroid- 
ectomy. The  total  thyroidectomy  is  done  to  pre- 
vent death  because  the  most  common  cause  of 
death  from  thyroid  carcinoma  is  involvement 
of  the  structures  of  the  superior  thoracic  inlet. 
Recent  articles  document  the  fact  that  total 
thyroidectomy  prolongs  life.  We  also  do  a total 
thyroidectomy  to  remove  the  competition  for 
1131. 

Following  is  a case  report  that  illustrates  the 
use  of  a total  thyroidectomy  to  prevent  competi- 
tion for  1131. 

A University  of  Michigan  student  had  a total 
right  lobectomy  for  a nodule  in  the  right  lobe  of 
the  thyroid.  The  pathologist  reported  that  papil- 
lary and  follicular  carcinoma  of  the  thyroid  was 
present  and  showed  evidence  of  invasion  of 
veins  and  lymphatics.  The  surgeons  sent  the  pa- 
tient to  us  for  a thyroid  scan  to  see  if  we  could 
detect  any  metastases  from  thyroid  carcinoma. 


Only  the  left  lobe  of  the  thyroid  was  visualized. 
Carcinoma  of  the  thyroid  never  concentrates 
radioactive  iodine  as  avidly  as  normal  thyroid 
tissue.  The  surgeon  removed  the  left  lobe  of 
the  thyroid  gland  totally.  This  lobe  was  normal 
and  showed  no  evidence  of  carcinoma.  Scan, 
however,  showed  clear-cut  evidence  of  function- 
ing thyroid  carcinoma  metastases  in  the  upper 
and  lower  jugular  chain  regions.  In  addition, 
some  I'3i  was  found  to  be  concentrated  in  the 
area  of  the  right  lobe  of  the  thyroid  where  the 
carcinoma  was  originally  found.  Thus  fortified, 
the  surgeon  did  a modified  radical  neck  dis- 
section and  the  pathologist  reported  that  10  out 
of  15  cervical  lymph  nodes  removed  contained 
metastases  from  papillary  and  follicular  carci- 
noma. The  surgeon  could  not  find  the  function- 
ing remnant  in  the  region  of  the  right  lobe  of 
the  thyroid.  This  is  generally  our  experience 
when  the  24-hour  U3i  uptake  is  less  than  11 
per  cent. 

The  third  reason  for  doing  a total  thyroid- 
ectomy is  to  remove  the  source  of  thyroid  hor- 
mone. This  reason  is  documented  by  the  clinical 
example  of  a patient  in  our  unit  who  had  a total 
thyroidectomy  for  thyroid  carcinoma  in  1952. 
He  returned  in  1957  saying  that  although  he 
had  been  on  three  grains  of  desiccated  thyroid 
a day  since  1952,  he  had  developed  meta- 
stasis of  thyroid  carcinoma  to  a right  jugular 
lymph  node,  documented  by  surgery  and  path- 
ology, one  month  prior  to  his  visit  to  our  unit 
in  1957.  He  was  taken  off  desiccated  thyroid 
for  a period  of  six  weeks  and  his  neck  was 
scanned.  The  scan  revealed  no  evidence  of 
functioning  thyroid  tissue  in  the  neck.  His  chest 
x-ray  was  normal  and  his  bone  roentgenogram 
survey  was  normal.  Because  all  source  of  exo- 
genous thyroid  hormone  had  been  removed  by 
withdrawing  desiccated  thyroid,  and  endogenous 
thyroid  hormone  by  a previous  total  surgical 
thyroidectomy,  the  observation  that  he  was  eu- 
thyroid lead  us  to  conclude  that  he  must  have 
functioning  thyroid  carcinoma  in  spite  of  all  of 
these  negative  findings.  Scan  of  his  chest  demon- 
strated that  both  lungs  were  apparently  filled 
with  miliary  metastases  from  functioning  thy- 
roid carcinoma  too  small  to  be  visualized  by 
routine  chest  roentgenogram,  most  of  them  less 
than  three  mm  in  diameter. 

This  suspicion  was  confirmed  by: 

1.— The  finding  that  by  quantitative  counting, 
the  chest  contained  four  times  as  much  1 1 31  as 
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the  abdomen.  2.— The  96-hour  urinary  iodine 
excretion  was  like  that  of  a patient  with  much 
functioning  thyroid  tissue  holding  on  to  the 
Ii3i.  3.— Development  of  only  mild  hypothyroid- 
ism and  about  a 50  per  cent  decrease  in  D3i 
concentration  in  the  chest  after  the  first  treat- 
ment dose.  4.— Development  of  total  myxedema 
after  a second  large  treatment  dose,  and  a nega- 
tive scan  performed  under  exactly  the  same 
conditions. 

after  surgery 

The  patient  returns  six  weeks  after  surgery. 
If  he  shows  no  residual  radioiodine  uptake  and 
yet  the  surgeon  has  good  evidence  that  there 
is  gross  evidence  of  thyroid  carcinoma  still  left 
in  the  neck,  we  use  x-ray  therapy.  If,  however, 
there  is  1 1 31  concentration  on  one  side  of  the 
body  and  this  uptake  is  significantly  greater 
than  the  counts  on  the  opposite  side,  the  patient 
is  treated  and  rechecked  three  months  later. 
When  he  fails  to  show  further  significant  concen- 
tration of  I'3i  in  the  metastases,  the  patient  is 
put  back  on  desiccated  thyroid  to  three  grains 
a day  and  is  asked  to  return  once  a year  for 
five  years  and  then  once  every  five  years  for  a 
similar  checkup.  He  is  directed  to  discontinue 
thyroid  for  six  weeks  prior  to  each  visit.  At  these 
intervals,  the  patient  has  a complete  history  and 
physical  examination,  complete  blood  count, 
serum  PBI  determination,  24-hour  uptake,  scan 
and  point  counting.  Our  experience  is  that  if 
the  patient  goes  three  years  with  absolutely 
negative  scans  after  treatment,  he  never  has  a 
recurrence. 

Following  are  some  of  the  significant  details 
of  our  follow-up  of  200  patients  treated  for 
thyroid  cancer  with  radioactive  iodine.  We  are 
unable  to  tell  what  per  cent  of  patients  with 
thyroid  carcinoma  are  able  to  concentrate  I'3i 
in  metastases.  We  can  say,  however,  that  55 
per  cent  of  all  patients  treated  surgically  at  the 
University  Hospital  for  thyroid  carcinoma  event- 
ually are  treated  with  radioactive  iodine.  It 
should  be  stressed  that  the  first  and  most  im- 
portant step  in  the  treatment  of  thyroid  carci- 
noma is  surgical  removal  of  all  normal  thyroid 
tissue  and  thyroid  cancer  that  can  be  removed 
without  mutilation  of  the  patient. 

After  the  preliminary  surgery  is  done  we 
treat  our  patients  with  radioactive  iodine  for 
demonstrated  Ii3i  uptake  in  two  areas. 


/131  concentration  in  the  neck 

In  the  region  of  the  thyroid  bed— We  treat 
patients  for  residual  concentration  of  I’3i  in  the 
thyroid  bed  because,  although  we  cannot  prove 
that  the  remaining  functioning  thyroid  tissue 
is  carcinoma,  we  also  cannot  prove  that  it  is 
not  carcinoma.  We  believe  that  since  it  seems 
advisable  to  attempt  a total  surgical  thyroid- 
ectomy for  this  condition  in  the  presence  of  a 
known  and  definite  surgical  morbidity  and  mor- 
tality, it  is  justified  to  finish  up  the  job  that 
the  surgeon  set  out  to  do  with  the  use  of  radio- 
active iodine.  This  particularly  seems  indicated 
since  there  is  no  demonstrated  morbidity  or 
mortality  for  our  use  of  radioiodine  under  these 
conditions.5  Iodinei3i  is  used  to  treat  the  func- 
tioning remnant  when  it  is  in  the  lobe  where 
the  carcinoma  was  originally  found.  When  it  is 
in  the  opposite  lobe,  the  rational  for  I'3i 
treatment  is  again  as  above.  In  addition  it  is 
given  because  there  is  recent  evidence  that 
when  carcinoma  is  found  in  one  lobe  of  the 
thyroid,  there  are  usually  microscopic  metastases 
throughout  the  opposite  lobe.6  Furthermore,  the 
incidence  of  clinical  cancer  in  the  opposite  lobe 
of  the  thyroid  reaches  10  to  20  per  cent  within 
10  years  after  the  initial  lobectomy. 

Outside  the  region  of  the  thyroid  bed— Here 
the  justification  for  treament  is  that  the  patient, 
for  all  practical  purposes,  has  uptake  in  meta- 
stases to  cervical  lymph  nodes.  We  have  report- 
ed 72  patients  who  have  had  all  function  ablated 
in  the  thyroid  remnant  up  to  15  years  after  treat- 
ment with  radioactive  iodine.  In  the  same  arti- 
cle, we  reported  35  patients  with  functioning 
thyroid  tissue  outside  the  thyroid  gland  but  in 
the  neck  after  surgery.  They  have  apparently 
had  successful  ablation  of  this  function  for 
periods  of  up  to  15  years.1 

I'31  concentration  outside  the  neck 

Here  there  is  little  doubt  about  the  fact  that 
we  are  now  treating  patients  for  metastatic  thy- 
roid carcinoma.  Here  the  prognosis  is  grave. 
The  average  treatment  dose  of  I’3i  for  concen- 
tration within  the  neck  and  within  the  thyroid 
bed  is  initially  165  me.  Outside  the  bed  but  in 
the  neck  the  dose  is  185  me.  We  use  200  me 
routinely  as  the  average  treatment  dose  for 
metastases  outside  the  neck  We  do  not  go  higher 
than  200  me  for  the  simple  reason  that  the 
United  States  Atomic  Energy  Commission  has 
found  no  evidence  that  doses  larger  than 
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200  me  accomplish  any  more  than  the  dose  of 
200  me. 

It  is  particularly  heartening  to  observe  that 
we  now  have  16  patients  who  have  been  treated 
successfully  for  carcinoma  of  the  thyroid  meta- 
static to  areas  outside  the  neck  who  have  been 
followed  for  periods  up  to  15  years.  It  is  also 
important  to  remember  that  these  patients  have 
not  been  treated  by  methods  other  than  those 
outlined  above,  since  their  Ii3i  therapy. 

Although  our  results  in  the  treatment  of  carci- 
noma of  thyroid  with  radioiodine  are  modest, 
they  appear  to  us  to  be  as  good  as,  or  better 
than,  most  methods  of  treating  other  carcinomas 
metastatic  to  lung  and  bones.  We,  therefore, 
believe  that  the  most  exciting  aspect  of  this  study 
is  that  the  approach  to  treating  other  carcinomas 
with  radioisotope  labelled  compounds  would 
appear  to  deserve  as  much  attention  as  any 
other  method  of  treating  cancer  today.  ■ 

University  of  Michigan  Medical  School  (48104) 
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abstract  o 

La  experiencia  mundial  en  50,000  pacientes 
con  hipertiroidismo,  tratados  con  /i3i  no  muestra 
evidencia  de  aumento  en  la  incidencia  de  leuce- 
mia,  cancer  del  tiroides  o anormalidades.  For  lo 
tanto,  las  edades  limites  para  el  tratamiento  de 
la  enfermedad  de  Graves  han,  sido  reclucidas.  La 
dosis  se  ajusta  para  obtener  concentracion  ade- 
cuada  en  los  tejidos,  tomando  en  consideracion 
el  tiempo  de  trdnsito.  Los  pacientes  deben  ser 
observados  durante  ahos  pues  algunos  pocos  de 
ellos  se  covertiran  en  hipotiroideos  cada  aho. 
El  bocio  nodular  toxico  no  debe  ser  tratado  con 
/i3i.  La  tiroidectomia  total  se  aconseja  para 
evitar  la  muerte  debida  a la  invasion  de  las 
structuras  de  la  apertura  tordcica  superior,  para 
eliminar  la  competencia  por  Z’31,  asi  como  quitar 
la  fuente  de  hormona  tiroidea.  Si  un  paciente 
pasa  tres  afios  con  radio  determinaciones  nega- 
tivas,  despues  de  tratamiento  para  carcinoma  del 
tiroides,  este  nunca  tendra  ya  recurencias. 
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Isotopic  Studies  oj  Body  Water  and  Sodium  in 

Hypertension 

ALFRED  BLUMBERG,  M.D.  Seattle,  Washington 

Body  water  and  exchangeable  sodium,  both  of  importance  in  hypertension, 
may  be  measured  accurately  by  tracer  studies.  Methods  are  based  on  dilution 
and  involve  giving  a substance  restricted  to  a body  compartment.  The  volume 
within  which  it  is  distributed  is  then  determined.  In  the  case  of  sodium,  the 
substance  used  may  be  Natt  or  NaM  and  the  measurement  is  made  24  hours 
after  administration.  Br& 2 provided  a reliable  method  for  measuring  extracellular 
water. 


TOTAL  BODY  WATER  - 60$  BODY  WEIGHT 


Extracellular  Intracellular 

20$  40$ 


; Plasma 


V Interstitial  j 

+ lymph  f[ 

i=  Connective  ^ 

tissue  ii 

j|  Cartilage  = 

e§  Bone  = 

H Trans cellular  i 


Fi.  1.  Organization  of  body  water  (figures  given  are  aver- 
age for  adult  subjects).  Note  that  total  body  water  and 
ECV  can  be  measured  directly  whereas  intracellular  water 
is  calculated  as  the  difference  of  the  two. 

Measurements  of  body  water  compartments  and 
of  the  body’s  sodium  have  been  greatly  advanced 
and  facilitated  by  the  introduction  of  radio- 
active isotopes.  Though  these  methods  are  not 
routine  clinical  tests,  they  are  actually  relative- 
ly simple  to  perform,  and  do  contribute  sub- 
stantially to  the  understanding  of  pathophysio- 
logical processes.  In  this  discussion,  some  of  the 
aspects  of  extracellular  volume  (ECV)  and  ex- 
changeable sodium  (Nae)  in  relation  to  hyper- 
tension will  be  reviewed. 

organization  and  measurement  of  body  water 
compartments  and  of  exchangeable  sodium 

Organizational  patterns  of  body  water  and  of 
Nae  are  summarized  in  Figure  1 and  2.  It  is 
evident  from  Figure  1 that  the  extracellular  phase 
of  body  water  is  highly  heterogeneous.  It  should 
be  pointed  out,  in  connection  with  Figure  2, 

Supported  in  part  by  USPHS  Grant  AM-5402-02. 


EXCHANGEABLE  SODIUM 
35-45  mEq/kg  body  weight 

Extracellular  Intracellular 


Fig.  2.  Organization  of  body  sodium.  Note  that  part  of 
bone  sodium  is  non-exchangeable  and  cannot  be  measured 
in  vivo. 

that  in  vivo  methods  will  not  measure  that 
sizeable  pool  of  the  body’s  bone-sodium  (ap- 
proximately one-third)  that  is  only  slowly  ex- 
changeable or  non-exchangeable.1 

Methods  for  study  of  body  water  compart- 
ments are  based  on  the  simple  principle  of  dilu- 
tion.2 A substance  that  is  restricted  to  a certain 
compartment  is  administered  and  the  volume 
within  which  it  is  distributed  (its  volume  of  dis- 
tribution) is  determined.  For  such  a method  to 
be  entirely  valid,  it  is  important  that  the  test 
substance  equilibrate  evenly  with  and  stay  com- 
pletely within  the  measured  compartment.  In  the 
case  of  Nae  the  situation  is  ideal.  Radioactive 
sodium  in  the  form  of  Na22  or  Na24  will  mix 
completely  and  exclusively  with  the  exchange- 
able pool  of  body  sodium.  Tritiated  water,  in  a 
similar  manner,  mixes  completely  with  body- 
water  and,  therefore,  may  be  used  in  measuring 
the  total  volume. 
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J H , oge  20.  mole,  chronic  glom  nephritis 
Creotinme  clearance  3.0  ml/mtn 


Fig.  3.  Patient  with  chronic  glomerulonephritis  and  malig- 
nant hypertension.  Reduction  of  weight  during  first  two 
hemodialyses  was  accompanied  by  return  of  blood  pressure 
to  normal. 


Measurement  of  ECV,  on  the  other  hand,  is 
less  accurate  because  no  ideal  substance  has  been 
found  that  would  diffuse  into  all  parts  of  ECV 
but  at  the  same  time  stay  completely  out  of  cells. 
There  are  substances,  however,  that  give  reason- 
able approximations. 

Generally,  substances  used  to  measure  ECV 
are  divided  into  two  groups:  the  saccharides 
(inulin,  sucrose,  mannitol),  and  the  ions 
( S3504  thiosulfate,  thiocyanate,  radio- 
active and  non-radioactive  bromine).  In  our 
studies,  Nae  and  ECV  were  measured  simultane- 
ously using  Br82  (for  ECV)  and  Na24  (for  Nae  ). 
These  gamma  emitting  isotopes  with  a short 
half  life  provide  ease  of  detection,  great  pre- 
cision in  counting,  and  low  radiation  exposure  to 
the  patient.  After  intravenous  administration  of 
the  isotopes,  24  hours  are  allowed  for  distribution 
during  which  time  urine  is  collected  in  order 
to  correct  for  excretion  losses.  Radioactivity  is 
measured  in  plasma  samples  after  separation  of 
sodium  and  bromine  with  an  anion  exchange 
resin.  The  volume  of  distribution  of  Br82  is  then 
calculated  by  dividing  the  amount  of  radio- 
activity remaining  in  the  body  at  24  hours,  by 
the  concentration  of  radioactivity  in  plasma 
water.  On  the  average,  93  per  cent  of  plasma 
volume  is  water. 

In  the  case  of  Nae  the  volume  in  ml  is  multi- 
plied by  the  plasma  sodium  concentration  in 
mEq  per  ml  to  obtain  Nae- 


Values  for  ECV,  Nae  and  total  body  water  are 
often  expressed  in  relation  to  total  body  weight.3 
This  is  not  ideal  since  the  body’s  content  of  fat 
(very  poor  in  water  and  sodium)  will  greatly 
influence  the  answer.  Therefore,  the  use  of  lean 
body  mass  (LBM),  defined  as  body  weight 
minus  adipose  tissue,  attempts  to  correct  for 
differences  in  content  and  provides  better  refer- 
ence. We  have  found  that  LBM  can  be  esti- 
mated easily  from  the  simple  measurements  of 
weight,  height,  and  skin  fold  thickness  as  de- 
scribed by  Edwards  and  Whyte.5 

ECV  and  Nae  in  hypertension 

Investigators  have  been  intrigued  for  a long 
time  by  the  possible  influence  of  sodium  upon 
blood  pressure.  In  rats  it  has  been  shown  that 
the  incidence  of  hypertension  is  definitely  en- 
hanced with  increasing  amounts  of  dietary 
sodium.  In  humans,  certain  ethnical  groups  (such 
as  the  northern  Japanese)  who  have  an  exces- 
sively high  intake  of  sodium,  have  an  unusually 
high  incidence  of  hypertension.  On  the  other 
hand,  it  has  been  demonstrated  that  about  one- 
fourth  of  the  patients  with  essential  hyperten- 
sion can  be  treated  adequately  by  sodium  re- 
striction alone.  Based  on  these  observations, 
Dahl,  et  al  measured  Nae  hi  a group  of  patients 
with  essential  hypertension  and  found  that  it  was 
increased  when  compared  to  a group  of  normal 
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Fig.  4.  ECV  and  Nae  in  normal  subjects,  patients  with 
chronic  renal  failure,  and  patients  with  end  stage  renal 
failure  on  dialysis.  In  both  groups  of  patients,  control  of 
blood  pressure  was  achieved  at  normal  levels  of  ECV  and 
Nae. 


creased.  Several  patients  with  terminal  renal 
failure  were  maintained  on  dialysis  once  or  twice 
a week.  On  this  treatment  they  were  able  to  lead 
a fairly  normal  life  and  to  work.  Because  of  mini- 
mal urine  excretion,  these  patients  usually  gain- 
ed some  weight  between  treatments.  Before 
dialysis  their  blood  pressures  were  usually  mod- 
erately elevated  (150-180/100-120),  ECV  and 
Nae  were  definitely  elevated  at  that  time.  Dur- 
ing dialysis  fluid  was  removed,  and  blood  pres- 
sure returned  to  normal.  Simultaneously  ECV 
and  Nae  were  also  reduced  to  normal  levels,  but 
not  below,  (Figure  4). 

Based  on  these  findings,  it  was  concluded  that 
in  many  patients  with  renal  disease,  hyperten- 
sion is  concomitant  with  an  increase  in  ECV  and 
Nae  and  that  it  can  often  be  controlled  by  so- 
dium restriction  or  by  salt  and  water  removal 
by  dialysis  without  lowering  body  sodium  and 
ECV  below  normal.'1  ■ 

U of  W School  of  Medicine  (98105) 


subjects.  It  is  therefore  likely  that  sodium  is 
somehow  involved  in  the  hypertensive  process 
in  many  patients  with  essential  hypertension. 

In  patients  with  hypertension  secondary  to 
renal  disease,  we  have  been  impressed  with  the 
importance  of  ECV  and  Nae  in  control  of  blood 
pressure.  In  patients  with  chronic  renal  disease, 
severe  hypertension  can  often  be  controlled  very 
well  by  dietary  sodium  restriction  alone.  Patients 
with  terminal  renal  failure  frequently  experience 
dramatic  relief  of  hypertension  with  acute  re- 
ductions in  ECV  and  Nae. 

Figure  3 shows  blood  pressure  and  weight  of  a 
20-year-old  man  who  was  hospitalized  because 
of  terminal  renal  failure  and  malignant  hyper- 
tension. Although  he  had  no  signs  of  fluid  re- 
tention, he  lost  10  kg  during  the  first  two 
hemodialyses  and  his  blood  pressure  returned  to 
normal.  It  remained  so  on  periodic  dialysis.  Evi- 
dently in  this  case,  malignant  hypertension  had 
been  cured  by  dialysis  concurrently  with  removal 
of  salt  and  water.  The  question  was  whether 
or  not  this  goal  had  been  achieved  only  bv  re- 
ducing ECV  and  Nae  below  normal. 

To  answer  this  question,  ECV  and  Nae  were 
measured  in  patients  with  chronic  renal  disease.0 
In  ambulatory  patients  with  non-terminal  renal 
failure  whose  blood  pressure  was  well  controlled 
(117/100  or  less)  by  reducing  their  dietary  so- 
dium intake,  ECV  and  Nae  were  found  to  be 
close  to  normal  or  slightly  elevated,  but  not  de- 
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absiracto 

El  agua  del  organismo  y el  sodio  intercambio 
ionico,  ambos  tienen  import ancia  in  hipertension 
y pueden  ser  medidos  exactamente  por  isotopos 
radioactivos.  Metodos  estan  basados  en  la 
dilucion  y requieren  el  uso  de  una  substancia 
limitado  a un  compartimiento  del  cuerpo.  En- 
tonces  el  volumen  de  su  distribucion  esta 
determinado.  Por  el  sodio  la  substancia  empleada 
es  NaM  o Nai*  y la  medida  se  toma  veintecuatro 
boras  despues  la  administracion. 
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Ferrokinetic  Studies  in  the  Diagnosis  oj  Anemia 

DONALD  D.  FUNK,M.D.  /CLEMENT  A.  FINCH,  M.D.  Seattle,  Washington 

Modern  concepts  of  bone  marrow  function,  erythropoiesis,  and  plasma  iron 
turnover,  have  been  developed  by  use  of  radioiron.  These  sophisticated  techniques 
need  not  be  used  in  the  average  case  of  anemia  but  are  valuable  in  difficidt  cases 
or  those  of  multiple  etiology.  Radioiron,  bound  to  transferrin,  is  injected  intra- 
venously and  the  half-time  of  its  disappearance  is  determined.  Normal  plasma 
iron  turnover  is  0.6  mg  per  100  ml  ivhole  blood  per  day.  Counts  taken  over  vari- 
ous body  areas,  and  determination  of  radioiron  in  new  red  cells,  yield  much 
information  on  iron  metabolism. 


Normal  bone  marrow  in  the  adult  requires  ap- 
proximately 20  mg  of  iron  each  day  for  synthesis 
of  new  hemoglobin  to  replace  that  lost  by  cata- 
bolism of  senescent  red  cells.  This  need  is  met 
primarily  by  internal  transfer  of  iron  from  tissue 
stores  to  developing  red  cells.  Quantitive  mea- 
surements of  movement  of  iron  through  plasma 
and  localization  in  tissues  have  contributed  to 
our  knowledge  of  the  functional  capacity  and 
efficiency  of  the  marrow  in  the  production  of 
red  cells.  These  methods  were  first  developed 
by  Huff  and  associates1  and  since  then,  Poly- 
cove,23  Wasserman,4  and  others5  have  attempted 
to  define  their  clinical  usefulness.  Procedures 
currently  employed  will  be  described  briefly 
and  examples  presented  to  illustrate  their  use- 
fulness. 

plasma  iron  turnover 

Radioiron  bound  to  transferrin  by  incubation 
with  freshly  drawn  plasma  from  a normal  sub- 
ject, with  care  not  to  exceed  the  binding  capacity 
of  the  transferrin,  is  injected  intravenously.  Rate 
of  disappearance  of  radioiron  is  followed  over 
several  hours,  and  the  half-time  is  calculated. 
Plasma  iron  concentration  is  determined  at  the 
time  of  injection  and  when  50  per  cent  of  the 
activity  has  cleared  from  the  blood.  Average  of 
the  two  plasma  iron  values  is  used  in  calculat- 
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ing  the  plasma  iron  turnover  in  mg  per  100  ml  of 
plasma  per  day  by  the  following  formula: 

Plasma  iron  (mg  per  100  ml)  X 0.693  * 

T Vi  in  days 

Plasma  iron  turnover  is  then  expressed  in  rela- 
tion to  100  ml  of  whole  blood  by  correction  for 
the  hematocrit  reading.  This  has  the  advantage 
of  reducing  all  data  to  a comparable  reference 
point. 

Plasma  Fe  turnover  X (100-mean  body  hematocrit**) 
100 

Normal  value  for  the  plasma  iron  turnover  is 
0.6  mg  per  100  ml  of  whole  blood  per  day.  Total 
plasma  iron  turnover  is  25  to  30  mg  per  day. 
This  represents  iron  exchange  with  all  body 
tissues.  In  normal  man,  most  of  the  turnover  is 
concerned  with  red  cell  production.  In  abnormal 
states,  there  may  be  less  uptake  by  the  marrow 
and  more  by  other  tissues,  particularly  when 
pathologic  parenchymal  iron  deposits  are  pres- 
ent. It  is  possible  to  determine  the  degree  of 
participation  of  the  marrow  in  total  iron  turn- 
over by  comparing  the  uptake  of  radioiron  by 
the  erythron  with  other  tissues. 

red  cell  utilization 

After  the  radioiron  disappears  from  the  plasma, 
there  is  a secondary  rise  in  blood  activity  due  to 
its  appearance  in  the  circulating  red  cell  mass. 
This  is  referred  to  as  red  cell  utilization  and  it  is 
important  to  determine  the  per  cent  of  injected 
radioiron  which  appears  in  this  fraction  of  body 
iron.  It  is  most  simply  calculated  by  taking  the 
initial  plasma  level  as  100  per  cent  and  compar- 


•Natural  logarithm  of  2. 

“Mean  body  hematocrit=observed  hematocrit  X 0.9. 
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ing  this  with  whole  blood  activity  at  10  to  14 
days.  Normal  utilization  is  about  80  per  cent. 

Whole  Blood  Activity  per  ml  at  10  to  14  days 
Initial  Plasma  Activity  ^ (100-mean  body  hematocrit) 
per  ml  TOO 


NORMAL 


Fig.  1.  Normal  pattern  of  blood  and  tissue  counts. 


MYELOID  METAPLASIA 


subsequent  to  marrow  release  is  seen  in  inef- 
fective erythropoiesis,  (Fig.  3).  In  this  situa- 
tion, the  reticuloendothelial  system  in  the  liver, 
spleen,  and  bone  marrow  is  destroying  non- 
viable  cells  as  soon  as  they  appear  in  the  blood 
stream.  If  no  ervthroid  activity  exists,  the  mar- 
row curve  will  be  flat  and  the  liver  parenchyma 
will  take  up  radioiron  from  the  plasma,  (Fig.  4). 
Reticuloendothelial  cells  do  not  accept  iron 
directly  from  transferrin  so  that  the  splenic  curve 
is  also  flat. 


in  vivo  localization  of  radioiron 

Behavior  of  transferrin-bound  radioiron  can 
also  be  determined  by  surface  counting  over  the 
sacrum,  liver,  and  spleen.  Counts  over  the  vari- 
ous body  surfaces  are  expressed  in  relation  to 
counts  found  immediately  after  injection  of  radio- 
iron. Normal  pattern  of  blood  and  tissue  counts 
is  shown  in  figure  1.  As  iron  is  removed  from 
transferrin,  it  is  localized  for  the  most  part  in 
marrow;  as  it  is  released  from  the  marrow,  it 
appears  in  the  red  cell  mass.  Primary'  site  of 
tissue  localization  of  radioiron  is  normally  bone 
marrow  and  the  secondary  site  is  in  red  cells. 
In  pathologic  states,  other  tissues  may  take  up 
iron  for  two  reasons:  myeloid  metaplasia,  and 
parenchyma  storage  of  iron.  Splenic  localization 
of  activity  which  occurs  synchronously  with  the 
usual  time  of  marrow  uptake  and  release  in- 
dicates myeloid  metaplasia  in  that  organ,  ( Fig. 
2).  Secondary'  uptake  by  the  liver  and  spleen 


INEFFECTIVE  ERYTHROPOIESIS 


Fig.  3.  Secondary  uptake  by  the  liver  and  spleen  subse- 
quent to  marrow  release  in  ineffective  erythropoiesis. 


I 
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APLASTIC  ANEMIA 


Fig.  4.  Uptake  by  liver  parenchyma  when  marrow  is  not 
active. 


ferrokinetic  patterns  in  anemia 

In  considering  anemic  states,  it  is  important 
to  keep  in  mind  the  response  of  normal  marrow 
to  the  stimulus  of  anemia.  Plasma  iron  turnover 
will  increase  from  two  to  three  times  normal  in 
response  to  blood  loss  in  normal  subjects.  If 
significant  blood  loss  or  destruction  of  red  cells 
persists  for  long  periods,  increases  as  much  as 
five  to  six  times  normal  may  occur.  Red  cell 
utilization  remains  high  and  both  primary  and 
secondary  tissue  localization  are  normal.  This 
constitutes  a normal  response,  and  any  response 
less  than  this  represents  a functional  deficit.  On 
the  basis  of  the  various  ferrokinetic  measure- 
ments, it  is  possible  to  classify  anemia  into  three 
broad  categories: 

A— Proliferative  Defects 

B— Maturation  Defects 

C— Decreased  Survival  of  Circulating  Red  Cells 

While  many  anemias  may  have  some  elements 
of  all  three  abnormalities,  it  is  usually  possible 
to  place  the  dominant  defect  in  one  area  or  an- 
other. 

Proliferative  defects  are  characterized  by  in- 
adequate response  to  anemia.  Plasma  iron  turn- 
over of  less  than  0.6  mg  per  100  ml  of  whole 
blood  per  day  indicates  a subbasal  response; 
a smaller  than  normal  fraction  of  the  iron  leav- 
ing the  plasma  each  day  is  concerned  with  ery- 
thropoiesis.  Ervthropoiesis  may  be  virtually  ab- 


sent when  plasma  iron  turnover  is  in  the  range 
of  0.2  to  0.3  mg  per  100  ml  of  whole  blood  per 
day.  It  is  important  to  examine  red  cell  utiliza- 
tion and  initial  liver  uptake  in  such  instances 
because  plasma  iron  may  be  directed  to  liver 
parenchyma  rather  than  bone  marrow.  Near 
normal  plasma  iron  turnover  may  be  observed 
with  little  or  no  ervthropoiesis.  Plasma  iron  turn- 
over of  up  to  2.0  mg  per  100  ml  of  whole  blood 
per  day  may  indicate  suboptimal  response  to 
anemia.  Interference  with  normal  proliferative 
response  to  anemia  has  two  main  causes:  de- 
creased erythropoietic  stimulation,  and  marrow 
damage. 

Defective  maturation  is  characterized  by  inef- 
fective ervthropoiesis.  Plasma  iron  turnover  may 
be  increased  from  two  to  eight  times  normal  and 
there  will  be  active  initial  marrow  uptake.  How- 
ever, red  cell  utilization  is  subnormal  because 
the  markedly  defective  red  cells  are  rapidly  re- 
moved from  circulation.  This  is  reflected  by  sec- 
ondary localization  in  the  liver,  spleen,  and  bone 
marrow,  (Fig.  3).  In  general,  maturation  defects 
fall  into  two  categories:  nuclear,  and  cytoplas- 
mic. The  former  give  rise  to  macrocytic  eryth- 
rocytes and  the  latter  to  microcytic  erythrocytes. 

Decreased  survival.  In  the  final  category,  that 
of  hemolytic  anemia  or  blood  loss,  there  is  an 
optimal  bone  marrow  response.  Plasma  iron 
turnover  will  be  from  2 to  4 mg  per  100  ml  of 
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whole  blood  per  day  and  initial  utilization  will 
be  normal.  However,  if  there  is  considerable 
early  red  cell  destruction,  there  may  be  a fall  in 
circulating  red  cell  activity  after  the  fifth  day 
and  secondary  uptake  by  that  portion  of  the 
reticuloendothelial  system  primarily  concerned 
with  red  cell  destruction. 

Obviously,  it  is  not  necessary  to  use  these 
sophisticated  techniques  to  reach  adequate  con- 
clusions in  most  patients  with  anemia.  However, 
ferrokinetics  are  the  “gold  standard”  for  erythro- 
poiesis  and  through  them  modem  concepts  of 
marrow  function  and  malfunction  have  evolved. 
In  the  difficult  case  of  anemia,  these  techniques 
may  be  of  use  in  characterizing  the  disorder. 
It  is  particularly  important  in  the  diagnosis  of 
anemia  not  to  limit  oneself  to  one  particular 
parameter  because  morphologic  characteristics, 
physiologic  evaluation  of  erythropoiesis,  and 
specific  etiology  are  all  essential  to  the  complete 


diagnosis.  None  of  these  parameters  can  be  ig- 
nored, for  multiple  etiologies  occur  frequently 
in  anemia  and  without  this  multi-faceted  ap- 
proach, they  will  not  be  appreciated.  ■ 

U of  W School  of  Medicine  (98105)  (Dr.  Funk) 
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abstracto 


Conceptos  modernos  sobre  funcion  de  la 
medula  osea,  eritropoeysis,  y transporte  plas- 
matico  del  hierro  han  sido  desarrollados  por  el 
uso  del  hierro  radioactivo.  No  es  precisousar  estas 
tecnicas  elegantes  en  los  casos  comunes  y cor- 
rientes  de  anemia  pero  son  valiosas  en  los  casos 
dificiles  o en  aquellos  de  etiolgia  multiple.  El 
hierro  radioactivo  ligado  a la  transferrina  se 


inyecta  intravenosamente  y su  tiernpo  medio  de 
desparicion  es  determinado.  El  transporte  normal 
de  hierro  por  el  plasma  es  de  0.6  mg  por  100  ml 
de  sangre  por  dia.  Las  cuentas  tomadas  en 
varies  areas  del  cuerpo  y la  determinacion  del 
hierro  radioactivo  en  las  celulas  rojas  nuevas 
proporcionan  mucha  informacion  acerca  del 
metabolismo  del  hierro. 


Total  Borrowing  Exceeds  $ 17,000,000 

From  the  beginning  of  the  AMA-ERF  Loan  Program  in  March,  1962  through 
June  30,  1964,  a total  of  15,289  loans  had  been  made,  with  a combined  principal  value 
of  $17,309,350.  These  loans  were  received  by  10,398  individuals,  1,917  of  whom 
were  new  borrowers  in  1964.  The  total  value  of  these  loans,  including  principal  and 
estimated  interest,  was  $21,509,831.  With  each  $1.00  in  the  Loan  Guarantee  Fund 
securing  $12.50  worth  of  loans,  $1,720,786,  or  78  per  cent  of  the  $2,224,383  in  the 
Guarantee  Fund,  had  been  committed. 

By  June  30,  there  were  488  borrowers  who  had  completed  their  medical  training 
and  were  repaying  their  loans.  An  additional  139  had  paid  their  loans  in  full.  Loans 
have  been  made  to  176  individuals  training  in  Oregon  with  total  principal  of  $197,400. 
In  Washington  there  have  been  72  loans,  total  principal  $80,800. 

Eight  borrowers  had  defaulted  on  their  loans  through  June  30,  four  of  them 
through  death.  The  defaulted  loans  were  purchased  by  AMA-ERF  from  the  bank,  with 
$11,230  from  the  Loan  Guarantee  Fund.  After  the  loans  were  purchased,  borrowers 
and  their  estates  made  repayments  to  AMA-ERF  totaling  $1,546  through  June  30, 
leaving  a net  loss  of  $9,684  at  that  date. 

( 
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Radioactive  Fat  Absorption  Tests 

EDWIN  L.  BIERMAN,  M.D.  Seattle,  Washington 


Radioactive  fat  absorption  tests  using  H3i  triolein  have  been  hampered  in 
the  past  by  the  lack  of  availability  of  pure  tracer  material.  The  use  of  purified 
radioactive  triolein  should  increase  the  reliability  of  this  diagnostic  procedure 
and  make  it  a more  useful  test  for  steatorrhea. 

Iodine 131  oleic  acid  is  not  a representative  tag  for  the  digestion  mixture 
normally  presented  to  the  intestinal  mucosal  cell  and  hence  is  not  a simple 
measure  of  the  intracellular  phase  of  fat  absorption.  Further  work  is  needed  to 
elaborate  diagnostic  procedures  designed  to  test  the  individual  processes  in- 
volved in  normal  fat  absorption. 


For  the  past  15  years  H3i  labelled  lipids  have 
been  widely  used  as  tracers  to  test  the  integrity 
of  various  phases  of  fat  absorption.  However, 
only  recently,  with  the  advent  of  newer  tech- 
niques in  lipid  analysis  and  a more  complete 
understanding  of  the  physiology  of  fat  absorp- 
tion, has  a fuller  appreciation  of  their  worth  been 
realized. 

To  understand  the  basis  for  the  utility  of 
these  diagnostic  procedures,  it  is  necessary  to 
know  how  fat  is  absorbed  after  ingestion.  The 
entire  process  of  fat  absorption  can  be  divided 
roughly  into  two  phases:  intraluminar  and  intra- 
cellular. In  the  intraluminar  phase,  digestion 
results  in  the  breakdown  of  water-insoluble, 
dietary  fat  (mainly  triglyceride),  primarily  due 
to  the  action  of  the  enzyme  pancreatic  lipase.  A 
typical  triglyceride  is  represented  by  triolein— 
3 molecules  of  fatty  acid  (oleic  acid)  hooked 
onto  glycerol  (Fig.  1).  Lipase  action  results  in 
the  stepwise  splitting  off  of  the  fatty  acid 
moieties;  however,  breakdown  is  incomplete. 
About  40  per  cent  of  ingested  fat  ends  up  as 
fatty  acid,  40  per  cent  as  monoglyceride,  and  the 
remainder  as  diglyceride  and  intact  triglyceride. 
This  results  in  an  equilibrium  mixture  in  the  gut 
between  an  oil  phase  containing  the  fat  soluble 
tri-  and  diglyceride,  and  a water  phase,  con- 
taining the  water  soluble  digestion  products— 
monoglyceride  and  fatty  acids.  The  latter,  in 
association  with  bile  salts,  form  tiny  micromo- 
lecular  units  called  micelles. 

In  the  intracellular  phase,  these  bile  salt  mi- 
celles, containing  fatty  acid  and  monoglyceride, 


Dr.  Bierman  is  Associate  Professor  of  Medicine,  Uni 
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Fig.  1.  Fat  digestion.  Sequential  breakdown  of  trigly- 
ceride by  pancreatic  lipase.  TG-triglyceride,  DG-diglyce- 
ride,  MG-monoglyceride,  FA-fatty  acid. 

pass  into  the  cell  where  they  are  reprocessed, 
repackaged,  and  finally  the  absorbed  fat,  again 
in  the  form  of  triglyceride,  enters  lymph.  Thus, 
not  all  triglyceride  that  is  ingested  is  completely 
broken  down,  and  not  all  fat  that  is  absorbed  is 
in  the  form  of  fatty  acid.  Regardless  of  the 
mechanism,  the  end  result  of  a fault  anywhere 
in  the  absorptive  process  is  steatorrhea. 

Theoretically  a radioactive  triglyceride  such  as 
triolein,  should  be  a good  tag  with  which  to  test 
the  integrity  of  the  entire  process— both  diges- 
tion and  absorption— while  a labelled  fatty'  acid, 
such  as  oleic  acid  would  test  only  the  intracel- 
lular phase.  The  tracer  can  be  given  by  mouth 
and  measurements  can  be  made  either  of  the 
amount  of  radioactivity  appearing  in  stool  or  in 
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Fig.  2.  Autoradiograph  of  thin-layer  chromatogram  of  a 
commercial  (A)  and  a purifed  (B)  radioiodinated  triolein. 
(Reprinted  by  permission  from  J Lab  Clin  Med  61:620-628. 
April,  1963,  Tuna,  Mangold,  and  Mosser,  "Re-evaluation  of 
the  1-131  triolein  absorption  test.”) 


Table  1 

Abnormal  I131  Triolein  Tests 

A. — Pancreatic  disease 

1. — Chronic  pancreatitis 

2. — Ca  of  pancreas 

3. — Fibrocystic  disease 

4. — Pancreatectomy 

B. — Biliary  obstruction  (Stone,  Ca) 

C. — Intestinal  disease  (prim,  malabsorption) 

1. — Celiac-sprue 

2. — Regional  enteritis 

3. — Lymphoma 

4. — Post-resection 

5. — Whipple’s  disease 

D. — Altered  fat  transport 

I .—Hyperlipemias 

2. — Coronary  artery  disease 

3. — Diabetes 

blood.  Since  the  amount  in  blood  at  any  given 
time  depends  on  both  absorption  and  plasma 
clearance,  the  more  precise  measurement  of  ab- 
sorption would  be  derived  from  fecal  radioac- 
tivity. The  I’3i  triolein  test  could  detect  all 


abnormalities  that  lead  to  steatorrhea  (Table 
1,  A,  B,  C)  but  would  not  distinguish  among 
them. 

However,  much  of  the  clinical  experience 
accumulated  during  the  past  15  years  has  been 
difficult  to  interpret,  since  chemical  and  radio- 
active purity  of  commercial  preparations  have 
heretofore  never  been  precisely  controlled.  Tuna 
et  al  demonstrated  by  thin  layer  chromatography 
that  only  30  to  60  per  cent  of  the  radioactivity 
in  these  preparations  was  actually  in  triglycer- 
ide, (Fig.  2).  Since  many  of  the  non-triglyceride 
contaminants  were  highly  radioactive  and  easily 
absorbed,  numerous  discrepancies,  such  as  nor- 
mal Ii3i  triolein  test  results  in  the  presence  of 
steatorrhea,  were  observed.  Recent  work  has 
indicated  that  these  patients  in  fact  have  im- 
paired absorption  demonstrable  with  purified 
Ii3i  triolein,  (Fig.  3).  The  further  use  of  pure 
material  should  increase  the  reliability  of  this 
diagnostic  procedure. 
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Fig.  3.  Iodinenn  triolein  absorption  with  commercial 
and  purified  Iisi  triolein  in  four  patients  with  steatorrhea. 
(Reprinted  by  permission  from  J Lab  Clin  Med  61:620- 
628,  April,  1963,  Tuna,  Mangold,  and  Mosser,  "Re-evalua- 
tion of  the  1-131  triolein  absorption  test.”) 


The  use  of  I'3i  oleic  acid  as  a test  for  disorders 
involving  the  intracelluar  phase  of  fat  absorption 
(Table  1,  C)  is  based  on  the  assumptions  that 
lipase  action  results  in  the  complete  breakdown 
of  triglyceride  to  fatty  acid  and  that  all  absorbed 
fat  is  in  the  form  of  fatty  acid.  The  combined  use 
of  Ii3i  triolein  and  Ii3i  oleic  acid  then  should 
provide  a clue  to  the  cause  of  steatorrhea,  (Table 
2).  However,  as  indicated,  our  recent  under  - 


Table  2 

Disease  Influence  on  Absorption 

1 1 31  Triolein  1131  Oleic  Acid 
Pancreatic  insufficiency  Decreased  Normal 

Biliary  obstruction  Decreased  Normal 

Prim,  malabsorption  Decreased  Decreased 

Pancreatic  insufficiency 
+ Pancreatic  extract  Normal 

standing  of  the  physiology  of  absorption  indi- 
cates that  fatty  acids  are  dissolved  in  bile  salt 
micelles  and  that  both  monoglyceride  and  bile 
salts  are  probably  necessary  for  fatty  acid  ab- 
sorption. Thus,  oleic  acid  absorption  may  not  be 
normal  in  pancreatic  or  biliary  disease.  Chey 
et  al  have  conclusively  demonstrated  that  this  is 
the  case,  since  a third  of  their  patients  with  pan- 
creatic disease  had  abnormal  I'3i  oleic  acid 
tests.-  Perhaps  an  improvement  in  the  diagnostic 
utility  of  this  test  would  result  from  an  attempt 
to  mimic  the  absorption  mixture  presented  to 
the  intestinal  cell  by  inclusion  of  some  combina- 
tion of  bile  salts  and  monoglycerides.  ■ 

U.  of  W.  School  of  Medicine  (98105) 
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absfracto 


Pruebas  radioactivas  de  absorcion  de  Upidos 
usando  triolema  con  /131  ban  sufrido  debido  a la 
escasez  del  material  radioactivo  en  estado  de 
pureza.  El  uso  de  triolema  radioactiva  purificada 
aumenta  la  confianza  en  este  metodo  diagnostico 
y lo  hace  una  prueba  mefor  en  la  esteatorrea. 

Acido  oleico  con  fi3i  no  es  el  tipo  de  substan- 


tia que  normalmente  se  le  presenta  a la  celula 
de  la  mucosa  intestinal  y consecuentemente  no 
es  medida  correct  a y espectfica  de  la  fuse  de 
absorcion  intracelular.  Mas  investigation  se  re- 
quiere  para  formular  pruebas  diagnosticas  desig- 
nadas  a medir  los  procesos  individuales  en  la 
absorcion  de  Upidos. 
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Blood  Volume  Measurements  eind  Cell  Survival 

Determinations 

ROBERT  HILLMAN,  M.D.  New  York,  New  York 


Red  cell  volume  is  most  readily  measured  by  using  cells  tagged  with  Cr5i 
and  plasma  volume  is  determined  through  use  of  radioiodinated  human  serum 
albumin  (RISA).  Blood  volume  determinations  employ  the  principle  of  dilution. 
Timing  of  venous  samples  after  injection  of  tagged  material  is  extremely  im- 
portant. Total  blood  volume  may  be  estimated  from  either  red  cell  volume 
or  from  plasma  volume.  In  red  cell  survival  studies  it  is  necessary  to  rule  out 
blood  loss  and  in  hemolytic  processes,  the  rate  of  destruction  must  be  constant. 
In  some  cases,  shortened  life  span  of  red  cells  may  be  indicated  by  rapid 
accumulation  of  label  material  in  liver  or  spleen.  Effectiveness  of  splenectomy 
is  sometimes  forecast  in  these  studies. 


Technique  of  employing  Cr5i  labelled  red  blood 
cells  to  measure  blood  volume  was  one  of  the 
earlier  applications  of  isotopes  in  clinical  medi- 
cine. The  method  afforded  an  ease  and  accuracy 
which  stimulated  investigators  to  accumulate 
numerous  data  in  normal  and  diseased  man. 
Their  initial  approach  to  these  data  was  to 
devise  systems  of  volume  prediction  by  correlat- 
ing the  actual  volume  measurements  to  various 
physical  parameters,  specifically  height  and 
weight.  It  was  hoped  that  from  these  tables 
an  accurate  estimate  of  blood  volume  could  be 
obtained  in  any  patient  merely  by  knowing 
routine  physical  measurements.  The  systems  fall 
far  short  of  their  purpose,  however,  for  blood 
volume  can  be  predicted  only  approximately 
from  such  measurements. 

This  is  best  illustrated  from  a study  of  63 
normal  subjects  by  Hicks  et  al,  summarized  in 
table  1.  They  measured  the  blood  volumes  direct- 
ly and  then  compared  these  values  to  values 
predicted  from  the  subject’s  physical  character- 
istics. Mean  measured  blood  volume  for  the 
group  was  5040  ml  and  the  standard  deviation 
was  784  ml.  Reduction  in  the  degree  of  error 
with  each  method  of  prediction  can  be  seen 
by  the  decrease  in  standard  deviation.  Small- 
ness of  improvement  over  the  value  for  the  ran- 
domly selected  group  is  notable.  Even  the  best 
prediction,  when  the  combined  height-weight 
table  with  an  additional  obesity  correction  was 
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employed,  was  only  twice  as  good  as  merely  say- 
ing that  all  subjects  have  a blood  volume  of  five 
liters.  This  is  extremely  crude  when  compared  to 
the  high  degree  of  accuracy  of  the  individual 
isotopic  blood  volume. 

Although  extremely  accurate  estimates  of 
blood  volume  are  more  often  needed  in  clinical 
research  than  in  actual  medical  practice,  there 
are  situations  when  the  knowledge  can  be  of 
value.  Accurate  measure  of  the  red  cell  volume 
can  be  a cornerstone  in  the  differential  diagno- 
sis between  polycythemia  vera  and  stress  poly- 
cythemia, where  the  former  has  a true  red  cell 
mass  increase  and  the  latter  shows  a high  venous 
hematocrit  due  to  plasma  volume  decrease  with 
normal  red  cell  volume.  In  complicated  and 
atypical  instances  of  clinical  shock  from  either 
large  blood  losses  or  fluid  shifts,  the  ability  to 
measure  blood  volumes  accurately  may  be  in- 
valuable for  both  diagnosis  and  management. 
Also,  with  the  use  of  the  extracorporeal  heart 
and  lung  pump  in  cardiac  surgery,  the  perform- 
ance of  serial  blood  volumes  in  postoperative 
management  has  become  routine.  Additional  side 
benefits  from  the  employment  of  Cr5i  labelled 
red  cells  include  their  use  as  a detection  particles 
for  estimating  the  site  and  amount  of  blood 
loss.  The  method  is  helpful  in  cases  of  confusing 
blood  loss  anemia  due  to  gastrointestinal  disease 
or  excessive  menstrual  flow.  Finally,  blood  vol- 
ume measurements  are  extremely  important  in 
clinical  research.  In  order  to  relate  quantitative 
blood  chemistries  to  blood  volume  or  to  study 
the  kinetics  of  blood  clearance  curves,  an  actual 
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Table  1* 


Predictability  of 

63  Normal  Males  — TBV  = 5040  ml 

By  weight 
By  height 

By  both  height  and  weight 
With  obesity  adjustment 
‘Data  from  Hicks  et  al,  Clin  Sci  15,  557,  1956. 

measurement  of  the  blood  volume  must  be  made; 
an  approximation  from  one  of  the  height  or 
weight  tables  is  inadequate. 

A number  of  isotopes  can  be  used  to  measure 
blood  volume.  Although  Cr5i  and  P32  are  com- 
monly mentioned  for  use  in  labelling  the  red 
blood  cell,  Crsi  is  by  far  preferable.  It  is  easily 
and  efficiently  tagged  to  the  red  cell,  does  not 
elute  significantly  during  the  short  period  of 
study  and,  compared  to  P32,  is  far  easier  to  count. 
Red  cells  properly  labelled  with  Cr5i  do  not 
appear  to  be  damaged  by  the  minute  amounts 
of  chromium  used,  and  they  circulate  normally 
with  a uniform  distribution  in  the  red  cell  mass. 
The  Crsi  method,  when  checked  against  the  old- 
er Ashby  method,  has  been  shown  to  yield 
identical  results. 

Actually  the  Cr5i  tagged  red  cell  cannot 
directly  measure  the  total  blood  volume,  per 
se.  Blood  is  a two  phase  system,  particulate  red 
and  white  blood  cells,  and  plasma,  each  of 
which  must  be  measured  separately  so  that  the 
sum  of  the  two  will  represent  the  total  blood 
volume.  The  white  blood  cells  and  platelets 
make  up  a minute  portion  of  the  total  volume 
and  are  therefore  disregarded.  Available  for 
plasma  volume  measurement  are  several  equal- 
ly accurate  isotopic  and  nonisotopic  tage.  Of  the 
isotopes,  both  Fe59  tagged  to  transferrin  and 
Ii3i  tagged  to  human  serum  albumin,  also  known 
as  RISA  (radioiodinated  human  serum  albumin), 
have  been  used  with  the  latter  being  by  far  the 
more  popular.  Of  the  nonisotopes,  the  albumin 
binding  dye  T 1824,  or  Evan’s  blue  dye,  offers  a 
comparable  detection  particle.  RISA  plasma 
volumes  can  he  done  with  very  small  amounts 
of  radioactivity,  5-10  /Lie  per  volume,  permitting 
serial  plasma  volumes  in  a single  patient.  Be- 
cause it  can  also  be  purchased  in  small  amounts 
it  has  become  the  most  commonly  used  particle. 
Iron59,  because  of  its  utilization  in  red  cell 
production,  and  the  dye  because  of  its 
tendency  to  stain  the  skin  when  multiple 
injections  are  given,  do  not  lend  themselves  as 


Blood  Volume 

Standard  Deviation 
784  ml 

(70%  of  subjects -TBV  5824  - 4256  ml) 
649 
535 
483 
383 


readily  to  repeated  determinations.  Thus  Cr5i 
for  red  cell  volume  and  RISA  for  plasma  volume 
are  the  preferable  isotopes  in  routine  work. 

Basically  a blood  volume  determination  em- 
ploys the  principle  of  isotope  dilution.  A small 
amount  of  highly  concentrated  isotope  tagged 
to  a normal  blood  component  is  introduced  into 
the  bloodstream.  After  mixing  is  complete,  the 
determination  of  the  new  concentration  when 
compared  to  the  total  number  of  counts  injected 
permits  calculation  of  the  volume  in  which  it  is 
diluted.  If  blood  were  a homogenous  liquid  held 
in  a leakproof  container  this  dilution  technique 
would  be  as  simple  and  accurate  as  described. 
However,  the  very  nature  of  blood  and  the  com- 
plex intravascular  compartment  require  careful 
selection  of  the  detection  particle  so  that  it  meets 
certain  assumptions  essential  for  a true  blood 
volume  measurement.  First,  mixing  of  the  parti- 
cle in  the  intravascular  space  must  be  complete- 
ly uniform.  Second,  there  must  be  no  unmeasur- 
ed loss  from  the  intravascular  space,  for  example 
by  removal  by  the  reticuloendothelial  system, 
immediate  leakage  into  the  extravascular  space 
or  rapid  loss  in  the  urine.  Finally,  the  particle 
must  have  access  only  to  the  normal  intravascu- 
lar blood  volume  space,  nothing  more  or  less. 
Only  if  these  assumptions  are  met  can  the 
volume  dilution  technique  be  a sound  one  for 
blood  volume  determinations. 

Cr51  BLOOD  VOLUME 

Venous  Blood  Sample  + i5-20ucs  Cr51 
8 mis  in  ACD  Solution 

J, 

5 mis. 

Hot 

Count 

> ' J?' 

Background  Standard  Sample- 
Fig.  1. 

The  technical  aspects  of  the  isotopic  blood 
volume  are  relatively  simple.  Figure  1 is  a dia- 
gram of  the  CrSi  method  and  figure  2 shows 
the  similar  RISA  method  for  plasma  volume. 


Incubate  for 

30  mins  at  22  degrees 


Centrifuge  a wash  XI 

i 

..Aliquot  for  Std 

I 

Inject  E 


Single  Sample 
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RISA  BLOOD  VOLUME 


Venous  Blood  Somple 


1 131  Albumin  - 5-10  ucs 

/ I 

/ Inject  I.  V. 


Hemotocrit 


I.  Background 


COUNT/ 

/ 

te- 

2.  Standard 


/ Draw  1-4  Venous  Samples 
(after  10  minutes) 


3 Samples 


Fig.  2. 


CrSI  red  cell  volume 

A portion  of  a venous  sample  from  the  subject 
to  be  measured  is  anticoagulated  with  acid  cit- 
rate dextrose  solution  and  is  then  mixed  with 
15  to  20  fie  of  Cr5i.  After  30  minutes  incubation 
at  room  temperature  more  than  95  per  cent  of 
the  added  chromium  will  be  bound  to  the  red 
cell  hemoglobin.  The  excess  chromium  can  then 
be  removed  by  centrifuging  the  blood,  removing 
the  plasma  and  washing  once  in  sterile  saline. 
The  cells  are  subsequently  resuspended  in  saline 
and,  after  an  aliquot  is  obtained  for  a standard, 
are  injected  intravenously.  Ten  minutes  are  al- 
lowed for  mixing  and  a single  sample  is  ob- 
tained. The  initial  background  sample,  a sample 
from  the  standard,  and  the  postinjection  sample 
are  then  each  counted  in  a gamma  well  counter. 
From  these  counts  and  the  hematocrit  the  red 
cell  volume  is  calculated: 


___  w . Counts  Cr5i  Injected  X Hct  % 

RBC  Volume  = — 

Cr5i  counts/ml  venous  sample 


M 31  albumin  plasma  volume 

The  RISA  plasma  volume  procedure  is  essen- 
tially the  same  as  for  the  CrSi  red  cell  volume.  An 
initial  venous  sample  is  obtained  for  background 
and  hematocrit  and  a known  amount  of  I’3i  al- 
bumin, 5 to  10  fic  of  I’ 31  activity,  is  injected  in- 
travenously. Again  a known  aliquot  of  the  I'3i 
albumin,  measured  either  by  weighing  the  sy- 
ringe before  and  after  injection  or  by  a syringe 
standardized  for  volume,  must  be  obtained  for 
a standard  dilution.  Beginning  ten  minutes  after 
the  intravenous  injection,  one  to  four  timed 
samples  tire  drawn  by  venapuneture.  These, 
the  background  sample  and  the  standard  are 
counted  in  a gamma  well  counter.  The  calcu- 
lation is  as  follows: 


Plasma  Volume 


Counts  n 31  injected  X 100-Hct  % 
1 131  counts/ml  venous  sample 


Unlike  CrSi  tagged  red  cells,  RISA  is  not  con- 
fined to  the  intravascular  space  after  injection. 
Albumin  is  in  constant  equilibrium  with  the  ex- 
travascular  proteins,  so  that,  as  shown  in  figure 
3,  an  injected  tracer  dose  of  albumin  will  des- 
cribe an  exponential  disappearance  curve  with 
approximately  10  per  cent  of  the  albumin  leav- 
ing the  intravascular  space  in  the  first  hour. 
Therefore,  it  becomes  obvious  that  the  timing  of 
the  venous  sample  or  samples  is  extremely  im- 
portant in  determining  the  I’3i  albumin  plasma 
volume  since  a correction  must  be  made  for  the 
lost  tracer.  This  can  be  handled  in  one  of  two 


Fig.  3.  Disappearance  of  labelled  albumin  from  intra- 
vascular space. 


ways.  Either  a single  sample  can  be  drawn  at 
a set  time  and  this  corrected  for  estimated  loss 
or  three  to  four  samples  can  be  drawn  at 
intervals  over  the  first  thirty  minutes,  the  dis- 
appearance plotted  and  extrapolated  to  zero 
time.  The  former  method  is  usually  sufficient 
for  clinical  work  when  the  subject  is  normal  and 
accuracy  is  satisfactory  at  ± 5 per  cent.  For 
greater  accuracy  the  multiple  sample  technique 
should  be  used.  These  statements  apply  to  the 
Volemetron  apparatus  since  it  works  on  the 
principle  of  a single  venous  sample  with  an 
assumed  standard  correction  factor.  Although 
its  accuracy  is  acceptable  in  a subject  with  norm- 
al hemodynamics,  any  severe  disturbance  in  the 
albumin  mixing  time  or  diffusion  curve,  as  seen 
with  cardiac  failure  or  shock,  may  greatly  en- 
large the  error  and  make  the  data  unreliable. 

In  clinical  work  and  in  the  majority  of  research 
situations  it  is  possible  to  estimate  accurately 
the  total  blood  volume  from  either  the  plasma  or 
red  cell  volume  by  applying  an  assumed  cor- 
rection factor: 
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Total  Blood  Volume 


RBC  Volume  X 100 
Hct  % X .91 


Total  Blood  Volume  = 


Plasma  Volume  X 100 
100  - Hct  % X .91 


As  shown  in  the  equations,  this  factor,  .91,  is 
used  to  correct  the  venous  hematocrit  because 
it  does  not  represent  the  total  body  hematocrit. 
In  each  portion  of  the  vascular  system  the  hema- 
tocrit varies;  both  the  arterial  and  capillary  beds 
have  a lower  hematocrit  than  either  the  venous 
system  or  spleen,  so  that  any  calculation  must 
be  corrected  to  represent  the  mean  hematocrit 
of  these  compartments.  This  can  be  done  by  us- 
ing .91,  a factor  which  is  surprisingly  constant  in 
normals  and  in  most  disease  states. 

Finally,  interpretation  of  a blood  volume  de- 
termination relies  on  the  figure  selected  as  the 
“normal  value.”  In  view  of  the  wide  variation 
in  normals  and  in  disease  states  which,  as  a part 
of  their  pathologic  process  show  changes  in  body 
mass,  it  is  nearly  impossible  to  define  this  normal 
value.  Instead,  the  blood  volume  must  be  inter- 
preted in  conjunction  with  the  total  clinical  pic- 
ture and  a range  of  normal  values  for  that  situ- 
ation before  it  can  be  judged  normal  or  ab- 
normal. 

red  cell  survival  studies 

As  has  been  mentioned,  the  clinical  uses  of 
CrSi  are  not  limited  to  blood  volume  measure- 
ment. Chromium5i  tagged  red  cells  may  be  used 
as  detection  particles  for  estimating  blood  loss 
and,  in  conditions  of  excessive  red  cell  destruc- 
tion, Cr5i  has  been  employed  to  measure  the 
life  span  of  the  red  cells.  In  addition,  when  de- 
struction is  extremely  rapid  the  site  of  destruc- 
tion, whether  liver  or  spleen,  can  be  determined 
by  taking  advantage  of  the  ability  to  monitor 
Cr5i  activity  with  surface  scanning.  As  discussed 
in  the  paper  on  scanning  techniques,  this  latter 
property  has  been  exploited  to  distinguish  tumor 
masses  or  infarcts  from  functioning  splenic  tis- 
sue by  scanning  the  spleen  after  loading  it  with 
purposely  damaged  chromated  cells. 

Chromiumsi  would  appear  ideal  for  the  deter- 
mination of  a red  cell  life  span.  The  ease  of 
labelling  without  damage  to  the  cell  and  the 


absence  of  any  reutilization  of  the  Cr5i  once  that 
labelled  cell  is  destroyed  are  great  advantages. 
Chromium  also  permits  the  determination  of  the 
survival  of  the  patient’s  own  red  cells  in  himself, 
a capability  which  was  impossible  with  the 
older  Ashby  method.  There  are,  however,  a 
number  of  difficulties  both  with  the  behavior 
of  the  isotope  and  with  the  type  of  hemolytic 
process  under  study  that  must  be  dealt  with 
before  interpretable  data  can  be  obtained. 

In  a life  span  determination,  accelerated  loss 
of  radioactive  tag  does  not  necessarily  reflect 
premature  destruction  of  red  cells.  It  is  neces- 
sary first  to  exclude  losses  by  either  internal  or 
external  hemorrhage  or  by  losses  of  the  label 
from  the  cell  by  elution.  Elution  is  a loss  of 
radioactive  label  from  the  cell  due  to  revers- 
ability  of  binding  that  does  not  result  in  destruc- 
tion of  the  cell.  With  Cr5i  the  amount  of  elution 
each  day  is  constant  in  the  individual  but  will 
vary  among  individuals  from  .5  to  1.5  per  cent  of 
the  label  present.  This  variation  introduces  an 
unpredictable  error  of  significant  magnitude  to 
reduce  accuracy  and  usefulness  of  the  method, 
especially  for  hemolytic  disease  with  only  minor 
degrees  of  increased  destruction.  Probably  the 
destruction  rate  must  be  double  the  normal 
before  a Cr5i  tag  will  accurately  pick  up  and 
then  at  least  four  weeks  of  sampling  are  re- 
quired to  achieve  any  precision.  In  this  regard 
the  DFjP32  ( diiosopropylfluorophosphate ) red 
cell  tag  holds  some  advantage.  Although  it  is  far 
more  difficult  to  handle  and  count,  being  a beta 
emitter,  it  does  not  elute  from  the  red  cell  after 
the  first  three  days  and  therefore  can  be  used 
specifically  for  detecting  the  finer  degrees  of  in- 
creased destruction.  Of  course,  by  the  nature  of 
its  radioactive  emission,  external  monitoring  for 
organ  localization  is  impossible. 

Other  factors  which  must  be  considered  in  any 
life  span  measurement  relate  to  the  nature  of  the 
hemolytic  process  being  studied.  First,  for  a 
valid  demonstration  of  increased  destruction  it 
is  necessary  to  have  a chronic  hemolytic  process 
which  will  remain  stable  over  a two  to  four-week 
period.  If  there  is  a sudden  change  in  the  rate 
of  hemolysis,  the  ages  of  the  cells  being  destroy- 
ed or  the  rate  of  marrow  production  during  the 
measurement,  the  data  may  become  uninterpre- 
table. This  holds  for  the  period  immediately 
before  the  study  also,  for  a shift  in  any  one  of 
these  characteristics  will  result  in  a shift  in  the 
age  distribution  of  the  venous  red  cells  which 
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are  subsequently  labelled.  With  a younger  cell 
population  the  CrSi  survival  will  be  deviated 
toward  normal,  whereas  an  older  cell  popula- 
tion will  appear  as  a more  abnormal  survival 
curve.  Second,  interpretation  becomes  compli- 
cated when  changes  in  red  cell  mass  or  blood 
volume  occur  secondary  to  diagnostic  venous 
sampling,  transfusion  or  production  variations. 
Third,  with  hemolytic  disease  due  to  intrinsic 
cellular  defects  the  binding  and  elution  proper- 
ties of  the  Cr5i  may  be  greatly  altered,  for  ex- 
ample hemoglobin  H binds  chromium  more 
avidly  than  normal  while  fetal  hemoglobin  prob- 
ably does  not  bind  as  well.  And  finally,  with 
intrinsic  defects  the  normally  nontoxic  levels 
of  chrominum  may  shorten  the  life  span  of  the 
already  abnormal  cells. 

If  these  factors  somewhat  limit  the  precision 
and  usefulness  of  the  Cr5i  survival  technique, 
they  do  not  lessen  its  value.  Hemolytic  disorders 
exist  in  which  survival  studies  contribute  sig- 
nificantly to  defining  the  cell  life  span  and  to 
revealing  the  basic  mechanism  of  the  disease, 
whether  an  intrinsic  or  extrinsic  cellular  defect 
is  involved.  By  testing  Cr5i  labelled  normal  cells 
in  the  patient  and  his  cells  in  a normal  subject 
this  etiological  distinction  can  often  be  made. 
Also  the  byproduct  of  survival  studies,  the 
ability  to  show  organ  localization  of  the  Cr5i 


tagged  red  cells  as  they  are  destroyed,  may  be 
of  great  value  in  management  of  hemolytic  ane- 
mias for  it  may  predict  the  effectiveness  of 
splenectomy.  The  technique  is  a simple  one  in- 
volving external  monitoring  over  the  spleen  and 
liver  and  a reference  organ,  such  as  the  heart.  If 
the  rate  of  activity  pickup  over  the  spleen  is  far 
greater  than  that  over  the  liver,  as  for  example 
in  hereditary  spherocytosis,  splenectomy  may  be 
beneficial.  The  reverse  is  true  in  disease  such  as 
autoimmune  hemolytic  anemia.  Here  the  liver 
and  spleen  share  in  destruction  and  removal  of 
one  organ  has  no  effect.  Each  case  must  be  con- 
sidered in  view  of  all  the  clinical  data,  the  Cr5i 
localization  and  previous  experience  with  similar 
cases  of  the  hemolytic  disease  under  study.  In 
this  capacity  the  technique  can  be  of  great 
value.  ■ 

Harkness  Pavilion,  180  Ft.  Washington  Ave.  (10032) 
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abstracto 


El  volumen  de  los  eritrocitos  es  mas  rapida- 
mente  medido  usando  celulas  marcadas  con  Cr5i; 
y el  volumen  plasmatico  se  determina  a traces 
del  uso  de  albiimina  serica  humana  radioiodinada 
(RISA°).  Se  emplea  el  principio  de  la  dilucion 
para  determinar  el  volumen  sanguineo.  La  regu- 
lacion  horaria  de  las  muestras  venosas,  despues 
de  la  inyeccion  del  tnatcrial  marcado  es  de 
capital  inportancia.  El  total  del  volinnen  san- 
guineo  puede  ser  estimado  tanto  por  el  volumen 
de  los  globulos  rojos  co/7io  por  el  volinnen 


plasmatico.  En  los  estudios  de  supervivencia  de 
los  eritrocitos  es  7iecesario  descartar  perclida  de 
sangre;  y en  procesos  hemoliticos,  el  grado  de 
destruccion  debe  de  ser  constante.  En  algunos 
casos,  el  acoriamiento  de  la  vida  de  los  eritro- 
citos, puede  ser  indicada.  Por  la  rapida  acumula- 
cion  del  7naterial  7narcado  en  el  higado  o en  el 
bazo.  En  algunas  ocasiones  la  efectividad  de  la 
esplenectomia  es  de  prever  en  estos  estudios. 

*RISA — Radioiodinated  human  serum  albumin. 
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What  are  the  roots  of  a good  soup,  Doctor? 


g v You  see  five  of  the  roots  of  a 
* *■  good  soup  here:  carrots,  white 
potatoes,  sweet  potatoes,  turnips, 
and  onions.  The  roots  of  a really 
t good  soup,  of  course,  go  much 
deeper.  They  include  knowledge  and  years  of  experience  in 
selecting  and  blending  the  fine  vegetables  and  tender  meat 
or  poultry  that  should  go  into  a good  soup.  They  also  include 
the  extra  care  in  processing  these  ingredients  to  preserve,  as 
much  as  possible,  natural  flavors  and  nutritive  values. 

That’s  how  all  Campbell’s  Soups  are  made.  As  a result, 
they  offer  your  patients  a wide  variety  of  foods  with  a wide 
variety  of  essential  nutrients. 

For  example,  our  Vegetable  Soup  with  its  15  different 
vegetables  is  ideal  to  recommend  to  the  mother  of  a child 
who  is  a finicky  eater.  The  child  delights  in  spooning  up  the 


alphabets” . . . while  he  puts  away  about  2500  I.U.  of  Vita- 
min A in  an  average  7 oz.  serving. 

Or,  to  help  stimulate  the  appetite  of  your  elderly  patients, 
you  can  recommend  our  delicious  Cream  of  Potato  Soup.  It’s 
wholesome  and  satisfying,  yet  has  only  about  59  calories 
per  7 oz.  serving. 

You’ll  find  of  course,  that  there’s  a Campbell’s  Soup  suit- 
able for  almost  every  one  of  your  special-diet-patients  — high 
protein,  low  residue,  high  or  low  calorie.  To  help  you  in  plan- 
ning such  diets,  we  have  prepared  a series  of 
nutritive  analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  23,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and  enjoy  them  yourself.  There’s  a soup  SOUP 
for  almost  every  patient  and  diet,  for  every  meal. 
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SUMMARY  OF  PROCEEDINGS  OF  HOUSE  OF  DELEGATES 

of  the 

Oregon  Medical  Association 
Eugene,  Oregon  October  13-17,  1964 

The  following  summary  covers  only  a few  of  the  many  important  subjects 
dealt  with  by  the  House  of  Delegates  ancl  is  not  intended  as  a detailed  or 
complete  report  on  all  actions  taken. 

Ernest  T.  Livingstone,  M.D. 
Secretary-Treasurer  ( 1963-1964 ) 


The  study  of  the  Clinical  Laboratory  Situation  in 
Oregon,  Charitable  Medical  Care,  Prepaid  Medicine, 
Pharmacy  and  Drugs  and  Mental  Health  were 
among  the  major  subjects  acted  upon  by  the  House 
of  Delegates  at  the  90th  Annual  Session  of  the  Ore- 
gon Medical  Association  in  Eugene  October  13-17. 
In  its  regular  business  sessions,  the  House  of  Dele- 
gates deliberated  upon  a total  of  thirty-three  stand- 
ing and  special  committee  reports  and  a record 
number  of  nineteen  resolutions. 

Officers  Elected 

A Salem  surgeon,  James  H.  Seacat,  was  installed 
as  Association  president  and  Ernest  T.  Livingstone, 
Portland  internist,  was  elected  president-elect.  Re- 
elected for  another  two-year  term  as  delegate  to  the 
AVIA  was  Blair  J.  Henningsgaard,  Astoria.  Alternate 
delegate  incumbent  Herman  A.  Dickel,  Portland, 
withdrew  his  name  as  a nominee  and  asked  that 
Daniel  K.  Billmeyer,  Oregon  City,  immediate  past- 
president  of  OMA  be  nominated  for  the  post  to  fill 


both  the  term  expiring  December  31,  1964  and  the 
full  term  expiring  December  31,  1966.  Dr.  Billmeyer 
was  unanimously  elected  as  were  the  other  officers 
of  the  Association. 

Other  newly  elected  officers  included  vice-presi- 
dent, William  C.  Scott,  Portland;  secretary-treasurer, 
Robert  T.  Boals,  Salem;  and  speaker  of  the  house, 
Glenn  M.  Gordon,  Eugene.  R.  Wayne  Espersen, 
Klamath  Falls,  was  elected  a member  of  the  Com- 
mittee on  Publications  for  a three-year  term  ending 
with  the  1967  annual  meeting.  Dr.  Espersen  will 
serve  on  the  Board  of  Trustees  of  Northwest  Medi- 
cine with  Jon  V.  Straumfjord,  Astoria,  and  Franklin 
J.  Underwood,  Portland,  as  Oregon’s  representatives. 

A highlight  of  the  opening  session  of  the  House 
of  Delegates  was  an  address  by  Raymond  M.  Mc- 
Keown,  Coos  Bay,  Trustee  of  the  American  Medical 
Association  and  President  of  the  American  Medical 
Association  Education  and  Research  Foundation. 
In  his  address,  Dr,  McKeown  reported  on  the  suc- 
cess of  the  Student  Loan  Program  and  the  work 
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being  done  and  contemplated  by  the  Foundation 
through  the  Institute  for  Biomedical  Research  es- 
tablished in  June,  1963,  and  which  began  operation 
this  year.  Dr.  McKeown  stated  that  the  Institute  will 
engage  in  basic  research  centered  on  the  discovery 
and  understanding  of  molecular  events  within  the  liv- 
ing cell. 

Two  New  Medical  Societies  Added 

Hi-Desert  Medical  Association  (Harney  County), 
which  had  been  granted  its  charter  by  the  Board  of 
Trustees  on  June  4,  1964,  received  its  charter  form- 
ally at  the  annual  banquet  held  October  15.  Clif- 
ford S.  Weare,  Burns,  served  as  the  new  component 
society’s  first  delegate.  On  Friday,  October  16,  1964, 
Grant  County  Medical  Society  was  granted  its 
charter  as  a component  society  of  the  Oregon  Medi- 
cal Association  with  all  rights  and  privileges. 

Clinical  Laboratory  Situation  Studied 

The  comprehensive  report  of  the  Special  Com- 
mittee for  the  Study  of  the  Clinical  Laboratory 
Situation  in  Oregon  contained  seven  recommenda- 
tions which  the  Reference  Committee  recommended 
be  amended  by  slight  modification  and  adopted. 
The  recommendations  of  the  Special  Committee  as 
amended  by  the  Reference  Committee  are  as  fol- 
lows: 

Recommendation  1 

a. — That  the  Oregon  Medical  Association  re- 
affirm its  statement  adopted  by  the  Board  of 
Trustees  at  its  meeting  on  January  6,  1962: 
“That  it  be  declared  to  be  the  policy  of  the  Ore- 
gon Medical  Association  that  the  analysis  of  a 
specimen  from  a human  being  for  the  purpose 
of  making  a diagnosis  and  of  treating  a human 
being  is  the  practice  of  medicine.” 

b. — That  a medical  laboratory  be  defined  as 
“One  operating  for  the  purpose  of  analyzing 
secretions,  body  fluids,  excretions  or  tissues 
of  the  human  body  and  for  the  direct  measure- 
ment of  a human  body  or  parts  thereof  for  the 
purpose  of  rendering  a report  for  the  diagnosis 
and  treatment  of  a human  being.  Such  a labora- 
tory should  be  under  the  direct  supervision  and 
control  of  a physician  licensed  by  the  Oregon 
State  Board  of  Medical  Examiners.” 

c. — A medical  laboratory  should  be  under  the 
direction  of  a physician  licensed  by  the  Oregon 
State  Board  of  Medical  Examiners  with  the 
broadest  possible  training  in  clinical  pathology 
and  in  clinical  experience  in  the  application  of 
medical  laboratory  procedures. 

Recommendation  2 

That  the  Oregon  Medical  Association  request 
the  Oregon  State  Board  of  Medical  Examiners 
to  investigate  the  activities  of  lay-owned  labora- 
tories in  this  state  and  to  test  in  the  courts  the 
extent  of  the  statutory  privileges  of  such  labora- 
tories. 

Recommendation  3 

That  the  Oregon  State  Board  of  Medical  Ex- 
aminers be  requested  to  broaden  the  scope  of 


its  activities  to  include  the  quality  control  of 
laboratory  medicine  and  that  the  Board  in 
carrying  out  this  function  utilize  the  appropriate 
medical  advisory  personnel  and  all  necessary 
investigative  procedures. 

Recommendation  4 

a. — That  the  Oregon  Medical  Association  dis- 
seminate to  all  its  members  information  regard- 
ing the  ethical  principles  involved  in  the  utili- 
zation of  medical  laboratory  services  as  enun- 
ciated by  the  Judicial  Council  of  the  American 
Medical  Associaion. 

b.  — It  is  recommended  that  all  laboratory 
work  be  billed  directly  to  the  patient  by  the 
laboratory  doing  the  tests. 

Recommendation  5 

That  the  Oregon  Medical  Association  reaf- 
firm the  policy  adopted  by  its  Board  of  Trus- 
tees on  January  7,  1961  relating  to  the  use  of 
laboratory  services  by  physicians  which  reads  in 
part  as  follows: 

“WHEREAS,  the  College  of  American  Patholo- 
gists in  its  Code  of  Ethics  does  not  permit  competi- 
tion for  laboratory  services  on  the  basis  of  fees,  nor 
division  of  fees  either  directly  or  by  any  subter- 
fuge with  a physician;  and, 

“WHEREAS,  operation  of  any  laboratory  in  this 
state  which  charges  the  physician  a flat  periodical 
fee  for  all  laboratory  services,  appears  to  constitute 
competition  on  the  basis  of  fees,  and  appears  to  lend 
itself  to  fee  splitting  on  the  part  of  the  referring 
physician;  now,  therefore  be  it 

^RESOLVED,  that  the  House  of  Delegates  of  the 
Oregon  Medical  Association  deplores  the  actions  of 
the  physicians  who  refer  their  laboratory  services 
to  any  such  laboratory  as  detrimental  to  the  patient 
and  the  private  practice  of  medicine;  and,  be  it 
further 

“RESOLVED,  that  it  is  undignified,  unprofes- 
sional, and  unethical  for  a physician  to  exploit  his 
patients,  and  further,  that  selling  the  services  or  a 
commodity  furnished  by  another  at  a profit  more 
than  adequate  to  compensate  for  overhead  and  other 
legitimate  expense  is  exploitation.” 

Recommendation  6 

That  the  Oregon  Medical  Association  estab- 
lish a standing  committee  to  study  continually 
the  clinical  laboratory  situation  in  this  State  and 
to  consider  special  circumstances  relating  to 
the  operation  of  such  laboratories  as  they  may 
arise. 

Recommendation  7 

That  the  Oregon  Medical  Association  en- 
courage the  development  of  formal  and  con- 
tinuing education  programs  in  laboratory  medi- 
cine for  physicians,  and  likewise,  for  medical 
technologists,  certified  laboratory  assistants  and 
supervisory  personnel.  Such  education  programs 
to  be  supervised  and  approved  by  physicians 
and  developed  and  conducted  in  accordance 
with  the  recommendations  of  the  American 
Medical  Association  and  the  American  Society 
of  Clinical  Pathologists. 

The  House  of  Delegates  voted  to  adopt  the  report 
of  the  Special  Committee  for  the  Study  of  the  Clinic- 
al Laboratory  Situation  in  Oregon  and  the  recom- 
mendations contained  therein  as  amended  by  the 
Reference  Committee. 
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The  recommendations  of  the  Committee  on  Char- 
itable Medical  Care  were  adopted  by  the  House 
as  submitted: 

1—  That  the  Oregon  Medical  Association  support 
the  State  Public  Welfare  Commission  in  its  present 
budgetary  requests  for  the  1965-1967  period  includ- 
ing the  “B”  Budget  providing  for  additional  funds 
to  include  payment  for  the  first  annual  visit  of 
public  welfare  recipients  to  a physician. 

2—  That  the  Oregon  Medical  Association  convey 
to  the  State  Public  Welfare  Commission  its  rejec- 
tion of  the  Commission’s  proposal  that  payments 
for  physicians’  services  to  public  assistance  recipients 
and  Medical  Assistance  for  the  Aged  recipients  be 
equated. 

The  Charitable  Medical  Care  Committee  received 
special  commendation  for  their  arduous  work  during 
the  current  Association  year. 

Reports  heard  by  the  Reference  Committee  on 
Reports  of  Officers  and  Committees  and  adopted 
by  the  House  of  Delegates  were: 

A.  Recommendation  of  the  Committee  on  Cancer 

That  the  Oregon  Medical  Association  con- 
tinue its  support  and  close  relationship  with  the 
American  Cancer  Society,  Oregon  Division. 

B.  Recommendations  of  Committee  on  Hospitals 
and  Related  Institutions 

1. — That  the  Association  reaffirm  its  support  of 
the  program  of  the  National  Council  for  the 
Accreditation  of  Nursing  Homes  and  that  each 
component  society  take  specific  action  toward 
encouraging  the  nursing  homes  within  their  re- 
spective areas  of  jurisdiction  to  seek  accredita- 
tion by  that  Council. 

2. — That  each  component  society  take  defi- 
nite action  toward  encouraging  the  eligible  hos- 
pitals within  their  respective  areas  of  juris- 
diction to  seek  accreditation  by  the  Joint  Ac- 
creditation of  Hospitals. 

C.  Recommendations  of  Committee  on  Public 
Relations 

1. — That  Oregon’s  Code  of  Cooperation  for 
Physicians,  Hospitals,  Television,  Radio  and 
Press  be  revised,  updated  and  corrected  to  the 
approval  of  the  cooperating  organizations,  Ore- 
gon Medical  Association,  Oregon  Newspaper 
Publishers  Association,  Oregon  State  Broad- 
casters Association  and  Oregon  Association  of 
Hospitals. 

2. — That  component  medical  societies  serve 
as  hosts  for  local  news  clinics  to  be  programmed 
and  coordinated  by  this  Committee. 

3. — That  component  societies  develop  and 
maintain  close  working  relationships  with  all 
forms  of  news  media. 

4. — That  component  societies  be  constantly 
alert  and  take  full  advantage  of  all  opportuni- 
ties for  the  dissemination  of  accurate  informa- 
tion related  to  health  and  medicine  to  news 
media  and  other  outlets. 

5. — That  component  societies  develop  and 
maintain  liaison  with  other  professions,  busi- 
ness, industry  and  agriculture. 

6. — That  component  societies  develop  and 
maintain  a speakers  bureau  composed  of  mem- 
bers prepared  to  discuss  socio-economic  topics 
as  well  as  health  information  subjects. 


7. — That  component  societies  give  greater 
consideration  to  participating  in  the  Doctor- 
Citizen  of  the  Year  Award  competition. 

8. — That  component  societies  encourage  news 
and  other  editorial  writers  of  newspapers  to 
submit  stories  and  editorials  for  consideration 
by  the  committee  in  making  the  annual  Press 
Award  and  Editorial  Award. 

9. — That  representatives  of  radio  and  tele- 
vision should  also  be  encouraged  to  enter  the 
editorial  award  competition. 

10.— That  component  societies  continue  to  col- 
laborate and  sponsor  the  public  information 
program,  “To  Your  Health”  on  Channel  8 
KGW  TV  Portland,  and  that  this  Committee 
work  directly  with  the  television  station  pro- 
duction staff  to  develop  the  most  outstanding 
series  of  programs. 

D.  Recommendations  of  Committee  on  Ethics 

1. — That  the  Committee  on  Pharmacy  and 
Drugs  sponsor  an  Oregon  Congress  on  Medi- 
cine and  Pharmacy  during  the  1964-1965  As- 
sociation year. 

2. — That  each  component  society  establish  a 
Committee  on  Ethics  which  shall  become  fa- 
miliar with  the  Principles  of  Medical  Ethics 
and  the  Opinions  and  Reports  of  the  Judicial 
Council  of  the  American  Medical  Association 
and  consider  any  matters  relating  to  their  ap- 
plication in  its  medical  community. 

E.  Report  of  Committee  on  Federal  Medical 
Services 

1. — That  the  proposed  Veterans  Administra- 
tion relative  value  fee  schedule  be  based  on  the 
full  current  OPS  schedule  and  will  also  con- 
tinue any  previously  negotiated  higher  fee. 

2. — That  the  classification  of  “federally  de- 
signated physician”  continue  to  be  on  an  elec- 
tive basis  at  the  option  of  the  individual  physi- 
cian. 

F.  Recommendations  of  Committee  on  Public 
Policy 

1. — That  a special  vote  of  appreciation  be 
extended  to  those  who  have  given  so  tirelessly 
of  their  time  and  effort  in  helping  to  conduct 
a successful  “Operation  Hometown”  campaign 
against  H.R.  3920  (King- Anderson  Bill). 

2. — That  component  medical  societies  reaf- 
firm their  stand  to  continue  to  oppose  any  leg- 
islative proposal  which  would  provide  medical 
or  hospital  care  financed  through  Social  Se- 
curity such  as  the  King-Anderson  Bill,  H.R. 
3920,  or  the  Gore-amendment  attached  to  H.R. 
11865  which  have  come  before  the  88th  Con- 
gress. 

3. — That  the  Committee  on  Public  Policy 
be  authorized  to  hold  a “Key  Man-Key  Woman” 
Legislative  Roundup  prior  to  the  1965  Legisla- 
tive Session. 

G.  Recommendations  of  Committee  on  Prepaid 
Medicine 

1. — That  Oregon  Physicians’  Service  and  Blue 
Cross  of  Oregon  be  requested  and  encouraged 
to  offer  extended  benefits  in  their  contracts 
which  are  now  available  to  persons  over  sixtv- 
five  years  of  age. 

2. — That  Oregon  Physicians’  Service  be  re- 
quested to  investigate  the  possibility  of  pro- 
viding its  subscribers  a means  whereby  they 
may  prepay  during  their  years  of  active  em- 
ployment the  cost  of  their  voluntary  health  in- 
surance for  their  years  of  retirement. 
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3. — That  the  Association  stimulate  and  en- 
courage necessary  amendments  to  Oregon’s  in- 
surance statutes  to  make  possible  the  offering 
in  this  state  of  “Western-65”  voluntary  health 
insurance  programs  for  the  over-65. 

4. — That  the  Association  investigate  the  de- 
sirability and  feasibility  of  removing  or  modify- 
ing the  “lien”  clause  in  the  Oregon  Medical 
Assistance  for  the  Aged  law. 

H.  Recommendations  of  the  Disaster  Medical 
Care  Committee 

1. — That  Civil  Defense  be  re-defined  to  in- 
clude peace-time  catastrophe,  natural  disaster, 
as  well  as  attack. 

2. — That  Civil  Defense  is  primarily  a func- 
tion of  government  and  our  interest  is  in  the 
implementation  of  the  scientific  and  medical 
aspects  of  the  program. 

3. — That  each  component  society  be  encour- 
aged to  devote  one  meeting  each  year  to  some 
phase  of  disaster  medicine  and  to  see  that  the 
county  and  local  plans  are  reviewed  once  a 
year. 

Reports  of  the  following  Committees  which  con- 
tained only  a summary  of  the  year’s  activities  were 
also  adopted: 

Parts  I and  II  of  the  Secretary-Treasurer  report 
relating  to  actions  of  the  Board  of  Trustees  and 
financial  affairs;  Advisory  Committee  on  Laboratory 
Standards;  State  Industrial  Affairs;  Conservation 
of  Hearing;  Conservation  of  Vision;  Oregon  Physi- 
cians’ Service. 

New  Business  Reference  Committee  Reports  Adopted 

The  House  also  adopted  the  following  reports 
heard  by  the  Committee  on  New  Business: 

A.  Recommendations  of  Committee  on  Heart 
Disease 

That  the  Oregon  Medical  Association  con- 
tinue its  approval  of  the  Oregon  Heart  Asso- 
ciation for  1964-1965. 

B.  Recommendations  of  Committee  on  Diabetes 

1. — That  the  Oregon  Medical  Association  co- 
sponsor with  the  Diabetes  Association  of  Ore- 
gon a second  yearly  Seminar  to  be  held  outside 
the  Portland  metropolitan  area  in  addition  to 
the  annual  meeting  in  Portland. 

2. — That  the  Oregon  Medical  Association  con- 
tinue its  close  relationship  with  the  Diabetes  As- 
sociation of  Oregon  in  their  many  mutual  re- 
sponsibilities encompassing  professional  and 
lay  education,  increasingly  effective  detection 
programs,  etc. 

C.  Recommendations  of  Committee  on  Mental 
Health 

1.— That  the  Oregon  Medical  Association 
jointly  sponsor  with  the  Oregon  District  Branch 
of  the  American  Psychiatric  Association  in 
January  of  1965,  a meeting  on  a Saturday  de- 
voted to  the  topic  of  Community  Mental  Health 
Services  and  Private  Practice.  It  is  further 
recommended  that  the  co-sponsors  jointly  and 
equally  underwrite  the  expenses  of  such  a con- 
ference, that  the  Oregon  Medical  Association 
budget  a sum  not  to  exceed  $150  as  its  share  of 
such  expenses  of  such  conferences,  and  that 
each  component  medical  society  delegate  two 
of  its  officers  or  trustees  to  attend  said  meeting. 


2.— That  the  action  of  the  House  of  Delegates 
at  the  April  1964  meeting  relative  to  the  com- 
pletion of  questionnaires  by  component  coun- 
ty societies  on  the  Medical  Consultation  and 
Supervision  of  Community  Mental  Health 
Clinics  and  the  availability  of  general  hospital 
beds  for  psychiatric  patients  be  completed  and 
forwarded  to  the  Committee. 

The  report  of  the  Committee  on  Traffic  Safety 
contained  the  following  recommendation: 

That  the  current  standards  of  the  Oregon 
State  Board  of  Health  for  approval  of  appli- 
cations of  epileptics  and  suspected  epileptics 
to  operate  a motor  vehicle  be  revised  so  as  to 
read  as  follows: 

a. — A witnessed  statement  from  the  individ- 
ual substantiating  freedom  from  all  attacks  of 
unconsciousness  during  waking  hours  for  one 
( 1 ) year  and  a favorable  recommendation 
from  a qualified  physician. 

b. — Examination  and  favorable  recommenda- 
tion of  a qualified  physician  at  six-month  in- 
tervals during  the  succeeding  year. 

c. — Annual  examination  and  favorable  recom- 
mendation of  a qualified  physician  during  the 
succeeding  three  years. 

d. — Thereafter,  the  standard  biennial  applica- 
tion shall  apply  if  the  individual  has  been  free 
from  attacks. 

e. — In  certain  instances,  upon  the  recommen- 
dation of  a qualified  physician,  that  the  Ore- 
gon State  Board  of  Health  dismiss  cases  from 
regulatory  surveillance. 

The  Committee  on  New  Business  called  attention 
to  the  fact  that  in  the  words  “during  waking  hours” 
in  recommendation  (a)  and  recommendation  (e) 
represent  additions  to  the  present  Standards  of  the 
Oregon  State  Board  of  Health.  The  House  of  Dele- 
gates voted  to  adopt  the  recommendation  of  the 
Committee  on  New  Business  relative  to  the  report 
and  recommendations  of  the  Committee  on  Traffic 
Safety. 

The  amended  report  of  the  Committee  on  Pro- 
fessional Welfare  was  adopted  as  follows: 

1. — That  each  component  society  be  request- 
ed to  conduct  a survey  to  determine  whether 
any  indigent  physicians  or  indigent  widows 
of  physicians  reside  in  their  respective  areas 
of  jurisdiction  and  that  such  component  so- 
cieties consider  requesting  their  Woman’s  Aux- 
iliaries to  conduct  or  assist  in  the  survey. 

2. — That  beginning  with  1965  any  funds  due 
the  Association  under  the  “Premium  Refund 
Provision”  of  the  Association’s  Disability  In- 
surance Program  insured  under  the  Insurance 
Company  of  Oregon  be  used  to  establish  a fund 
to  give  financial  assistance  to  indigent  physi- 
cians and  indigent  widows  of  physicians. 

3. — That  each  new  member  of  the  Associa- 
tion not  enrolling  in  the  Association’s  disability 
and  life  insurance  programs  be  requested  to 
file  with  the  Committee  on  Professional  Wel- 
fare a “refusal  to  participate”  card  indicating 
he  understands  the  conditions  which  will  pre- 
vail after  ninety  days  from  the  date  of  mem- 
bership. 

4. — That  each  member  of  the  House  of  Dele- 
gates report  to  his  component  society  the  status 
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of  the  Association’s  disability  and  group  term 
life  insurance  programs  and  empnasize  the 
need  for  a continuing  increase  in  membership 
participation. 

The  recommendations  in  the  Committee  on 
Pharmacy  and  Drugs  report  were  adopted  as 
amended: 

1. — That  the  State  Board  of  Medical  Exam- 
iners and  the  Oregon  State  Board  of  Pharmacy 
be  asked  to  help  disseminate  information  per- 
taining to  drug  laws  in  Oregon. 

2. — That  one  or  more  pharmacists  be  asked  to 
serve  as  consultants  to  the  “Drug  Review”  sub- 
committee to  the  Committee  on  Charitable 
Medical  Care  and  that  the  pharmacists  named 
as  consultants  be  selected  from  the  Liaison 
Committee  to  the  Committee  on  Pharmacy  and 
Drugs. 

3. — That  any  physician  who  wishes  to  supply 
drugs,  appliances  or  to  enter  the  “drug  busi- 
ness” should  think  well  with  regard  to  the  ef- 
fect on  the  public  in  general  in  so  doing,  and 
in  particular,  with  the  associated  professions. 

4. — That  a program  be  developed  to  dissemi- 
nate drug  information  using  package  inserts. 
Adopted  by  the  House,  the  report  of  the  Com- 
mittee on  Medical  Education  contained  the  fol- 
lowing recommendations: 

1. — That  the  Annual  Dinner  for  the  Senior 
Medical  Students  who  will  be  graduating  in 
June,  1965,  be  given  as  early  in  the  year 
as  possible  and  be  patterned  after  the  very 
successful  one  of  last  year. 

2. — That  the  encouragement  and  as  much 
support  as  is  possible  for  medical  preceptor- 
ship  so  successfully  pioneered  and  piloted 
during  the  past  year  by  some  of  the  members  of 
the  American  Academy  of  General  Practice  in 
Oregon  be  continued. 

3. — That  there  be  continued  interest  express- 
ed in  a continuing  medical  education  program, 
and  that  the  Committee  continue  to  explore, 
study  and  make  regular  reports  and  recommen- 
dations to  the  Board  of  Trustees  or  the  House 
of  Delegates  as  is  indicated. 

4. — That  the  House  of  Delegates  authorize 
the  Committee  on  Medical  Education  to  speci- 
fically study,  evaluate,  make  conclusions,  and 
report  to  the  Board  of  Trustees  in  regard  to  a 
pilot  study  in  continuing  medical  education  pro- 
posed by  the  Division  of  Teaching  Research 
of  the  State  Board  of  Higher  Education. 

5. — That,  in  spite  of  the  disinterest  of  the 
University  of  Oregon  Medical  School  in  con- 
tinuing “Health  Careers  Days”  there,  the  Ore- 
gon Medical  Association  through  its  Woman’s 
Auxiliary  continue  to  carry  on  Health  Careers 
education  in  as  many  areas  as  is  reasonable  and 
acceptable. 

The  report  of  the  Committee  on  Publications  was 
adopted  as  amended  by  adding  a third  recommend- 
ation which  read  as  follows: 

1. — That  the  Oregon  Medical  Association  con- 
tinue to  support  the  Board  of  northwest 
medicine  in  their  effort  to  make  northwest 
medicine  a good  publication,  even  to  continued 
deficit  operation,  as  long  as  practical. 

2. — That  the  membership  of  the  Oregon  Medi- 
cal Association  give  all  support  to  northwest 
medicine  bv  its  use  for  publication  of  all  im- 


portant data  and  official  notices  and  lectures  of 
importance,  such  as  those  given  at  Oregon 
Medical  Association  meetings. 

3.— That  northwest  medicine  and  its  editor, 
Herbert  L.  Hartley,  be  highly  commended  for 
winning  the  1964  Honor  Award  for  Distin- 
guished Service  in  Medical  Journalism  awarded 
by  the  American  Medical  Writer’s  Association 
at  a recent  meeting  in  Philadelphia. 

The  following  recommendations  of  the  Commit- 
tee on  Revisions  of  Bylaws  and  Articles  of  Incorpora- 
tion were  adopted  as  amended: 

1. — That  the  Bylaws  be  amended  to  provide 
for  a scientific  section  on  general  practice  to  be 
added  to  the  sections  or  ophthalmology  and 
otolaryngology,  radiology,  internal  medicine, 
and  pediatrics  which  have  already  been  estab- 
lished. 

2. — That  the  name  of  the  Committee  on 
Emergency  Medical  Service  be  changed  to 
Committee  on  Disaster  Medical  Care. 

3. — That  the  name  of  the  committee  on  Pre- 
paid Medicine  be  changed  to  the  Committee 
on  Voluntary  Health  Insurance  and  assigned 
the  additional  functions  of  the  Liaison  Commit- 
tee to  the  Insurance  Industry  and  that  the  latter 
Committee  be  abolished. 

4. — That  the  Secretary-Treasurer  of  compon- 
ent societies  in  Trustee  Districts  where  an 
election  of  a Trustee  to  the  Oregon  Medical 
Association  is  to  be  nominated  and  elected  be 
notified  at  least  six  months  in  advance  that 
such  election  is  to  be  conducted  and  that  such 
notification  shall  be  accompanied  by  appropri- 
ate excerpts  from  the  Association’s  Bylaws. 

The  recommendation  by  the  Special  Committee 
on  Financial  Needs  proposing  a dues  increase  of 
$5  for  active,  associate  and  junior  memberships,  was 
referred  for  further  study  with  request  to  report 
to  the  House  of  Delegates  at  its  1965  Midyear 
meeting. 

The  report  of  the  Committee  on  Oregon  Medical 
History,  as  amended,  was  adopted  by  the  House: 

1. — That  the  Committee  on  Oregon  Medical 
History  be  authorized  to  continue  its  fund  rais- 
ing effort  to  complete  its  goal  of  $12,500  for 
furnishing  the  McLoughlin  Room  in  the  new 
building  of  the  Oregon  Historical  Society  and 
that  all  members  of  the  House  of  Delegates 
earnestly  support  this  effort  in  their  respective 
component  societies. 

2. — That  component  societies  he  urged  to  con- 
sider assessing  their  members  $5  each  to  com- 
plete the  goal  of  $12,500  to  furnish  the  Mc- 
Loughlin Room  in  the  new  building  of  the 
Oregon  Historical  Society. 

The  following  committees  and  special  reports 
which  presented  a summary  of  the  year’s  work  and 
included  no  recommendations  were  adopted  as 
heard  by  the  Reference  Committee  on  New  Business 
and  the  House:  Committee  on  Medicine  and  Re- 
ligion, Liaison  Committee  to  Oregon  Nurses  Associ- 
ation, Oregon  State  Board  of  Medical  Examiners, 
Representative  to  Oregon  Council  on  Crime  and 
Delinquency. 

Proceeding  of  House  of  Delegates 
continued  on  page  908 
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Officers  of  OMA 


James  H.  Seacat,  M.D.,  Salem,  takes  the  president’s 
oath  as  Speaker  of  the  House,  Glenn  M.  Gordon,  M.D., 
Eugene,  officiates. 


From  pediatrician  (Dr.  Billmeyer)  to  surgeon  (Dr.  Sea- 
cat)  goes  the  gavel. 

James  H.  Seacat,  47,  a Salem  general  surgeon,  and 
Ernest  T.  Livingstone,  41,  a Portland  internist,  take 
the  reins  of  the  Oregon  Medical  Association  for 
1964-1965. 

Dr.  Seacat  was  installed  as  the  91st  president 
at  the  inaugural  banquet  of  the  Association  in  Eu- 
gene, Thursday,  October  15.  He  succeeds  Daniel 
K.  Billmeyer,  Oregon  City. 

Dr.  Livingstone  was  elected  unanimously  to  the 
office  of  president-elect  at  the  final  business  meet- 
ing of  the  session  in  Eugene,  Friday,  October  16. 


A native  Portlander,  Dr.  Livingstone  received 
his  premedical  education  at  Reed  College  and  grad- 
uated from  the  University  of  Oregon  Medical  School 
in  1951.  His  internship  and  residency  training  were 
served  at  the  New  York  Hospital  and  the  Cornell 
University  School  of  Medicine.  Dr.  Livingstone 
began  his  practice  in  Portland  in  1955. 

Active  in  the  affairs  of  his  professional  organiza- 
tions and  in  community  affairs  generally,  Dr.  Living- 
stone served  both  the  Multnomah  County  Medical 
Society  and  the  Oregon  Medical  Association  as  sec- 
retary-treasurer and  currently  holds  the  position  of 
first  vice-president  to  the  County  Society.  He  has 
served  as  a trustee  of  the  Oregon  Medical  Asso- 
ciation and  also  as  vice-president.  He  also  serves 
the  Oregon  Medical  Political  Action  Committee  as 
secretary-treasurer.  He  is  a member  of  the  board  of 
directors  of  the  following  organizations:  Multnomah 
County  Chapter  of  the  National  Foundation,  Ore- 
gon Heart  Association  and  the  Family  Counseling 
Service.  He  is  the  past-president  of  the  Northwest 
Society  of  Clinical  Research  and  the  Oregon  Society 
of  Internal  Medicine.  Dr.  Livingstone  is  certified 
by  the  American  Academy  of  Medicine  and  is  a 
member  of  the  American  Society  of  Nuclear  Medi- 
cine and  the  Portland  Academy  of  Medicine. 

A World  War  II  U.  S.  Navy  veteran,  Dr.  Living- 
stone serves  on  the  volunteer  faculty  of  the  Uni- 
versity of  Oregon  Medical  School  as  Assistant  Cli- 
nical Professor  of  Medicine.  He  is  also  actively  en- 
gaged in  the  work  of  the  Boy  Scouts  of  America  in 
the  Portland  area  and  is  a member  of  Kiwanis. 

A native  of  South  Dakota,  Dr.  Seacat  received 
his  academic  training  at  the  University  of  South 
Dakota.  He  was  graduated  from  Vanderbilt  Uni- 
versity School  of  Medicine  in  Nashville,  Tennessee 
in  1943  and  served  his  internship  in  that  School’s 
hospitals.  Residency  training  was  taken  at  Sioux 
Valley  Hospital  in  Sioux  Falls,  South  Dakota  and 
St.  Thomas  Hospital  in  Nashville. 

He  is  a Fellow  of  the  American  College  of  Sur- 
geons, a Diplomate  of  the  American  Board  of  Sur- 
gery and  a member  of  the  Portland  and  Salem  Sur- 
gical Societies. 

The  new  president  of  the  Oregon  Medical  Asso- 
ciation also  has  served  the  Association  as  delegate, 
vice-president  and  secretary-treasurer. 

Dr.  Seacat  served  with  the  U.  S.  Army  Medical 
Corps  in  the  European  Theatre  of  operation  for 
nearly  two  and  one-half  years.  He  established  his 
surgical  practice  in  Salem  13  years  ago. 

Other  Association  officers  elected  were:  Vice- 
President,  William  C.  Scott,  Portland  internist,  and 
Secretary-Treasurer,  Robert  T.  Boals,  Salem. 
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“Doctors”  all  . . . honorary  memberships  in  the  Oregon  Medical  Association  were  presented 
to  Mr.  John  J.  Coughlin,  for  three  decades  legal  counsel  to  OMA;  Mr.  Roscoe  K.  Miller,  executive 
secretary,  OMA,  17  years;  and  to  Mr.  John  P.  Misko,  OMA’s  legal  representative  for  ten  years. 
Dr.  Billmeyer  presented  awards  at  opening  session  of  the  House. 


OMA  Taps  Three  for  Honorary  Membership 

After  stressing  the  importance  of  the  deliberations 
of  the  opening  session  of  the  House  of  Delegates, 
President  Daniel  K.  Billmeyer,  in  a surprise  an- 
nouncement and  with  the  authorization  of  the  Board 
of  Trustees,  presented  honorary  memberships  and 


appropriate  plaques  to  Mr.  John  J.  Coughlin,  the 
Association’s  legal  counsel  for  30  years;  Mr.  John 
P.  Misko,  legislative  representative  for  10  years; 
and  Mr.  Roscoe  K.  Miller,  executive  secretary  for 
17  years.  Mr.  Miller  was  also  presented  with  a suit- 
ably engraved  wrist  watch. 


continued  from  page  906 

Resolutions  Adopted 

Resolutions  adopted  by  the  House  as  submitted 
or  amended  include  the  following: 

Resolution  1 recommending  that  each  component 
society'  establish  an  active  and  regularly  appointed 
committee  on  mental  health  introduced  by  the 
Committee  on  Mental  Health  which  reads: 

RESOLVED,  that  each  component  society  of  the 
Oregon  Medical  Association  should  have  an  active 
and  regularly-appointed  Committee  on  Mental 
Health  to  study  and  investigate  community  and  pri- 
vate mental  health  problems  and  offer  information 
to  other  members  of  component  societies  and  the 
public  at  large,  and  to  exercise  dynamic  medical 
leadership  of  those  mental  health  programs  based 
within  the  community. 

Northwest  Media 


Resolution  2 relating  to  the  establishment  of  a 
dialysis  center  in  Oregon  introduced  by  the  Mult- 
nomah County  Medical  Society  which  reads: 

RESOLVED,  that  the  Oregon  Medical  Association 
recognizes  the  need  for  a dialysis  center  in  Oregon 
to  serve  its  citizens  and, 

RESOLVED,  that  the  Oregon  Medical  Association 
encourages  the  establishment  of  a dialysis  center 
in  Oregon. 

Resolution  4 relating  to  electing  alternate  trustees 
for  all  trustee  districts  introduced  by  the  Multno- 
mah County  Medical  Society. 

RESOLVED,  that  the  Bylaws  of  the  Oregon  Med- 
ical Association  be  amended  to  provide  for  the 
election  of  Alternate  Trustees  for  each  Trustee  Dis- 
trict to  represent  their  district  in  the  absence  of  the 
duly  elected  Trustees,  and  under  such  circumstances, 

continued  on  page  910 
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Awards  Presented 


HOWARD  L.  CHERRY,  M.D. 


KGW-TV’s  Helen  Platt,  producer  of  the  weekly  telecast, 
"To  Your  Health”  was  cited  for  excellence  of  editorial 
reporting  by  Daniel  K,  Billmeyer,  M.D.,  Oregon  City. 


Awards  Presented 

The  man  named  as  the  “most  promising  teacher” 
by  the  Oregon  Education  Association  in  1938  while 
he  was  a senior  at  Oregon  State  College,  became 
Oregon’s  Seventh  Doctor-Citizen  of  the  Year,  at 
the  90th  annual  meeting  of  the  Oregon  Medical 
Association  in  Eugene. 

This  man  is  Howard  L.  Cherry,  Portland  ortho- 


Josephine  Sommers,  Lebanon  Express,  was  recognized 
for  her  excellence  in  news  reporting  by  Dr.  Billmeyer.  A 
comprehensive  seventeen-article  series  on  a community 
hospital  won  her  the  honor. 


pedist  and  member  of  the  Portland  School  Board. 

Dr.  Cherry  was  presented  with  a plaque  by  Daniel 
K.  Billmeyer,  president  of  the  Oregon  Medical  As- 
sociation, in  recognition  of  his  many  activities  in 
the  field  of  education  as  well  as  his  numerous  com- 
munity service  contributions.  The  honor  was  given 
Dr.  Cherry  at  the  Association’s  ball  during  the  90th 
annual  session  at  the  Eugene  Hotel. 

A graduate  of  Condon  High  School,  where  his 
father  was  principal.  Dr.  Cherry  received  his  teach- 
ing certificate  from  Oregon  State  College.  He  taught 
chemistry  and  physics  for  two  years  at  Grant  High 
School  in  Portland  to  earn  enough  money  to  enter  the 
University  of  Oregon  Medical  School.  While  in  Med- 
ical Schol  he  worked  in  his  spare  time  as  a taxicab 
driver  and  wartime  shipyard  electrician. 

Dr.  Cherry  graduated  from  Medical  School  in 
1943  and  interned  at  the  University  of  Iowa  Medical 
School  Hospital.  He  served  in  the  Army  Air  Corps 
for  three  years  in  the  orthopedic  service,  treating 
mostly  war  casualties.  He  took  his  orthopedic  resi- 
dency training  at  the  Portland  Veterans  Administra- 
tion Hospital  and  his  children’s  orthopedic  residency 
at  the  Spokane  Shriners  Hospital. 

Dr.  Cherry  has  taken  an  intense  interest  in  public 
education  which  presently  consumes  about  twenty 
hours  weekly  for  which  he  receives  no  remuneration 
. . . other  than,  as  he  puts  it,  “the  satisfaction  of 
taking  part  in  a worthwhile  project.” 

He  first  was  elected  to  the  Portland  School  Board 

continued  on  page  911 
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to  have  the  rights  and  privileges  of  a duly  elected 
Trustee. 

Resolution  7 relating  to  a doctor-sponsored  na- 
tional prepaid  medical  and  hospital  plan  introduced 
by  the  Jackson  County  Medical  Society. 

RESOLVED,  that  the  American  Medical  Associ- 
ation develop  a plan  with  the  following  guide  lines 
and  containing  these  necessary  ingredients:  The 
plan  originates  with  the  medical  profession;  is 
national  in  scope,  with  income  limitations  ($5,000 
per  couple-$3,000  per  individual),  through  quali- 
fied private  insurance  carriers,  profits  applying  to 
policy  holder  benefits,  65  years  and  over,  indemnity, 
voluntary,  with  basic  catastrophic  but  also  realistic 
hospital  and  medical  coverage,  actuarily  sound 
with  government  participation  limited  to  reinsurance 
only;  and,  be  it  further 

RESOLVED,  that  the  medical  societies  make  a 
sincere  contribution  to  the  solution  of  this  problem; 
and,  be  it  still  further 

RESOLVED,  that  any  modification  of  these  prin- 
ciples shall  in  no  way  compromise  the  skill  or  the 
conscience  of  the  doctor  in  caring  for  the  patient; 
that  the  profession  remains  free. 

Resolution  8 relating  to  the  method  of  electing  a 
president  of  the  American  Medical  Association  sub- 
mitted by  the  Committee  on  National  Policy  for 
possible  introduction  at  the  1964  Clinical  Meeting  of 
the  House  of  Delegates  of  the  American  Medical 
Association. 

RESOLVED,  that  the  Constitution  and  Bylaws 
of  the  American  Medical  Association  be  amended 
to  provide: 

L— That  the  House  of  Delegates  shall  elect 
at  each  Clinical  Session  a Nominating  Commit- 
tee composed  of  five  members  of  the  House  of 
Delegates  and  two  members  of  the  Board  of 
Trustees; 

2. — That  said  Nominating  Committee  shall 
recommend  to  the  House  of  Delegates  at  its 
next  following  Annual  Session  candidates  for 
the  offices  of  President-Elect,  Vice-President 
and  Speaker  and  Vice-Speaker  of  the  House  of 
Delegates  and  for  such  Trustee  positions  are  to 
be  filled  at  such  annual  sessions; 

3. — That  said  nominating  committee  shall  re- 
port by  mail  to  each  Delegate  and  Alternate 
Delegate  of  record  at  least  fifteen  days  in  ad- 
vance of  the  Annual  Session  its  recommended 
candidates  for  officers  and  trustees  to  be  elected 
at  such  annual  session;  and  that  such  report 
shall  include  a comprehensive  curriculum  vitae 
on  each  candidate;  and,  further  that  the  report 
of  the  Nominating  Committee  shall  be  present- 
ed at  the  first  session  of  the  House  of  Delegates 
at  each  annual  meeting  and  immediately  follow- 
ing such  report  (1)  the  Speaker  shall  call  for 
additional  nominations  from  the  floor  and  (2) 
the  election  shall  be  conducted. 

Resolution  9 relating  to  the  method  of  electing 
a President  of  the  American  Medical  Association 
introduced  by  the  Committee  on  National  Policy 


for  the  possible  introduction  at  the  1964  Clinical 
Meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association. 

RESOLVED,  that  all  elections  in  the  House  of 
Delegates  of  the  American  Medical  Association 
whether  they  be  on  issues  or  on  candidates  for 
office  be  held  while  the  House  of  Delegates  is  in 
session;  and  that  such  elections  be  conducted  either 
by  (1)  a voice  vote;  or  (2)  a standing  vote;  or 
(3)  a vote  by  delegation;  and,  further,  that  any 
member  of  any  delegation  may  request  that  the 
members  of  his  delegation  be  polled. 

Resolution  10  relating  to  a request  for  a charter  as 
a component  society  by  the  Grant  County  Medical 
Society  introduced  on  behalf  of  that  Society. 

RESOLVED,  that  the  Grant  County  Medical 
Society  be  granted  a Charter  as  a component  soci- 
ety of  the  Oregon  Medical  Association  with  all 
rights  and  privileges. 

Resolution  13  relating  to  racial  discrimination 
in  medicine  introduced  by  the  Marion-Polk  County 
Medical  Society  which  reads: 

RESOLVED,  that  there  is  a demonstrated  need 
for  greater  accuracy  in  assessing  the  scope  and 
degree  of  racial  discrimination  in  medicine;  and, 
be  it  further 

RESOLVED,  that  the  House  of  Delegates  of  the 
American  Medical  Association  be  asked  to  provide 
a mechanism  for  the  continuing  reception,  docu- 
mentation and  tabulation  of  data  concerning  racial 
discrimination  against  doctors  and  that  such  data 
be  placed  at  the  disposal  of  the  House  of  Delegates 
and  its  various  committees  as  circumstances  may 
dictate. 

Resolution  16  relating  to  implied  consent  to 
performance  of  sobriety  test  introduced  by  the 
Marion-Polk  County  Medical  Society. 

RESOLVED,  that  the  Association  instruct  its 
Public  Policy  Committee  to  promulgate  and  support 
legislation,  the  intent  of  which  would  make  consent 
to  the  performance  of  an  accepted  sobriety  test 
a prerequisite  to  the  licensing  of  motor  vehicle 
operators. 

Resolutions  3,  14,  15  and  19  were  referred  to 
appropriate  standing  committees  of  the  Association. 
Resolution  6 was  withdrawn. 

Physicians  Serving  on  Reference  Committees 

Reports  of  Officers  and  Committees:  George  C. 
McCallum,  Eugene,  Chairman;  Ralph  E.  Hibbs, 
Medford;  John  W.  Bussman,  Portland;  and  W.  R. 
Weissert,  M.D.,  Pendleton. 

Reports  of  Committee  on  New  Business:  William 
D.  Guver,  Bend,  Chairman;  Ted  E.  Foulke,  Cor- 
vallis; Melvin  M.  Reeves,  and  William  M.  Ross, 
Portland;  and  Dorothy  W.  White,  Wheeler.  ■ 
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in  1956.  He  has  been  president  of  the  Multnomah 
County  (1961)  and  the  Oregon  State  School  Board 
Association  (1962).  In  April  of  this  year,  the  Ore- 
gon Journal  named  him  “Education  Citizen  of  the 
Year  for  Multnomah  County.” 

Dr.  and  Mrs.  Cherry  have  six  children.  The  eldest 
attends  George  Washington  University  in  Wash- 
ington, D.C.,  and  the  youngest  is  in  the  first  grade. 

Dr.  Cherry  has  been  active  in  the  YMCA,  Little 
League  and  Babe  Ruth  baseball,  and  is  a member 
of  the  First  Methodist  Church. 

A Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery,  Dr.  Cherry  also  has  been  president 


of  the  St.  Vincent  Hospital  staff  (1960)  and  is 
currently  serving  the  Multnomah  County  Medical 
Society  as  a Public  Health  Commissioner  ( 1963- 
1965). 

Other  presentations  at  the  banquet  were  to:  Mrs. 
Josephine  Sommer,  reporter  for  the  Lebanon  Ex- 
press, who  received  awards  for  excellence  in  medical 
writing.  Her  winning  entry  was  a 17-article  series 
which  covered  every  medical  aspect  of  a com- 
munity hospital.  The  other  award  was  to  Miss  Helen 
Platt,  producer  of  KGW-TV  show  “To  Your  Health” 
who  was  presented  with  the  annual  editorial  award 
for  programs  dealing  with  health  care  for  the  aged 
and  the  quality  of  patient  care. 


Proceedings  of  the  Board  of  Trustees 


President  James  H.  Seacat  conducted  the  first 
meeting  of  the  Board  of  Trustees  of  the  Oregon 
Medical  Association  at  the  headquarters  office  on 
Saturday,  November  7,  1964. 

Recommendations  of  the  Executive  Committee 
which  were  adopted  include  the  following: 

L— That  the  application  of  Ira  A.  Manville 
of  Portland  for  Life  membership  be  approved. 

2. — That  Paul  W.  Sharp  of  Klamath  Falls,  a 
Trustee  for  the  Tenth  District,  be  nominated  as  a 
candidate  for  membership  on  the  Executive  Com- 
mittee as  a Trustee-at- Large  to  succeed  himself. 

3. — That,  in  view  of  the  dates  of  AMA  1964  Clini- 
cal Meeting  in  Miami  Beach,  Florida  and  the  date 
of  the  first  Saturday  of  January  1965,  the  1964 
December  meeting  of  the  Board  of  Trustees  be  held 
on  December  12  and  the  January  1965  meeting  of 
the  Board  of  Trustees  be  held  on  Saturday,  Janu- 
ary 9. 

4. — That  the  Committee  on  Annual  Session  be 
directed  to  consider  and  make  recommendations 
regarding  whether  a Midyear  Meeting  of  the  House 
of  Delegates  should  be  held  in  1965  and  the  dates 
and  place  of  such  meeting  if  one  is  to  be  held,  and 
report  at  the  earliest  possible  date. 

5. — With  respect  to  the  actions  of  the  House  of 
Delegates  the  Executive  Committee  took  the  follow- 
ing actions: 

a. — That  the  Secretary  of  each  component  soci- 
ety be  informed  regarding  specific  actions  of  the 
House  of  Delegates  which  recommend  activities 
to  be  carried  out  by  such  societies. 

b. — That  all  standing  and  special  committees 
of  the  Association  be  informed  regarding  the 
action  of  the  House  of  Delegates  on  recommenda- 
tions contained  in  their  annual  reports. 


c. — That  all  other  agencies  and  organizations 
be  informed  of  actions  of  the  House  of  Delegates 
which  may  pertain  to  them. 

d. — ' That  the  following  resolutions  adopted  by 
the  House  of  Delegates  be  referred  to  standing 
committees  as  follows: 

Resolution  3— regarding  the  release  of  confi- 
dential information  to  prepaid  health  insurance 
plans— referred  to  Committee  on  Voluntary 
Health  Insurance. 

Resolutions  14  and  15  relating  to  sobriety 
tests  for  alcohol  be  referred  to  the  Committee 
on  Traffic  Safety  and  the  Committee  on  Public 
Policy. 

Resolution  19  relating  to  eligibility  for  MAA 
in  borderline  cases  be  referred  to  the  Com- 
mittee on  Charitable  Medical  Care. 

With  respect  to  the  following  miscellaneous 
actions  of  the  House  of  Delegates,  the  Execu- 
tive Committee  recommended  as  follows: 

That  the  question  of  the  Association’s 
financial  needs  referred  to  the  Executive 
Committee  by  the  House  of  Delegates  be 
reassigned  to  the  Special  Committee  on  As- 
sociation Financial  Needs  and  that  the  Com- 
mittee be  reactivated. 

That  the  continued  study  of  the  clinical 
laboratory  situation  in  Oregon  as  recom- 
mended by  the  House  of  Delegates  be  as- 
signed to  the  Special  Committee  for  the 
Study  of  the  Clinical  Laboratory  Situation 
in  Oregon  and  the  Committee  reactivated. 

That  Resolution  7 related  to  health  insur- 
ance for  the  aged  be  referred  to  the  Commit- 
tee on  Voluntary  Health  Insurance  with  in- 
structions to  develop  an  appropriate  resolu- 
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tion  for  introduction  at  the  1965  annual 
meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

That  Resolutions  8 and  9 relating  to  the 
method  of  electing  the  president  and  other 
officers  of  the  American  Medical  Association 
be  referred  to  the  Association’s  Delegates  to 
the  AMA  with  authorization  to  use  their  own 
best  judgment  relative  to  whether  either  or 
both  resolutions  should  be  introduced  at  the 
1964  Clinical  Meeting  of  the  AMA  House  of 
Delegates. 

That  Resolution  2 relating  to  the  estab- 
lishment of  an  Oregon  Dialysis  Center  be 
referred  to  the  Committee  on  Public  Rela- 
tions with  instructions  to  develop  a plan  for 
fostering  the  establishment  of  such  a center. 

That  Resolution  13  recommending  that 
the  American  Medical  Association  gather  and 
make  available  accurate  facts  concerning  rac- 
ial discrimination  among  physicians  by  hos- 
pitals and  medical  organizations  throughout 
the  nation  be  prepared  for  introduction  at 
the  1964  Clinical  Meeting  of  the  American 
Medical  Association  House  of  Delegates. 


Position  on  Welfare  Restated 

Following  discussion  with  representatives  of  the 
State  Public  Welfare  Commission,  and  communi- 
cation with  Mr.  Andrew  F.  Juras,  administrator, 
the  Board  of  Trustees  voted  to  adopt  the  following 
recommendations  as  presented  by  William  C. 
Crothers,  Salem,  Chairman  of  the  Committee  on 
Charitable  Medical  Care: 

That  the  State  Public  Welfare  Commission  be 
requested  to  institute  the  “insurance  package”  ap- 
proach to  physician  service  benefits  including  the 
revised  Physicians  Guide  to  become  effective  Janu- 
ary 1,  1965  in  accordance  with  the  recommendations 
of  the  Governor’s  Advisory  Committee  on  Public 
Welfare  Medical  Costs. 

That  the  Association  direct  a communication  to 
the  individual  members  of  the  Commission  and  to 
appropriate  members  of  the  Commission  staff  de- 
claring it  to  be  the  policy  of  this  Association  that 
matters  relating  to  the  regulations  and  the  level  of 
reimbursing  physicians  for  services  rendered  to  Pub- 
lic Assistance  and  Medical  Assistance  for  the  Aged 
recipients  shall  be  negotiated  bilaterally  by  the  As- 
sociation and  the  Commission  as  recommended  by 
the  Governor’s  Advisory  Committee  on  Public  Wel- 
fare Medical  Costs. 

Daniel  K.  Billmeyer,  immediate  past  president 
of  the  Association,  presented  comprehensive  reports 


on  two  special  conferences  which  he  attended  as  the 
official  representative  of  the  Association.  The  con- 
ferences were:  1.— The  Better  Business  Relations 
Conference  sponsored  by  the  Portland  Chamber  of 
Commerce  and  held  in  Gearhart,  September  27  to 
October  1,  1964;  and  2.— The  Workshop  on  Health 
Careers  in  Social  Work  sponsored  by  the  National 
Commission  for  Social  Work  and  held  October  21- 
23,  1964  in  Oceanlake,  Oregon. 


Closed  Chest  Cardiac  Resuscitation 

In  the  absence  of  Ivan  I.  Langley,  Chairman 
of  the  Liaison  Committee  to  the  Oregon  Nurses 
Association,  the  report  of  that  Committee  was  read 
by  the  Executive  Secretary.  The  following  statement 
of  policy  on  the  role  of  the  professional  nurse  in 
closed  chest  cardiac  resuscitation  procedures  was 
adopted: 

The  Oregon  Medical  Association  and  the  Oregon 
Nurses  Association  endorse  the  following  statement 
of  policy  relating  to  the  role  of  the  professional 
nurse  in  the  employment  of  closed  chest  cardiac  re- 
suscitation. They  jointly  express  the  opinion  that 
the  procedure  be  encouraged  only  in  hospitals  where 
trained  personnel  and  equipment  for  proper  diag- 
nosis and  follow-up  care  are  available  and  where  it 
is  sponsored  by  the  hospital  medical  staff. 

Closed  chest  cardiac  resuscitation  is  normally 
an  act  of  medical  practice.  When  a physician 
is  available,  or  as  soon  as  a physician  arrives, 
he  should  take  charge  of  the  treatment  of 
cardiac  arrest.  When  a physician  is  not  present, 
one  should  be  summoned  and  the  attending 
physician  notified  as  soon  as  circumstances 
reasonably  permit. 

In  the  absence  of  a physician  and  until  a 
physician  arrives,  a professional  nurse,  if  spe- 
cially trained  in  recognition  of  cardiac  arrest 
and  the  technique  of  closed  chest  cardiac 
resuscitation,  may  promptly  apply  the  appropri- 
ate procedure  as  an  emergency  measure. 

Each  hospital  and  health  agency  should  de- 
termine policy  as  to  whether  its  professional 
nurses  are  to  function  in  cardiac  arrest  emerg- 
ency and  to  provide  for  the  requisite  special 
training  for  its  professional  nursing  staff  if  its 
nurses  are  expected  to  function  in  such  pro- 
cedure, and  such  special  training  shall  be  taught 
by  or  under  the  direction  of  physicians  tho- 
roughly familiar  with  the  technique  as  well  as 
with  the  related  problems  and  limitations. 


1965  and  1966  Annual  Sessions  Slated 

William  C.  Scott,  Vice-President  and  Chairman 
of  the  Committee  on  Annual  Session,  submitted  a 
report  on  the  experience  at  the  1964  Annual  Session 

continued  on  page  916 
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only  the  treatment  has  changed 


Fred  Wise,  M.D.,  1881  • 1950  — Dr.  Fred  Wise  was  a great  teacher, 
an  outstanding  clinician,  a major  contributor  to  the  progress  of  the 
specialty  of  dermatology.  Among  Dr.  Wise’  outstanding  accomplish- 
ments are  included:  contribution  of  over  100  articles  to  dermatologic 
literature;  Presidency  of  the  American  Dermatologic  Association; 


Senior  Editorship  of  the  Year  Book  of  Dermatology  and  Syphilology; 
and  Clinical  Professorship  of  Dermatology  and  Syphilology  at  Colum- 
bia University.  During  his  career,  Dr.  Wise  amassed  a collection  of 
over  2,000  lantern  slides,  making  full  use  of  these  in  his  teaching  ac- 
tivities. The  slide  reproduced  on  this  page  is  from  the  Wise  Collection. 


. . . today 


when  the  suffering  of 
psoriasis  brings  the  patient 
to  vou  for  helo 


[FLUOCINOLONE  ACETONIDE] 


One  of  the  most  significant  developments  in  today’s  treat- 
ment of  inflammatory  dermatoses  is  the  synthesis  of  the 
unique  topical  corticosteroid,  fluocinolone  acetonide.  World- 
wide medical  literature  documents  the  superiority  of  this 
anti-inflammatory,  antipruritic  agent  above  all  other  topical 
corticosteroids.  It  acts  rapidly  and  consistently,  providing 
maximum  benefit  for  your  patient. 


results  in  psoriasis: 


“marked  success”  . . . "early  dramatic  improvement”3;  “of 
great  significance”5;  “excellent  results”  . . . “most  gratifying”9 

Synalar  (fluocinolone  acetonide)  provides  rapid  anti-inflam- 
matory, antipruritic  effects1-5;  highest  topical  activity1-6*7;  re- 
sults comparable  to  those  of  systemic  and  intralesional  corti- 
costeroids, with  fewer  hazards.2-3-8 

Available  in  selective  dosage  forms  and  concentrations 
adapted  to  individual  needs,  Synalar  (fluocinolone  acetonide) 
is  effective  in  a wide  range  of  inflammatory  dermatoses — 
severe  or  mild,  chronic  or  acute,  widespread  or  localized. 

Successfully  relieve  the  suffering  of  psoriasis — support  your 
therapeutic  regimen  with  Synalar  (fluocinolone  acetonide). 

1.  Cahn.  M.  M.  and  Levy,  E.  J.:  J New  Drugs  1: 262  (Nov-Dec)  1961.  2.  Feldman,  I.: 
J Amer  Osteopath  Assn  63:257  (Nov)  1963.  3.  Kanee,  B. : Canad  Med  Assn  J 88: 999 
(May  18)  1963.  4.  Meenan,  F.  O.:  J Irish  Med  Assn  52:75  (Mar)  1963.  5.  Samitz, 
M.  H.:  Curr  Ther  Res  4: 589  (Dec)  1962.  6.  McKenzie.  A.  W.:  Arch  Derm  36:611 
(Nov)  1962.  7.  Scholtz,  J.  R.,  et  al:  Scientific  Exhibit,  12th  International  Congress  of 
Dermatology  (Sept)  1962.  8.  Scholtz,  J.  R.:  Calif  Med  95:224  :Oct)  1961.  9.  Tye, 
M.  J ,,et  al:  Arch  Derm  87:21  (Jan)  1963. 

Available:  For  initiation  of  therapj — Cream  0.025%,  5 and  15  gm.  tubes.  For  main- 
tenance therapj — Cream  0.01%,  45  gm.  tubes.  For  emollient  effect — Ointment  0.025%, 
15  gm.  tubes.  For  infected  dermatoses — Neo-Synalar®  (0.025%  fluocinolone  acetonide, 
0.5%  neomycin  sulfate)  Cream,  5 and  15  gm.  tubes.  Also  available — Synalar  (fluocino- 
lone acetonide)  Solution— 0.01%,  20  cc.  and  60  cc.  controlled-drop  dispensers. 
Precautions:  Synalar  (fluocinolone  acetonide)  preparations  are  virtually  nonsensitizing 
and  nonirritating.  Neomycin  rarely  produces  allergic  reactions.  As  with  all  antibiotics, 
prolonged  use  may  result  in  overgrowth  of  nonsusceptible  organisms;  if  this  occurs, 
appropriate  therapy  should  be  instituted.  Although  side  effects  are  not  ordinarily  en- 
countered with  topically  applied  corticosteroids,  as  with  a drug,  a few  patients  may 
react  unfavorably.  Where  there  is  systemic  infection  or  severe  local  infection,  systemic, 
antibiotics  should  be  considered,  based  on  susceptibility  testing. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin  (including 
herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
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in  intertriginous 
or  hairy  sites 


selective  therapy  for  problem  sites : 

The  physical  characteristics  of  intertriginous  and  hairy  areas 
often  present  special  problems  which  make  therapy  of 
inflammatory  dermatoses  at  these  sites  difficult,  complicated, 
or  cosmetically  unacceptable  to  the  patient.  These  problems 
create  the  need  for  a selective  form  of  therapy,  one  in  which 
the  vehicle  assumes  critical  importance.  New  Synalar  Solution 
(an  exclusive  combination  of  fluocinolone  acetonide  and  pro- 
pylene glycol ) has  been  developed  to  meet  the^e  needs. 


benefits  of  the  vehicle : propylene  glycol 

Hygroscopic  qualities  provide  a drying  effect  in  moist  sites. 

Antimicrobial  activity  provides  additional  protection  where 
secondary  infection  is  prone  to  develop. 

Low  surface  tension  permits  ease  of  application  and  pene- 
tration into  hairy  areas  or  body  folds. 

Nontoxic,  nonsensitizing,  nongreasy,  and  does  not  cake. 


benefits  of  the  therapeutic  agent : 

Synalar  (fluocinolone  acetonide) 

Synalar  (fluocinolone  acetonide)  has  unsurpassed  anti-inflam- 
matory, antipruritic  activity.  Documented  results  show  that 
this  successful  topical  corticosteroid : 

• is  consistently  effective  both  initially  and  if  retreatment 
is  required. 

• rapidly  relieves  pruritus. 

• controls  both  chronic  and  acute  conditions. 

. is  economical  because  less  medication  is  required  to  rapidly 
achieve  optimum  results. 

Prescribe  Synalar  (fluocinolone  acetonide)  Solution — ideally 
suited  for  selective  therapy  of  inflammatory  dermatoses  in 
intertriginous  or  hairy  areas. 

availability:  Synalar  (fluocinolone  acetonide)  Solution  0.01%,  20  cc.  and 
60  cc.  controlled  drop  dispensers. 

side  effects:  In  some  patients  with  dry  lesions,  solution  may  increase  dry- 
ness, scaling  or  itching.  Application  to  denuded  or  fissured  areas  may 
produce  burning  or  stinging. 

precautions:  Although  propylene  glycol  has  antimicrobial  activity,  infect- 
ed lesions  require  appropriate  evaluation  and  therapy. 
contraindications:  Tuberculous,  fungal  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  varicella).  Not  for  ophthalmic  use. 

an  original  steroid  from 
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held  in  Eugene,  October  13-17  and  plans  being 
made  for  the  1965  Annual  Meeting  to  be  held  in 
Portland,  September  21-25. 

In  the  report.  Dr.  Scott  also  called  attention  to 
the  fact  that  the  1966  Annual  Meeting  is  to  be 
held  in  Portland,  September  27-October  1 in  con- 
junction with  the  National  Congress  on  Occupa- 
tional Health  to  be  sponsored  by  the  Department 
of  Occupational  Health  of  the  American  Medical 
Association  and  will  also  involve  the  Pacific  North- 
west Industrial  Health  Conference,  the  Annual 
Meeting  of  the  Northwest  Academy  of  Occupational 
Health  and  the  Sommer  Memorial  Lecture  Founda- 
tion. Inasmuch  as  it  is  also  necessary  for  the  Associ- 
ation to  participate  in  planning  for  the  combined 
1966  meeting,  the  Committee  recommended: 

That  the  Committee  be  authorized  to  repre- 
sent the  Association  in  such  conferences  which 
may  be  necessary  in  planning  the  1966  annual 
session. 

It  was  voted  that  the  Committee  on  Annual 
Session  be  authorized  to  represent  the  Association  in 
such  conferences  as  may  be  required  to  plan  for 
the  combined  meetings  to  be  held  in  conjunction 
with  the  Association’s  1966  Annual  Session. 

AMP  AC  Resolution  to  be  Presented  at  Clinical  Session 

Max  H.  Parrott,  Delegate  to  the  American  Medi- 
cal Association  and  Chairman  of  the  Board  of 
Directors  of  the  Oregon  Medical  Political  Action 
Committee,  presented  the  following  resolution  with 
the  recommendation  that  it  be  approved  for  intro- 
duction at  the  1964  Clinical  Meeting  of  the  House 
of  Delegates  of  the  American  Medical  Association 
to  be  held  in  Miami  Beach,  November  30-Decem- 
ber  2: 

WHEBEAS,  the  American  Medical  Association 
fostered  the  establishment  of  a voluntary,  non- 
profit, bi-partisan,  and  unincorporated  organization 
to  promote  political  education  and  political  action 
known  as  the  American  Medical  Political  Action 
Committee  (AMPAC);  and, 

WHEREAS,  physicians  in  all  50  states  of  the 
United  States  and  the  District  of  Columbia  have 
formed  independent,  non-profit,  bi-partisan,  volun- 
tary and  unincorporated  political  action  committees; 
and, 

WHEREAS,  physicians,  their  wives  and  friends 
have  taken  a new  interest  in  politics  as  citizens  large- 
ly due  to  the  effective  programs  sponsored  by  the 
aforementioned  organizations;  and, 

WHEREAS,  membership  in  AMPAC  and  state 
political  action  committees  is  open  to  physicians, 
their  wives  and  friends,  and  such  persons  are  en- 
titled to  a ready  opportunity  to  join;  and, 

WHEREAS,  the  Pennsylvania  Medical  Society 
has  permitted  such  a ready  opportunity  by  author- 


izing the  inclusion  of  a voluntary  non-deductible 
contribution  to  political  action  on  the  Society’s  an- 
nual dues  billing  statement;  and, 

WHEREAS,  a number  of  other  state  medical 
associations  have  approved  similar  arrangements; 
and, 

WHEREAS,  the  number  of  voluntary  member- 
ships in  AMPAC  and  state  political  action  com- 
mittees is  considerably  higher  in  states  where  such 
voluntary  billing  procedures  have  been  adopted, 
especially  in  Pennsylvania;  now,  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of 
the  American  Medical  Association  does  hereby  com- 
mend those  states  that  have  established  voluntary 
billing  procedures;  and,  be  it  further 

RESOLVED,  that  this  House  of  Delegates  strong- 
ly urge  all  state  medical  associations  to  approve 
similar  plans  to  assure  the  continued  growth  and 
success  of  AMPAC  and  state  political  action  com- 
mittees, and  further  that  such  action  be  taken  as  a 
tribute  to  the  dedicated  physicians  who  have  given 
so  much  of  their  time  to  personal  solicitation  pro- 
grams during  the  first  three  years  of  the  political 
action  movement. 

Professional  Income  Tax  Solution  Sought 

Daniel  K.  Billmeyer,  the  Immediate  Past  Presi- 
dent, called  attention  to  the  action  of  the  City  of 
Portland  in  levying  its  business  and  professional  in- 
come tax  on  physicians  practicing  in  Clackamas 
County  and  requested  that  the  Association  investi- 
gate the  circumstances  which  have  led  the  City  of 
Portland  to  take  this  action. 

Mr.  Coughlin  explained  that  all  physicians  and 
others  subject  to  the  tax  who  derive  income  from 
services  rendered  within  the  corporation  limits  of 
Portland  are  probably  subject  to  the  tax.  Mr.  Cough- 
lin advised  that  at  the  request  of  the  Association  and 
the  Multnomah  County  Medical  Society,  the  latter 
on  behalf  of  physicians  practicing  in  Multnomah 
County  but  outside  the  City  Limits  of  Portland,  he 
had  been  working  with  the  appropriate  officials  of 
the  City  of  Portland  to  develop  an  equitable  ar- 
rangement for  the  application  of  the  tax.  He  empha- 
sized again  that  the  tax  would  apply  only  to  that 
portion  of  a physician’s  income  derived  from  serv- 
ices rendered  inside  the  City  of  Portland,  such  as 
in  a hospital  so  located. 

Mr.  Coughlin  was,  thereupon,  asked  to  prepare  a 
statement  regarding  the  application  of  the  tax  which 
can  be  supplied  to  each  physician  who  may  become 
involved. 

O.M.A.  to  Host  Seniors 

The  Board  voted  to  adopt  the  recommendation 
of  the  Committee  on  Medical  Education,  “that  the 
Annual  Senior  Medical  Student  Dinner  be  held  on 
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the  evening  of  Saturday,  January  9,  1965  and  that 
all  members  of  the  Board  of  Trustees  be  invited 
and  strongly  urged  to  attend.” 


member  of  the  Multnomah  County  Medical  Soci- 
ety since  1950. 

A former  vice-president  of  the  Oregon  Medical 
Association,  Dr.  Lindgren  served  for  the  past  year 
as  chairman  of  its  Public  Relations  Committee.  He 
is  a past  president  of  the  Pacific  Northwest  Society 
of  Plastic  and  Reconstructive  Surgery. 


OBITUARIES 


VERNER  V.  LINDGREN,  M.D. 


president  installed 

Verner  V.  Lindgren,  a Portland  plastic  surgeon, 
was  installed  as  79th  president  of  the  Multnomah 
County  Medical  Society  at  its  annual  meeting  Tues- 
day, December  1,  in  the  Benson  Hotel.  He  suc- 
ceeds Raymond  M.  Reichle,  a Portland  general 
practitioner.  Dr.  Lindgren  was  named  president- 
elect a year  ago. 

Guest  speaker  at  the  banquet  was  Nicholas  P. 
Dallis,  of  Scottsdale,  Arizona.  A former  practicing 
psychiatrist.  Dr.  Dallis  now  devotes  full  time  to  the 
authorship  of  three  nationally-syndicated  comic  strips 
he  created:  Rex  Morgan,  M.D.,  Judge  Parker  and 
Apartment  3-G.  His  topic  was  “Life  Among  the 
Comic  Strip  Heroes  and  Heroines.” 

The  new  Multnomah  County  Medical  Society 
president  was  graduated  from  the  University  ot 
Minnesota  Medical  School  in  1945.  Following  his 
internship  at  Good  Samaritan  Hospital  in  Portland, 
Dr.  Lindgren  spent  the  next  eight  years  in  the  armed 
forces  and  in  residency  training  at  the  Percy  Jones 
Army  Hospital  in  Michigan,  Good  Samaritan  Hos- 
pital in  Portland,  and  at  Walter  Reed  Army  Hos- 
pital in  Washington,  D.C.,  where  he  was  Chief  of 
Plastic  Surgery.  Dr.  Lindgren  is  certified  by  the 
American  Board  of  Plastic  Surgery.  He  has  been  a 


dr.  william  w.  ornduff,  assistant  professor  of 
pediatrics  at  University  of  Oregon  Medical  School, 
died  October  5.  He  served  in  World  War  11  as  a 
flight  surgeon  with  the  Air  Corps  in  England 
after  graduation  from  UOMS  in  1937  and  his  intern- 
ship. Dr.  Ornduff  was  secretary-treasurer  of  Oregon 
Chapter  of  American  Academy  of  Pediatrics.  He 
was  54. 

dr.  robert  buckmaster,  who  had  practiced  in 
Portland  since  1953,  died  November  14.  An  ortho- 
pedic surgeon,  he  had  served  as  instructor  in  ortho- 
pedic surgery  at  University  of  Oregon  Medical 
School  and  was  orthopedic  consultant  to  the  State 
Crippled  Children’s  Division  and  part-time  ortho- 
pedic examiner  for  State  Industrial  Accident  Com- 
mission. Dr.  Buckmaster  was  graduated  from  New 
York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals  in  1944.  He  was  47. 

dr.  maurice  f.  gourley,  62,  died  September  21 
of  cerebrovascular  thrombosis.  A psychiatry  special- 
ist, he  resided  in  Portland,  where,  in  1929,  he 
graduated  from  University  of  Oregon  Medical 
School. 

dr.  Joseph  milton  murphy,  71,  past-president  of 
Multnomah  County  Medical  Society  and  Oregon 
Medical  Association,  died  November  7 . He  began 
practice  in  Portland  in  1919  and  was  formerly 
chief-of-staff  of  St.  Vincent  Hospital.  His  degree 
was  awarded  by  Creighton  University  School  of 
Medicine  in  1917.  He  was  retired  from  active  prac- 
tice. 

dr.  frank  l.  rector,  85,  died  August  18  in  Port- 
land. He  was  graduated  from  George  Washington 
University  School  of  Medicine,  Washington,  D.C.,  in 
1907.  Death  was  due  to  coronary  thrombosis  with 
myocardial  infarction,  general  arteriosclerosis,  and 
diabetes  mellitus. 

dr.  frank  e.  hume,  1898  graduate  of  College  of 
Physicians  and  Surgeons,  died  August  3.  He  resided 
in  Molalla,  Oregon  and,  at  92,  was  retired  from  an 
active  practice.  Death  was  due  to  cerebral  thrombosis 
and  cerebral  arteriosclerosis. 

continued  on  page  923 
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when  preoperative  fear  reflects 


the  intensity  of  your  patient’s  tension... 


"ATA  rtix 


(hydroxyzine  HCl)3L, 

for  any  age-for  any  stage  of  anxiety 


Powerful  enough  to  ensure  easy  acceptance  of  surgery  and  anesthesia 

Calm,  cooperative  quiescence  is  the  state  induced  in  apprehensive  surgical 
patients  premedicated  with  hydroxyzine  HCI.  Among  its  other  advantages  are 
the  added  antiemetic  property  which  minimizes  postoperative  vomiting,  and 
its  mild  potentiating  action  which  frequently  reduces  requirements  for  adjunc- 
tive narcotics. 

Safety  record  permits  use  in  children  and  debilitated  geriatric  patients 

Even  after  extensive  use  in  patients  ranging  from  very  young  to  very  old,  Atarax 
(hydroxyzine  HCI)  has  maintained  an  outstanding  record  of  safety. 

No  matter  how  anxiety  manifests  itself,  or  how  severe  it  is,  you  can  count  on  hy- 
droxyzine HCI  for  rapid,  effective  relief.  The  wide  variety  of  dosage  forms  makes 
administration  flexible  by  any  standards  of  convenience,  patient  preference,  or 
emergency  requirements  within  the  recommended  dosage.  You  can  adjust  the 
dosage  to  whatever  level  best  controls  your  patient's  degree  of  anxiety.  Oral  dos- 
age for  adults  ranges  from  25  mg.  t.i.d.  to  1 00  mg.  q.i.d.  Recommended  dosage: 

1 00  mg.  to  1 50  mg.  daily  in  divided  doses.  The  daily  oral  dosage  for  children  6 
years  and  under  is  50  mg.  in  divided  doses;  for  those  over  6 years,  50-100  mg. 
in  divided  doses. 


FOR  EVERY  DEGREE  OF  ANXIETY,  IN  PATIENTS  UNDER  6 TO  OVER  60 


Contraindications:  Hydroxyzine  parenteral  solu- 
tion is  intended  only  tor  intramuscular  or  intra- 
venous administration  and  should  not,  under 
any  circumstances,  be  injected  subcutaneously 
or  intraarterially.  Precautions:  Hydroxyzine  may 
potentiate  the  action  of  central  nervous  system 
depressants,  narcotics  such  as  meperidine,  and 
barbiturates.  In  conjunctive  use,  dosage  for  these 
drugs  should  be  decreased.  Because  drowsiness 
may  occur,  patients  should  be  cautioned  against 
driving  a car  or  operating  dangerous  machinery. 
The  usual  precautions  for  intramuscular  injec- 
tion should  be  followed;  soft  tissue  reactions 
have  rarely  been  reported  when  proper  tech- 
nique has  been  used.  On  intravenous  injection 
a few  instances  of  digital  gangrene  have  oc- 
curred distal  to  the  injection  site  considered  to 
be  due  to  inadvertent  intraarterial  injection  or 


periarterial  extravasation.  Therefore,  particular 
caution  should  be  observed  when  hydroxyzine 
parenteral  solution  is  administered  intrave- 
nously to  insure  injection  only  into  intact  veins; 
avoid  either  intraarterial  injection  or  extravasa- 
tion. Intravenous  administration  should  be  ac- 
complished slowly,  no  faster  than  25  mg.  per 
minute,  and  not  to  exceed  100  mg.  in  any  single 
dose.  Adverse  reactions:  Drowsiness  may  occur 
which  is  usually  transitory,  disappearing  spon- 
taneously in  a few  days  with  continued  therapy 
or  correctable  by  dosage  reduction.  Dryness  of 
the  mouth  may  be  seen  with  higher  doses.  In- 
voluntary motor  activity  has  been  reported  in 
some  hospitalized  patients  on  higher  than  rec- 
ommended dosage. 

More  detailed  professional  information  available 
on  request. 


New  York,  N Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for 

the  World’s  Well-Being® 


In  any  condition  where  tissue  depletion  of  the  water-soluble  vitamins  is  suspected, 
Rx  RoeriBeC®  therapeutic  B-complex  with  500  mg.  of  vitamin  C. 


SPECIAL  ARTICLE 

A Psychiatrist  Reviews  the  Battered  Child  Syndrome  and 

y y 

Mandatory  Reporting  Legislation 

JAMES  T.  CORBETT,  M.D.  Seattle,  Washington 


The  past  six  years  has  seen  a great  increase  in 
professional  and  public  interest  in  child  welfare.  One 
highly  publicized  aspect  of  this  concern  has  been 
the  number  of  professional  papers  and  press  articles 
about  the  so-called  battered  child  syndrome.  Profes- 
sional interest  in  this  age  old  tragedy  apparently 
came  principally  from  the  pediatrician.  His  interest 
appears  to  have  been  aroused  by  the  attempts  to 
interpret  many  varied  and  bizarre  fractures  appear- 
ing in  children  before  the  age  of  three. 

The  first  paper  I noted  was  published  in  1958. 
This  excellent  case  review  dealt  particularly  with 
interpretation  of  a variety  of  fractures  resulting 
from  assaults  by  parents  or  parental  surrogates.1 
Miller  separated  the  cause  of  these  fractures  in  chil- 
dren from  scurvev,  rickets,  syphilis  and  many  less 
well-defined  diseases.  He  recommended  more  careful 
history  taking  to  determine  whether  the  cause  was 
adult  mistreatment  of  a child.  He  described  repeti- 
tion of  injuries  in  the  same  child  and  discussed 
difficulties  of  the  social  agencies  in  prevention  of 
re-occurrence  of  these  brutal  attacks. 

The  American  Academy  of  Pediatrics,  in  a sym- 
posium at  Chicago,  October,  1961,  discussed  extent 
of  the  medical  problems  surrounding  the  battered 
child.  One  of  the  results  of  this  discussion  was 
emphasis  on  need  for  physicians  to  be  alert  to  such 
conditions  so  that  repetition  could  be  avoided  by 
proper  referral  to  a social  or  legal  agency. 

Another  article  introduced  the  term  battered  child 
syndrome  and  conscientiously  attempted  to  conduct 
a nationwide  survey  of  hospitals  and  district  attor- 
neys as  to  the  numbers  of  children  injured  or  killed 
yearly  by  parental  violence.2 

Ten  Bensel  and  Raile  called  attention  to  a study  by 
the  Massachusetts  Society  for  the  Prevention  of 
Cruelty  to  Children,  in  1960,  which  revealed  that 
only  9 per  cent  of  willfully  injured  children  were 
referred  by  physicians.3  They  assumed  that  physi- 
cians had  much  greater  knowledge  of  parental,  or 
parental  surrogate,  guilt  than  had  been  reported. 
They  further  pointed  to  a study  by  De  Francis 
indicating  that  81  per  cent  of  these  patients  were 


under  the  age  of  four  and  that  parents  were  respon- 
sible for  73  per  cent  of  the  injuries  and  76  per  cent 
of  the  resulting  fatalities.  Sociologically,  these  injur- 
ies were  not  noted  in  any  specific  stratum  of  society. 

Fontana  was  particularly  sincere  in  his  regard  for 
the  physician’s  responsibility  and  the  necessity  for 
mandatory  reporting  of  cases  of  physically  abused 
children.4  5 His  statistics  indicated  that  most  of  the 
abused  children  had  been  subjected  to  repeated  vio- 
lence and  that  relatively  few  had  been  victims  of  a 
single  attack.  Investigation  of  these  cases  was 
stressed  as  a method  of  preventing  repetition  of 
injuries.  He  illustrated  with  cases  of  battered  chil- 
dren released  from  medical  treatment  who,  after 
being  returned  to  their  original  environment,  were 
later  brought  back  with  similar  but  fatal  injuries. 

Reinhart  placed  the  burden  of  responsibility  for 
proper  legislation  upon  the  physician.0  He  presented 
the  pros  and  cons  of  a mandatory  reporting  law. 

An  advantage  stressed  was  that  such  a statute, 
by  disallowing  choice,  would  prevent  the  physician 
being  tom  between  his  duty  as  a healer  and  his  re- 
sponsibility as  a citizen.  Particular  disadvantages, 
such  as  failure  of  the  law  to  protect  other  siblings  in 
the  home,  parental  postponement  of  essential  medical 
treatment  to  avoid  investigation,  and  stimulation  of 
increased  hostility  toward  the  accusing  child,  were 
weighed  against  the  advantages. 

discussion 

In  the  following  paragraphs  I should  like  to 
present  my  impressions,  as  a psychiatrist,  of  the 
medical  literature  on  the  willfully  injured  child. 

A serious  psychiatric  condition  in  the  parent  is 
rapidly  becoming  a pediatric  or  social  justice  prob- 
lem due  to  what  appears  to  be  a lack  of  communi- 
cation within  the  specialties. 

I therefore  briefly  relate  my  professional  experi- 
ence with  the  cause  and  nature  of  this  illness.  This 
psychiatric  syndrome,  which  may  reach  homicidal 
proportions,  obviously  rises  from  a multiplicity  of 
emotional  sources.  The  most  common  of  these,  occur- 
ring in  the  father  is  termed  identification  with  the 
aggressor.  This  is  descriptive  of  a condition  wherein 
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the  destructive  parent  involved  was  beaten  as  a 
child.  This  parent  identifies  himself  with  the  brutal- 
ity of  his  own  parent  and  retaliates  through  his  own 
child.  Commonly,  a factor  of  alcoholism  or  severe 
marital  stress  is  involved. 

The  mother’s  conflict  more  commonly  is  reflected 
in  her  jealousy  toward  a male  child,  as  an  expression 
of  her  hostility  toward  a male  sibling  or  identifica- 
tion of  herself  with  her  own  mother  and  her  mother’s 
hatred  toward  her  father.  These  women  most  usually 
carry  a marked  hostility  toward  their  own  husbands, 
with  whom  they  are  unable  to  obtain  satisfactoiy 
relationship. 

A less  frequently  encountered  situation  is  seen 
when  the  child  is  regarded  as  the  cause  of  an  un- 
wanted marriage,  that  is,  when  premarital  inter- 
course resulting  in  pregnancy  has  forced  marriage 
upon  unwilling  subjects.  Mounting  hostility  toward 
the  enforced  unhappiness,  or  deeper  psychological 
conflict,  may  be  expressed  toward  the  unfortunate 
child,  rather  than  toward  the  mate  or  the  parents 
who  insisted  upon  the  disastrous  union. 

The  cause  seen  least  frequently  in  my  practice, 
has  been  emotional  or  physical  deprivation  in  a 
parent  who  sees  the  dependent  child  as  a threat 
to  her  own  meagre  line  of  existence  and  who  strikes 
out  at  the  child  with  the  stored  up  hostilities  felt 
toward  those  considered  responsible  for  the  depriva- 
tion. 

The  simplified  cause  of  these  brutalities  would 
thus  appear  to  be  the  transfer  of  severe  hostilities 
from  another  source  to  the  helpless  child. 

The  number  of  children  physically  involved  has 
been  significantly  lower  than  anticipated  consider- 
ing the  extent  of  mental  illness  in  the  populace  as 
a whole. 

This  imbalance  is  corrected  when  focus  is  shifted 
from  the  dramatic  battered  child  to  the  infinitely 
more  common  emotionally  disturbed  child. 

Reflection  further,  in  a review  of  my  professional 
experience,  has  revealed  only  a small  percentage 
of  patients  who  have  suffered  the  type  of  physical 
abuse  as  described  in  the  battered  child  syndrome. 
Those  patients  who  suffered  extensive  physical 
trauma  often  had  far  less  difficulty  in  developing 
helpful  insights  toward  their  conflicts  than  those 
exposed  to  the  usual  subtle,  emotional  traumas.  I 
would  conclude  that  the  greatest  danger  in  inflicting 
a serious  psychological  wound  comes,  not  from 
the  physical  but,  from  the  subtle  psychological 
traumas  that  are  continuous  and  persistent  and  often 
termed  laudable  by  society  witnessing  these  insults. 
The  emphasis  on  physical  trauma  over  emotional 
trauma  unfortunately  is  clearly  recognizable  in  the 
present  interest  in  the  battered  child. 

The  age  group  of  affected  children  (under  four 
years)  would  appear  inconsistent  with  my  psychi- 


atric experience  and,  in  my  mind,  can  only  be  ex- 
plained by  the  facts  that  children  at  these  ages  are 
less  able  to  defend  themselves  or  are  more  fragile. 

In  my  experience  parental  hostility  which  reaches 
such  dangerous  proportions  will  more  commonly 
develop  when  children  are  teenagers  or  of  a specific 
age  relating  to  factors  in  the  parent’s  inner  conflict. 
This  hostility,  except  possibly  in  an  indigent  or 
psychotic  parent,  usually  involves  only  one  child, 
or  a child  of  a certain  sex,  in  the  family. 

conclusions 

The  battered  child  syndrome  must  be  considered 
as  a psychiatric  problem  in  the  parent  as  well  as  a 
medical  problem  in  the  child.  The  parent  should 
be  considered  the  prime  target  for  psychiatric  assist- 
ance. Referral  of  these  matters  to  the  police  tends 
to  further  the  misconception  that  the  psychiatrically 
ill  are  primarily  criminal  in  intent. 

The  so-called  model  laws,  purported  to  correct 
these  conditions,  appear  to  act  in  the  direction  of 
less  medical  care  for  the  children  and  to  drive  the 
parent  even  further  from  psychiatric  help. 

The  reporting  of  such  cases  is  no  end  in  itself.  No 
matter  what  the  future  legislature  may  be,  patient 
care  cannot  be  delegated  to  individuals  not  trained 
or  oriented  to  handle  it.  A truly  criminal  act  cer- 
tainly would  present  no  conflict  in  a physician’s  mind 
as  to  management.  The  matter  of  medical  manage- 
ment of  a psychiatric  condition  in  a parent  should 
present  an  entirely  different  question  to  the  physi- 
cian. 

Parental  responsibility  is  essential  to  effective 
treatment  of  the  psychiatric  condition  involving 
hostile,  aggressive  feeling  toward  the  child.  The 
medical  attitude  must  be  one  of  encouraging  effec- 
tive treatment  rather  than  punitive  action.  The 
unrealistic  impression  that  foster  homes  offer  the 
most  practical  solution  is  not  valid  until  many  sta- 
tistics are  gathered  as  to  what  the  foster  home  may 
represent  to  the  child,  recognizing  as  well  the 
marked  limitation  in  number  of  reasonably  normal 
foster  homes. 

An  equally  dangerous  misconception  to  be  cor- 
rected is  that  all  emotionally  ill  parents  are  bad 
parents  and  potentially  physically  or  emotionally 
harmful  to  their  offsprings.  A graphic  illustration 
contrary  to  such  a view  was  recently  presented  by 
Grunebaum  and  Schell.7  Severely  disturbed  mothers 
were  united  with  their  infants  and  effectively  treat- 
ed in  a hospital  setting  while  caring  for  their  chil- 
dren. These  studies,  even  though  small  in  number, 
would  indicate  that  the  child  was  not  harmed  by 
exposure  to  the  disturbed  parent  and  probably  was 
more  effectively  cared  for  by  this  loving  parent, 
than  he  would  have  been  in  a foster  home  or  by  a 
parent  substitute. 
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It  is  well  to  remember  that  humanity  is  guilty, 
to  some  degree  or  less,  of  being  disturbed,  and  that 
this  is  a guilt  that  will  continue  from  generation  to 
generation.  It  is  apparent  that  our  society  is  at  least 
recognizing  emotional  sickness  and  is  giving  most 
children  better  opportunity'  to  become  more  healthy 
adults.  It  would  seem  that  this  watering  down  of 
emotional  sicknesses  will  lessen  the  possibility  of 
deficiencies  and  inadequacies  being  carried  so  com- 
pletely to  the  next  generation.  Determining  who  is 
to  blame  for  scars  so  vividly  portrayed  in  the  parent 
of  the  battered  child  is  indeed  difficult.  The  tragedy 
lies  not  only  in  what  was  done  to  the  child  but  why 
it  was  done.  ■ 

905  Cobb  Bldg.  (98101) 
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“Extremism”  in  Drug  Regulations? 

Of  great  importance  to  the  public  at  large,  physicians  and  the  drug  industry  is 
the  increasingly  heavy  hand  of  restrictions  being  laid  upon  the  pharmaceutical  industry. 
The  question  is  not  a matter  of  whether  certain  rules  and  regulations  ought  to  be 
followed  in  the  testing  and  marketing  of  drugs,  but  how  strict  should  they  be.  Or  to 
put  it  another  way— how  “extreme”  should  such  directives  be— very  mild  and  loose 
(ultra-right?)  or  very  tight  and  restrictive  (ultra-left?). 

Joseph  P.  Schaefer,  M.D.  in  New  Physician, 
13:10  (October)  1964 
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continued  from  page  917 

dr.  harry  page,  87,  died  July  9.  His  degree  was 
granted  by  Harvard  Medical  School  in  1905,  he 
was  licensed  in  Oregon  in  1907 . Dr.  Page  resided  in 
Milwaukie.  Death  was  due  to  carcinoma  of  prostate 
with  metastasis  and  term  embolism. 


dr.  harlan  f.  ong,  91,  died  November  18  in 
Portland.  Born  in  Ohio,  his  family  moved  to  Ore- 
gon when  Dr.  Ong  was  15.  Following  graduation 
from  Willamette  University,  Medical  Department 
in  1901,  he  was  surgeon  for  Southern  Pacific  Rail- 
road in  Lane  County  for  three  years.  He  then 
began  private  practice,  retiring  in  1956  after  55 
years  of  service.  Dr.  Ong  was  on  the  staffs  of  Good 
Samaritan  and  Holladay  Park  Hospitals. 


To  Clear  The  Air 

As  an  economic  doctrine,  Keynesianism  is  now  dead.  But  the  serious  errors  and 
misunderstandings  of  fundamental  issues  of  economics  that  made  its  emergence  and 
its  fleeting  success  possible  still  prevail.  There  remain  with  us  many  empty  slogans 
and  illusory  concepts  that  easily  mislead  those  seeking  a satisfactory  interpretation  of 
phenomena.  It  is  necessary  to  clear  away  the  debris  of  the  Keynesian  structure  in  order 
to  open  the  way  for  a correct  grasp  of  the  principles  of  the  market  and  the  functioning 
of  price  flexibility. 

Ludwig  von  Mises,  in  The  Freeman,  January,  1964 
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RECOGNIZE 
THIS  PATIENT? 


Indications:  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety,  insomnia,  and  related  symptoms.  Contraindications: 
Benactyzine  hydrochloride  is  contraindicated  in  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring 
alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually 
after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal  Side  effects:  Side  effects  associated  with  ‘Deprol’  have  consisted 
primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and  nausea.  Benactyzine  hydrcchlortde  - Benactyzine  hydrochloride,  particularly  in  high  dosage, 
may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred 
vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria. 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
"energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol' 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES / Cranbury,  N.  J. 


CO-3561 


Meprobamate-  Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after 
one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  meprobamate  dosage.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  Increased  gradually  to  six  tablets  daily  and  reduced  gradually  to  maintenance  levels  upon  estab- 
lishment of  relief  Doses  above  six  tablets  daily  are  not  recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  in  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine  hydrochloride  1 mg.  Before  prescribing,  consult  package  circular. 
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WASHING  T OA 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  i, Washington 

president  Roland  D.  Pinkham,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting  September  12-15,  1965,  Seattle 


ACS  Plans  Four  Day  Meeting 

The  American  College  of  Surgeons  has  announced 
a four  day  meeting  to  be  held  in  Seattle,  March 

8-11,  1965.  Scope  of  the 
session  is  second  only  to 
that  of  the  annual  Clin- 
ical Congress  held  by 
the  College  and  all  fields 
of  surgery  will  be  cov- 
ered. A long  list  of 
speakers  includes  surg- 
eons from  all  parts  of 
the  country,  with  the 
Pacific  Coast  well  rep- 
resented. Topics  covered 
will  include  general 
j.  engelbert  dunphy  surgery,  plastic  surgery, 

President,  ACS  neurosurgery,  urology, 

obstetrics  gynecology,  ophthalmology,  otorhinolaryn- 
gology, thoracic  surgery,  orthopedic  surgery,  and 

proctology.  In  addition  to  papers  in  these  fields 
there  will  be  demonstrations,  instruction  in  tech- 
niques, panel  discussions,  films,  and  a technical 
exhibit. 

General  Chairman  for  the  meeting  is  Edward  B. 
Speir,  of  Seattle. 


Diabetes  Mellitus 

The  third  annual  postgraduate  course  in  diabetes 
mellitus  will  be  offered  by  the  Virginia  Mason 
Hospital,  Department  of  Metabolism,  January  11- 
15.  The  course  will  be  limited  to  eight  registrants 
and  will  consist  of  five  half-days  of  intensive  in- 
dividualized instruction  in  current  concepts  and 
management  of  diabetic  patients.  The  course  is 
limited  to  mornings,  afternoons  will  be  free.  Empha- 
sis will  be  on  practical  management  of  the  diabetic 
patient  in  addition  to  a certain  amount  of  didactic 


material  to  be  presented  through  the  week.  For 
further  information  write  to  Joseph  H.  Crampton, 
M.D.,  Department  of  Metabolism,  Virginia  Mason 
Hospital,  Seattle,  Washington  98101. 


Common  Surgical  Problems 

The  Continuing  Medical  Education  Division  at 
the  University  of  Washington  School  of  Medicine 
announces  a course  to  be  given  January  21,  22, 
1965  entitled  Common  Surgical  Problems.  It  will  be 
held  in  the  Health  Sciences  Building  of  the  Medi- 
cal School.  The  course  will  present  current  concepts 
in  evaluation  and  management  of  some  common 
surgical  problems  in  areas  of  orthopedic  and  plastic, 
vascular,  and  abdominal  surgery. 

For  further  information  write  to  Mrs.  Alice 
Steen,  Administrative  Assistant,  Division  of  Post- 
graduate Medical  Education,  University  of  Wash- 
ington School  of  Medicine,  Seattle,  Washington 
98105. 


OBITUARIES 

dr.  llewellyn  cook,  1904  graduate  of  University 
of  Illinois  College  of  Medicine,  died  October  29  in 
Anacortes  where  he  had  practiced  since  1915.  He 
was  a past-president  of  Anacortes  Hospital  Asso- 
ciation and  was  past  chief-of-staff  of  Anacortes 
Hospital.  Dr.  Cook  was  84. 

dr.  Christian  melgard,  72,  native  of  Norway,  died 
in  Seattle  on  November  6 after  40  years  of  practice. 
He  was  a founder  of  Ballard  Hospital,  and  was 
named  doctor  emeritus  to  that  institution  just  prior 
to  his  death.  Dr.  Melgard  was  one  of  the  first  to 
teach  at  Harborview  County  Hospital.  He  was 
graduated  from  University  of  Oregon  Medical 
School  in  1936. 
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PRESIDENT’S  page 


ROLAND  D.  PINKHAM,  M.D. 


The  duties  of  a State  Medical  Association  should  be 
reviewed  from  time  to  time,  to  be  sure  it  is  ade- 
quately performing  its  responsibilities  to  the  public 
as  well  as  to  the  profession  as  intended.  Our  Con- 
stitution states  the  object  of  this  Association  is  “to 
promote  the  art  and  science  of  medicine  and  the 
betterment  of  public  health.”  To  best  appreciate 
this,  our  duties  can  be  divided  into  three  main  cate- 
gories: First,  to  conduct  the  routine  office  and  State 
Association  business;  second,  to  anticipate  and  form- 
ulate programs  and  policies  to  better  our  perform- 
ance in  carrying  out  our  objectives  and,  third,  to 
participate  in  local  and  national  political  activities 
to  insure  freedom  of  medical  care  from  govern- 
mental control. 

Not  much  need  be  said  about  the  first  category 
for  it  is  fairly  explicit  and  well  understood  by  our 
members.  However,  categories  two  and  three,  I be- 
lieve, warrant  some  amplification  at  this  time. 

To  anticipate  and  formulate  programs  to  carry 
out  our  Constitutional  objectives,  so  that  we  continue 
our  leadership  in  the  medical  care  field,  is  time  con- 
suming, costly,  and  demands  great  dedication  by  all 
concerned.  To  cite  some  of  these  programs,  the 
D.O.-M.D.  merger  has  demanded  untold  hours  of 
dedication  and  perserverance  by  Drs.  Laws  and 
Crystal,  and  is  now  an  accomplished  fact.  The 
dividends  of  this  accomplishment  will  become  more 
evident  to  you  as  time  goes  on. 

The  leadership  of  your  Association  in  the  mental 
health-mental  retardation  field  last  year  under 


Robert  Hunter,  conducted  a state-wide  conference 
with  ten  regional  conferences  in  cooperation  with 
local  and  state  agencies.  Our  position  in  this  field 
is  crystal  clear  for  this  is  a public  health  problem 
demanding  our  continued  attention.  Proposed  con- 
ferences for  this  coming  year  include  a state-wide 
conference  on  hospital  facilities  coordination.  This 
conference  is  still  in  the  blueprint  stage  but  more 
will  be  said  of  this  on  a later  date.  These  programs 
are  important  and  necessary,  but  costly.  We  cannot 
permit  ourselves  to  slacken  our  leadership  in  the 
health  care  fields,  but  to  promote  these  conferences 
requires  money.  We  have  been  fortunate  in  sharing 
the  costs  of  these  programs  with  other  cooperating 
groups  or  agencies  and  it  is  hoped  this  will  continue 
in  the  future.  It  still  remains,  however,  that  many 
times  the  lion’s  share  of  the  time  and  cost  will  be 
born  by  us.  I trust  I am  correct  in  assuming  this  type 
of  leadership  is  what  the  physicians  of  the  state 
desire  even  if  we  have  to  dig  a little  deeper  in  our 
pockets. 

The  third  category  of  activity  poses  some  difficult 
philosophical  problems.  I’m  sure  all  of  us  desire 
freedom  from  political  control  over  medicine,  but 
how  best  to  insure  this  concerns  us  deeply.  Neither 
party.  Democratic  or  Republican,  has  a right  to 
think  it  can  “control " the  thinking  in  this  field.  As 
a result  of  this,  AMPAC  was  born  as  a bipartisan 
approach  to  ward  off  the  dangers  of  socialization 
or  federalization  of  medicine.  Its  main  function  is 
to  support  candidates  to  state  and  federal  offices 
who  agree  with  our  expressed  philosophy.  It  does 
not  deal  with  state  issues  for  this  is  the  duty  of 
the  State  Legislative  Committee.  Considerable 
thought  has  gone  into  the  AMPAC  program  re- 
cently, but  no  change  is  currently  contemplated. 
The  need  for  nomination  and  election  of  clear  think- 
ing and  articulate  directors  to  the  AMPAC  Board 
is  most  important.  Support  from  the  Woman’s 
Auxiliary  is  always  welcome  and  we  hope  will  in- 
crease in  the  future.  The  fate  of  AMPAC  depends 
on  each  and  every  one  of  us  to  do  all  we  can  to 
enlighten,  support,  and  volunteer  our  services  to 
the  cause. 

The  extent  to  which  any  one  of  us  in  the  state 
medical  association  can  afford  the  time  and  money 
to  further  these  worthwhile  projects  is  not  unlimited, 
but  it  is  amazing  to  me  that  there  are  so  many  able 
and  dedicated  people  in  our  profession. 
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I 


IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 


president  Corwin  E.  Groom,  M.D.,  Pocatello 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-26,  1965,  Sun  Valleij 


South  Idaho  Medical  Service  Bureau 

The  Board  of  Directors  of  the  South  Idaho 
Medical  Service  Bureau,  Inc.,  held  its  first  meeting 
since  June,  in  Boise  on  Saturday,  November  21. 

Members  of  the  Board  of  Directors  include: 
Lloyd  S.  Call,  Pocatello,  President;  Russell  Tigert, 
Jr.,  Soda  Springs,  Vice-President;  William  D.  For- 
ney, Boise,  Secretary-Treasurer;  Joseph  M.  Thomas, 
Boise;  Kenneth  E.  Droulard,  Nampa;  F.  Wayne 
Schow,  Twin  Falls;  Maurice  E.  Scheel,  Wendell; 
P.  Blair  Ellsworth,  Idaho  Falls;  Ralph  G.  Goates, 
Blackfoot;  O.  D.  Hoffman,  Rexburg;  Quentin  W. 
Mack,  Boise;  A.  Curtis  Jones,  Boise,  and  Corwin  E. 
Groom,  Pocatello. 

Leonard  O.  Thompson,  Executive  Director,  re- 
ports enrollment  of  five  groups  in  the  combined 
program  of  the  South  Idaho  Medical  Service  Bureau 
and  Blue  Cross  with  approximately  215  subscribers. 
He  also  reported  on  a series  of  meetings  held  with 
physicians’  secretaries,  bookkeepers  and  reception- 
ists in  August  and  September  for  the  purpose  of 
discussing  the  joint  operation  of  the  two  programs. 
A total  of  277  attended  and  participated  in  the 
workshops. 


IHA 

New  officers  of  the  Idaho  Hospital  Association 
elected  at  the  organization’s  annual  meeting  at  Sun 
Valley  include:  President,  Mr.  L.  Clay  Boyd, 

Administrator,  Gritman  Memorial  Hospital,  Mos- 
cow; President-Elect,  Mr.  Elbert  E.  Gilbertson, 
Administrator,  St.  Luke’s  Hospital,  Boise;  Secretary- 
Treasurer,  Sister  Mary  Murial,  Administrator,  Lost 
River  Hospital,  Arco;  and  Mr.  John  Hutchinson, 
Boise,  Executive  Director. 

Medicine  and  Religion 

The  association’s  Medicine  & Religion  Commit- 
tee met  in  Boise  on  Sunday,  October  11  to  map 
plans  for  the  coming  year.  Harold  G.  Holsinger, 
Wendell,  Chairman,  said  the  Committee  approved 
plans  to  ask  each  society  to  designate  a Medicine 
& Religion  Committee;  to  encourage  local  meetings 
between  physicians  and  the  clergy;  and  to  arrange 
for  showings  of  the  new  AM  A film  “The  One  Who 
Heals.”  Members  of  the  committee,  in  addition  to 
Dr.  Holsinger,  include:  Henry  C.  Wesche,  Nampa; 
E.  F.  Sestero,  Boise;  Lester  J.  Peterson,  Rexburg, 
and  Fred  E.  Marienau,  Sandpoint. 


Hospital  Closes 

The  Wallace  Hospital,  last  privately-operated 
facility  in  Idaho,  ceased  operation  on  October  1 
after  having  served  the  area  since  1890. 

Paul  M.  Ellis  and  E.  E.  Gnaedinger,  operators 
of  the  hospital,  said  it  was  closed  because  it  was  no 
longer  economically  feasible  to  continue. 


Cancer  Society 

New  officers  of  the  Idaho  Division  of  the  Ameri- 
can Cancer  Society,  elected  at  the  organization’s 
annual  business  meeting  in  Boise  on  October  9, 
include:  President,  W.  W.  Benson,  Boise;  Presi- 
dent-Elect, Quentin  W.  Howard,  Boise;  Lay- 
President,  Mr.  Anton  E.  Dropping,  Boise;  Treas- 
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urer,  Mr.  Ralph  J.  Comstock,  Jr.,  Boise;  Secretary, 
Mrs.  Frank  H.  Spencer,  Burley;  and  Chairman  of 
Executive  Committee,  Robert  E.  Lloyd,  Boise. 

Physicians  serving  on  the  Board  of  Directors 
include:  W.  S.  Hayden,  Sandpoint;  Roland  D. 
Brooks,  Moscow;  A.  A.  Eugene  Pflng,  McCall; 
Samuel  C.  Taylor,  Nampa;  Claude  W.  Barrick, 
Boise;  Marion  V.  Klingler,  Gooding;  Eugene  H. 
Holsinger,  Burley;  Zach  A.  Johnson,  Salmon;  Jay 
P.  Merkley,  Pocatello;  O.  R.  Cutler,  Preston;  Taylor 
H.  Carr,  Idaho  Falls;  Robert  R.  Klamt,  St.  Anthony; 
A.  William  Kendall,  Twin  Falls;  Clark  T.  Parker, 
Pocatello;  E.  R.  W.  Fox,  Coeur  d’Alene;  Frank  W. 
Crowe,  Boise;  James  H.  Bauman,  Lewiston;  Terrell 
O.  Carver,  Boise;  Blaine  H.  Passey,  Rexburg;  H. 
Kent  Staheli,  Pocatello;  Ervine  S.  Bills,  Idaho  Falls; 
A.  Scott  Earle,  Sun  Valley,  and  John  C.  McCarter, 
Boise. 

Alfred  M.  Popma,  Boise,  is  an  Honorary  Life 
Member  of  the  Board  of  Directors  of  the  Society. 

State  Board  of  Medicine  Section 

Four  Temporary  Licenses  were  approved  during 
October.  Receiving  them  were: 

Janice  L.  Willms,  Gooding,  Graduate  of  Washing- 
ton University  School  of  Medicine,  St.  Louis,  June, 
1961.  Internship  St.  Luke’s  Hospital,  June,  1962. 
Residence  Internal  Medicine,  St.  Luke’s  and  Barnes 
Hospital,  St.  Louis,  June,  1964.  Granted  TL-329 
October  2,  1964.  Internal  Medicine. 

Delbert  E.  Scott,  Boise,  Graduate  of  University 
of  Oregon  Medical  School,  Portland,  June,  1959. 
Internship  Kansas  City  General  Hospital  & Medical 
Center,  June  1960.  Residency  in  Pathology,  St. 
Vincent’s  Hospital,  Portland,  present.  Granted  TL- 
330  October  9,  1964.  Pathology. 

Avery  D.  Pratt,  Jr.,  Mountain  Home  Air  Force 
Base,  Graduate  of  Western  Reserve  University 
School  of  Medicine,  Cleveland,  June,  1962.  Intern- 
ship Cincinnati  General  Hospital,  July,  1963.  Grant- 
ed TL-331  October  15,  1964.  General  Practice. 

John  C.  Day,  Twin  Falls,  Graduate  of  University 
of  Oklahoma  School  of  Medicine,  Oklahoma  City, 
June,  1959.  Internship  St.  John’s  Hospital,  Tulsa, 
June,  1960.  Residency  Obstetrics  and  Gynecology 
St.  John’s  Hospital,  July  1960-July  1963.  Granted 
TL-332  October  28,  1964.  Obstetrics-Gynecology. 


The  period  for  renewing  licenses  to  practice  medi- 
cine and  surgery  in  Idaho  ended  October  1,  with 
960  physicians  paying  the  renewal  fee  as  required 
by  law.  Of  this  total,  607  are  residents  of  Idaho 
while  353  live  outside  the  state.  Ten  licenses  were 
cancelled  for  non-payment  of  renewal  fee,  all  being 
out-of-state  physicians. 

The  next  regular  three-day  meeting  of  the  State 
Board  of  Medicine  for  the  purpose  of  conducting 
business  and  granting  licensure  will  be  held  in  Boise, 
January  13-15,  1965. 

Newly  Elected  Officers 

New  officers  of  the  North  Idaho  District  Medical 
Society  for  the  coming  year  are:  President,  James 
S.  Newton,  Lewiston;  Vice-President,  Roy  W.  East- 
wood,  Lewiston;  Secretary,  Richard  F.  Stack,  Lewis- 
ton; Board  of  Censors,  C.  S.  English,  Lewiston, 
Chairman;  Donald  E.  Adams,  Moscow;  and  Omer 
H.  Drury,  Troy;  Delegates,  John  F.  Barnes,  C.  S. 
English,  and  Carl  T.  Koenen,  Lewiston;  Donald 
E.  Adams  and  Roland  D.  Brooks,  Moscow;  Carter 
V.  Beghtol,  Orofino  and  John  E.  Rockwell,  Grange- 
ville. 

Welcome 

New  Members  of  North  Idaho  District  Medical 
Society  are:  Leland  F.  Hobbs,  Moscow,  Student 
Health  Service,  University  of  Idaho  and  Thomas 
A.  Lynch,  Moscow,  Radiology. 

OBITUARY 

dr.  rulon  beach  lindsay,  61,  of  Montpelier,  died 
September  17.  Born  in  Nounan,  Idaho,  June  5, 
1903,  Dr.  Lindsay  attended  the  University  of  Utah, 
Salt  Lake  City,  and  Northwestern  University 
Medical  School,  Chicago,  receiving  his  M.D.  degree 
on  June  10,  1932.  He  interned  at  the  Thomas  Dee 
Memorial  Hospital,  Ogden.  Prior  to  moving  to 
Montpelier,  Dr.  Lindsay  practiced  in  Cokeville, 
Wyoming  for  four  years.  He  received  his  license 
to  practice  medicine  and  surgery  in  Idaho  on  Oc- 
tober 10,  1936,  and  joined  with  Reed  J.  Rich  in 
establishing  the  Bear  Lake  Hospital  there.  He  was 
a past-president  of  the  Bear  River  Medical  Society 
and  had  served  as  Chief-of-Staff  of  the  Bear  Lake 
Memorial  Hospital  in  Montpelier. 


■N'A 
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BOOKS 


RECEIVED : The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Life  and  times  of  Emil  H.  Grubbe.  By  Paul  C.  Hodges, 
M.D.,  135  pp.  Illustrated.  Price  $3.95.  University  of  Chicago 
Press,  Chicago,  1964. 


Benjamin  Rush — physician,  patriot,  founding  father.  By 
Sarah  R.  Riedman  and  Clarence  C.  Green.  253  pp.  Illus- 
trated. Price  $4.50.  Abelard-Schuman,  New  York,  1964. 


Obstructing  acromion — underlying  diseases,  clinical  devel- 
opment, and  surgery.  By  Bernard  Diamond,  M.D.,  F.A.C.S., 
D.O.B.,  Orthopaedic  Surgery,  Fellow  International  College 
of  Surgeons.  212  pp.  Illustrated.  Price  $9.50.  Charles  C 
Thomas,  Springfield.  111.,  1964. 


Doctor's  easaccount  record  system — disbursements.  Price 
$4.00.  W.  B.  Saunders  Company,  Philadelphia,  Pa.,  1964. 


Doctor’s  easaccount  record  system — income.  Price  $5.50. 
W.  B.  Saunders  Company,  Philadelphia,  Pa.,  1964. 


Anesthetic  techniques  for  obstetrical  anesthesia  and  anal- 
gesia. By  Daniel  C.  Moore,  M.D.,  Director,  Department  of 
Anesthesiology,  The  Mason  Clinic;  Chief  of  Anesthesia, 
The  Virginia  Mason  Hospital,  Seattle,  Washington.  211  pp. 
Illustrated.  Price  $10.50.  Charles  C Thomas,  Springfield, 

111.,  1964. 


Surgery  of  the  breast.  By  Louis  H.  Jorstad,  M.D.,  F.A.C.S., 
F.I.C.S.,  Consulting  Surgeon.  St.  Luke’s  Hospital,  Missouri 
Baptist  Hospital,  and  Frisco  Employees’  Hospital  Associa- 
tion, St.  Louis,  Mo.:  Consulting  Surgeon,  Ellis  Fischel  State 
Cancer  Hospital,  Columbia,  Mo.  With  the  collaboraton  of 
Meredith  Jorstad  Payne,  M.D.,  F.A.C.S.,  Assistant,  Depart- 
ment of  Surgery,  Washington  University  School  of  Medi- 
cine. St.  Louis,  Mo.;  Associate  Surgeon,  St.  Luke’s  Hospital, 
St.  Louis,  Mo.;  Consulting  Surgeon.  Homer  G.  Phillips 
Hospital,  St.  Louis,  Mo.  220  pp.  Illustrated.  Price  $15.00.  C. 
V.  Mosby  Company,  St.  Louis,  Mo.,  1964. 


Clinical  serology.  By  Clois  W.  Bennett,  M.T.  (ASCP).  270 
pp.  Illustrated.  Price  $8.00.  Charles  C Thomas.  Springfield, 

111.,  1964. 


Bahama  International  Conference  on  Burns.  A Report  of 
the  Conference  on  Burns  Sponsored  by  the  Colonial  Re- 
search Institute  at  West  End,  Grand  Bahama,  March  23,- 
25,  1963.  209  pp.  Illustrated.  Price  $12.50.  Dorrance  & Com- 
pany, Philadelphia,  Pa.,  1964. 


Communicable  diseases — Arthropodborne  diseases  other 
than  malaria.  Volume  VII.  Medical  Department,  United 
States  Army.  Preventive  Medicine  in  World  War  II.  Pre- 
pared and  published  under  the  direction  of  Lieutenant 
General  Leonard  D.  Heaton,  The  Surgeon  General,  United 
States  Army;  Editor  in  Chief,  Colonel  John  Boyd  Coates, 
Jr.,  MC,  USA;  Editor  for  Preventive  Medicine,  Ebbe  Curtis 
Hoff,  Ph.D.,  M.D.;  Assistant  Editor,  Phebe  M.  Hoff.  M.A. 
397  pp.  Illustrated.  Price  $4.25.  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army,  Washington,  D.C.,  1964. 


Modern  nutrition  in  health  and  disease,  third  edition. 
Edited  by  Michael  G.  Wohl,  M.D.,  Chief  of  Nutrition 
Clinic,  Philadelphia  General  Hospital,  Clinical  Professor 
Emeritus  of  Medicine,  Temple  University  School  of  Medi- 
cine. Consultant  in  Medicine.  Albert  Einstein  Medical  Cen- 
ter, Philadelphia,  Pennsylvania;  and  Robert  S.  Goodhart, 
M.D.,  D.M.S.,  Scientific  Director,  The  National  Vitamin 
Foundation,  Inc.,  Physician-in-Charge,  Washington  Heights 
Nutrition  Clinic,  New  York  City  Department  of  Health, 
New  York,  New  York.  1282  pp.  Illustrated.  Price  $20.00. 
Lea  & Febiger,  Philadelphia,  1964. 


Brain — thyroid  relationships.  Edited  by  Margaret  P.  Camer- 
on, M.A.,  and  Maeve  O’Connor,  B.A.  117  pp.  Illustrated. 
Price  $1.95.  Little,  Brown  & Company,  Boston,  1964. 


Aetiology  of  diabetes  mellitus  and  its  complication.  Edited 
by  Margaret  P.  Cameron,  M.A.  and  Maeve  O'Connor,  B.A. 
405  pp.  Illustrated.  Price  $12.50.  Little,  Brown  & Company, 
Boston,  1964. 


The  visual  fields,  second  edition.  By  David  O.  Harrington, 
A.B.,  M.D.,  F.A.C.S.,  Clinical  Professor  of  Ophthalmology, 
University  of  California  School  of  Medicine,  San  Francisco, 
Consultant  in  Ophthalmology,  Veterans  Administration 
Hospital,  Fort  Miley,  San  Francisco.  386  pp.  Illustrated. 
Price  $16.00.  C.  V.  Mosby  Company,  St.  Louis,  Mo.,  1964. 


CUnical  neurology.  By  Frank  A.  Elliott,  M.D.,  F.R.C.P., 
Chief  of  Neurology,  TTie  Pennsylvania  Hospital,  Professor 
of  Clinical  Neurology,  University  of  Pennsylvania  School 
of  Medicine.  688  pp.  Illustrated.  Price  $12.50.  W.  B.  Saunders 
Company,  Philadelphia,  1964. 


Medical  illustration.  By  William  E.  Loechel,  Formerly 
Director,  Medical  Illustration  Department,  Henry  Ford 
Hospital;  Presently,  Director,  Medical  Illustration  Depart- 
ment, Wayne  State  University  School  of  Medicine,  Detroit, 
Michigan.  341  pp.  Illustrated.  Price  $14.50.  Charles  C 
Thomas,  Springfield,  111.,  1964. 


Biochemical  diseases  (Chemical  pediatrics).  By  I.  Newton 
Kugelmass,  M.D.,  Ph.D.,  Sc.D.,  Consultant  to  the  Depart- 
ments of  Health  and  Hospitals,  New  York  City;  Consultant 
Pediatrician,  Heckscher  Institute  for  Child  Health.  New  York 
City,  Manhattan  General  Hospital,  New  York  City,  North- 
woods  Sanatorium,  Saranac,  New  York,  Monmouth  Mem- 
orial Hospital,  Long  Branch,  New  Jersey,  Muhlenberg 
Hospital,  Plainfield,  New  Jersey,  Lynn  Memorial  Hospital, 
Sussex,  New  Jersey.  1229  pp.  Price  $35.50.  Charles  C 
Thomas,  Springfield,  111.,  1964. 


Septic  shock.  By  Hiroski  Hayasaka,  M.D.,  Associate  Pro- 
fessor of  Surgery,  Sapporo  Medical  College,  Sapporo, 
Japan;  and  John  M.  Howard,  M.D.,  Professor  of  Surgery, 
Hahnemann  Medical  College,  Philadelphia,  Pennsylvania. 
86  pp.  Illustrated.  Price  $5.00.  Charles  C Thomas,  Spring- 
field,  111.,  1964. 


Pain  in  the  chest.  By  William  H.  Wehrmacher,  M.D., 
F.A.C.P.,  F.A.C.C.  403  pp.  Illustrated.  Price  $14.00.  Charles 
C Thomas.  Springfield,  111.,  1964. 


Dysplasia,  carcinoma  in  situ  and  micro-invasive  carcinoma 
of  the  cervix  uteri.  Compiled  by  Laman  A.  Gray,  M.D., 
Professor  of  Obstetrics  and  Gynecology,  University  of 
Louisville  School  of  Medicine,  Louisville,  Kentucky.  452 
pp.  Illustrated.  Price  $22.50.  Charles  C Thomas,  Springfield. 

111.,  1964. 


Experience  in  renal  transplantation.  By  Thomas  E.  Starzl, 
Ph.D.,  M.D.,  Professor  of  Surgery,  University  of  Colorado 
School  of  Medicine;  Chief,  Surgical  Service,  Veterans  Ad- 
ministration Hospital,  Denver,  Colorado.  383  pp.  Illustrated. 
Price  $17.00.  W.  B.  Saunders  Company,  Philadelphia,  Pa., 
1964. 


Respiratory  function  in  disease.  By  David  V.  Bates,  M.D., 
(Cantab.),  M.R.C.P.  (London),  Associate  Professor  of  Med- 
icine, McGill  University;  Director,  Respiratory  Division, 
Joint  Cardiorespiratory  Service,  Royal  Victoria  Hospital  and 
Montreal  Children’s  Hospital;  and  Ronald  V.  Christie, 
M.D.  (Edinburgh),  M.Sc.  (McGill),  D.Sc.  (London),  Sc.D. 
(Dublin),  F.A.C.P.,  F.R.C.P.  (London),  F.R.C.P.  (C),  Pro- 
fessor and  Chairman  of  the  Department  of  Medicine,  Mc- 
Gill University;  Physician-in-Chief,  Royal  Victoria  Hospital. 
566  pp.  Illustrated.  Price  $15.50.  W.  B.  Saunders,  Philadel- 
phia, Pa.,  1964. 


Pediatric  procedures.  By  Walter  T.  Hughes,  Jr.,  M.D., 
Assistant  Professor  of  Pediatrics,  University  of  Louisville 
School  of  Medicine,  Louisville,  Kentucky.  208  pp.  Illus- 
trated. Price  $7.50.  W.  B.  Saunders  Company,  Philadelphia, 
Pa.,  1964. 


Common  bacterial  infections — pathophysiology  and  clinical 
management.  By  Edwin  J.  Pulaski,  Col.,  MC,  U.S.  Army; 
Director,  Division  of  Basic  Surgical  Research,  Institute  of 
Research,  Walter  Reed  Army  Medical  Center,  Washington 
D.C.  301  pp.  Illustrated.  Price  $8.50.  W.  B.  Saunders  Com- 
pany, Philadelphia,  Pa.,  1964. 
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Diagnostic  medical  mycology.  By  Leanor  D.  Haley.  Ph  D., 
Associate  Professor  of  Micro-biology,  Yale  University 
School  of  Medicine;  Director,  Nancy  Sayles  Day  Mycology 
Laboratory.  Grace-New  Haven  Community  Hospital,  Yale- 
New  Haven  Medical  Center.  204  pp.  Illustrated.  Price 
$6.00.  Appleton-Century  Crofts,  New  York,  1964. 

Marriage  counseling  in  medical  practice.  Edited  by  Ethel 
M.  Nash.  M.A.;  Lucie  Jessner,  M.D.;  and  D.  Wilfred  Abse, 
M.D.  368  pp.  Price  $8.00.  University  of  North  Carolina 
Press,  Chapel  Hill,  North  Carolina,  1964. 

An  introduction  to  electrocardiography.  By  Thomas  M. 
Blacke,  M.D.,  Associate  Professor  of  Medicine,  University 
of  Mississippi  School  of  Medicine.  143  pp.  Illustrated.  Price 
$4.95.  Appleton-Century  Crofts,  New  York,  1964. 

Thyroid  disorders.  By  I.  Proven  C.  Murray,  M.D..  F.R.C.P. 
(ED  ),  Physician  in  Thyroid  Endocrinology  and  Nuclear 
Medicine.  Prince  Henry  Hospital,  Sydney;  Senior  Lecturer 
in  Medicine,  University  of  New  South  Wales,  Sydney. 
Australia.  88  pp.  Illustrated.  Price  $3.50.  Charles  C Thomas, 
Springfield,  111.,  1964. 

The  cigarette  habit:  an  easy  cure.  By  Arthur  H.  Cain. 
Originally  published  as  “The  Cigarette  Habit”  under  the 
author's  pen  name,  Arthur  King.  106  pp.  Price  $.95. 
Dolphin  Books,  Doubleday  & Company,  Inc.,  Garden 
City,  New  York,  1964. 

Photo-neuro-endocrine  effects  in  circadian  systems  with 
particular  reference  to  the  eye.  Consulting  Editor,  Eliott  B. 
Hague,  pp.  1-645.  Illustrated.  New  York  Academy  of 
Sciences,  New  York,  1964. 


Computers  in  medicine  and  biology.  Consulting  Editor, 
Walter  E.  Tolies,  pp.  543-1140.  Illustrated.  Price  $9.00. 
New  York  Academy  of  Sciences,  New  York,  1964. 

Cellular  injury.  Edited  by  A.  V.  S.  DeReuck,  M.Sc.,  D.I.C., 

A. R.C.S.,  and  Julie  Knight,  B.A.  403  pp.  Illustrated.  Price 
$12.00.  Little,  Brown  and  Company,  Boston,  1964. 

Animal  Behaviour  and  drug  action.  Edited  by  Hannah 
Steinberg,  Ph.D.;  A.  V.  S.  de  Reuck.  M.Sc.,  D.I.C..  and 
Julie  Knight,  B.A.  491  pp.  Illustrated.  Price  $13.00.  Little, 
Brown  and  Company,  Boston,  1964. 

The  (old)  farmer’s  almanac.  Calculated  on  a new  and 
improved  plan  for  the  year  of  Our  Lord  1965.  By  Robert 

B.  Thomas.  96  pp.  Illustrated.  Price  $.35.  Yankee,  Inc., 
Dublin,  New  Hampshire,  1964. 

Report  of  the  commission  on  drug  safety.  228  pp.  Price 
$5.00.  Federation  of  American  Societies  for  Experimental 
Biology,  Washington,  D.C.,  1964. 

Proceeding  on  world  forum  on  syphilis  and  other  trepo- 
nematoses.  Washington,  D.C.  September  4-8,  1962.  Sponsors: 
American  Social  Health  Association,  American  Venereal 
Disease  Association,  U.S.  Department  of  Health,  Education 
and  Welfare  Public  Health.  521  pp.  Illustrated.  Price  $4.00. 
U.S.  Department  of  Health,  Education,  and  Welfare  Public 
Health  Service,  Communicable  Dsease  Center,  Venereal 
Disease  Branch,  Atlanta,  Ga„  1964. 


Coronary  case.  By  Rex  Edwards.  126  pp.  Price  $3.95.  Emer- 
son Books,  Inc.,  New  York,  1964. 


Post-lumbar  puncture  headaches.  By  Wallace  W.  Tour- 
tellotte,  M.D.,  Ph.D.,  Associate  Professor  of  Neurology, 
University  of  Michigan  Medical  School,  Ann  Arbor. 
Michigan;  Armin  F.  Haerer,  M.D.,  Teaching  Associate 
of  Neurology,  University  of  Michigan  Medical  School. 
Ann  Arbor,  Michigan;  Grant  L.  Heller,  M.D.,  Department 
of  Neurology,  Mount  Sinai  Hospital,  Cleveland,  Ohio;  and 
John  E.  Somers,  M.D.,  Clinical  Associate  in  Medical  Neur- 
ology, National  Institutes  of  Neurological  Diseases  and 
Blindness,  Bethesda,  Maryland.  120  pp.  Price  $5.50.  Charles 
C Thomas,  Springfield,  111.,  1964. 


Handbook  of  obstetrics  & gynecology.  By  Ralph  C.  Ben- 
son, M.D.,  Professor  of  Obstetrics  and  Gynecology  and 
Chairman,  Department  of  Obstetrics  and  Gynecology, 
University  of  Oregon  Medical  School,  Hospitals,  and 
Clinic,  Portland,  Oregon.  656  pp.  Illustrated.  Price  $5.00. 
Lange  Medical  Publications,  Los  Altos,  California,  1964. 


Infectious  diseases  of  children,  edition  three.  By  Saul 
Krugman,  M.D.,  Professor  and  Chairman,  Department  of 
Pediatrics,  New  York  University  School  of  Medicine,  New 
York,  N.Y.;  Director  of  Pediatrics,  Bellevue  Hospital 
Center,  New  York,  N.Y.;  Director  of  Pediatrics,  University 
Hospital,  New  York,  N.Y.;  and  Robert  Ward,  M.D.,  Pro- 
fessor and  Chairman.  Department  of  Pediatrics,  Univer- 
sity of  Southern  California  School  of  Medicine,  Los  Ange- 
les, California;  Physician-in-Chief,  Children’s  Hospital, 
Los  Angeles,  California.  423  pp.  Illustrated.  Price  $15.75. 

C.  V.  Mosby  Company,  St.  Louis,  Mo.,  1964. 


Massage — principles  and  techniques.  By  Gertrude  Beard. 
R.N.,  R.P.T.,  Formerly  Associate  in  Physical  Medicine 
and  Technical  Director,  Course  in  Physical  Therapy. 
Northwestern  University  Medical  School;  and  Elizabeth 
C.  Wood,  A.M.,  M.S.,  R.P.T.,  Associate  Professor  of  Physi- 
cal Medicine  and  Educational  Administrator,  Programs 
in  Physical  Therapy,  Northwestern  University  Medical 
School.  163  pp.  Illustrated.  Price  $6.00.  W.  B.  Saunders 
Company,  Philadelphia,  1964. 


College  health  administration.  Edited  by  Dana  L.  Farns- 
worth, M.D.,  Henry  K.  Oliver,  Professor  Hygiene;  direc- 
tor, University  Health  Services,  Harvard  University;  physi- 
cian. Massachusetts  General  Hospital.  250  pp.  Price  $6.95. 
Appleton-Century  Crofts,  New  York,  1964. 


Case  capsules.  By  Arnold  Lieberman,  M.D..  Ph.D.,  Consult- 
ant in  Internal  Medicine,  New  York,  New  York;  Formerly 
on  the  faculties  of  Rush  Medical  College  and  Northwestern 
University  Medical  School.  Chicago,  Illinois.  341  pp.  Illus- 
trated. Price  $9.50.  Charles  C Thomas,  Springfield,  111., 
1964. 


Fitness  for  the  whole  family.  Edited  by  Paul  Dudley 
White,  M.D.,  and  Curtis  Mitchell.  302  pp.  Illustrated. 
Price  $4.95.  Doubleday  & Company,  Inc.,  Garden  City. 
New  York,  1964. 


Controls  Must  be  Informed— Like  Patients 

It  is  worth  noting  that  the  law  . . . (now)  requires  the  investigator  of  new  drugs 
to  inform  “any  persons  used  as  controls”  that  “drugs  are  being  used  for  investigational 
purposes.”  The  term  “drugs”  is  confusing  because  it  could  refer  to  the  new  drug 
itself  or  to  placebos  or  standard  drugs  given  to  the  controls.  Disclosure  of  full  informa- 
tion to  the  controls  may  be  highly  detrimental  to  the  drug  study.  Such  disclosure 
introduces  a highly  undesirable  psychologic  element,  inconsistent  with  the  statutory 
requirement  for  adequate  and  well  controlled  studies  for  proving  the  effectiveness 
of  a new  drug.  The  conclusion  is  inescapable.  The  federal  regulations  and,  if  need  be, 
the  law,  should  be  modified,  so  as  not  to  interfere  with  medical  practice  and  the 
orderly  investigation  of  new  drugs. 

Francis  Boyer,  Chairman  of  Board,  SK&F  Laboratories, 
in  New  Eng  J Med  270:15  (April  9)  1964. 
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500  ViSO 


all  these  ECG  advantages 


now  from  Sanborn 
for  s695 


The  500  VISO  is  the  finest  cardio- 
graph Sanborn  has  ever  made,  and 
all  its  capabilities  can  be  delivered  to 
your  office  for  $695  complete  (Con- 
tinental U.  S.).  Electronic  circuitry 
and  recording  unit  in  individual  mo- 
dules — plus  numerous  refinements 
in  circuit  and  mechanical  design  — 
not  only  increase  overall  reliability 
but  yield  direct  savings  in  manufac- 
turing costs  and  assembly  time  as  well. 

You  or  your  technician  will  find  the 
500  VISO  quick  to  put  into  opera- 
tion . . . the  new  Redux  Creme  easy 
to  use  and  without  the  clean-up  prob- 
lems of  most  abrasive  paste  electro- 
lytes . . . and  the  “500’s”  chart 
tracings  sharp,  clear  and  free  from 
the  most  commonly-occurring  AC  arti- 
facts. For  complete  details,  call  your 
local  Sanborn  office  now.  Sanborn 
Company,  Waltham,  Mass.  02154 


Seattle  Branch  Office  1 1 1 Second  Ave.  North,  Mutual  2-1  144 
Portland  Sales  cs  Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  W.  16th  Ave.,  Capitol  7-7559 
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Jiiur  much  would  it  be 

with  no  manufacturer^  profit? 

$2.00?  $.03?  $3.18? 

Somewhat  amazingly,  $3.18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  be  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 

Pharmaceutical  Manufacturers  Association/ 1 155  Fifteenth  Street,  N.W,  Washington,  D.  C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

'"Average  prescription  price,  1963.  National  Prescription  Audit.  R.A.  Gosselin,  Dedham,  Mass. 


Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


• 

>- 

™ ■ 

m 

HYDROMQX 

QUINETHAZONE  TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


8370-. 


PROFESSIONAL  classified 


Practice  Opportunities 

LOCUM  TENENS  WANTED 

Suburban  Seattle,  1 year  beginning  early  1965.  Busy 
general  practice  with  partner.  Salary  or  percentage. 
Completely  equipped  office.  Write  Box  6-B,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash. 


EENT  MAN  FOR  CLINIC  OPENING 

Congenial  group  in  rapidly  growing  desert  resort 
city.  Ideal  climate  near  Los  Angeles.  Many  winter 
residents  and  visitors  from  Northwest  in  area.  Long 
established  practice.  New  building.  Liberal  post- 
graduate and  summer  vacation  time.  Working  time 
and  financial  arrangement  open  to  discussion.  Write 
Box  3-B.  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 


GENERAL  PRACTITIONER-WANTED 

Two-man  partnership  needs  associate  for  very  busy 
office.  Excellent  opportunity  for  one  with  residency 
in  surgery.  Greater  Seattle  area  with  choice  of  hos- 
pital facilities.  Write  Box  41-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

GENERAL  PRACTITIONER  WANTED-LACEY,  WASH. 

Space  available  and  ready  for  occupancy  in  new  air- 
conditioned  building.  Private  reception  room,  3 
exam,  rooms,  lab,  and  private  lavatory,  office  and 
business  office.  Ample  parking.  Two  dentists  occupy 
rest  of  building.  Area  one  of  the  fastest  growing  in 
Northwest.  Write  R.  C.  Sauls,  D.D.S.,  4445  Lacey 
Blvd.,  Olympia,  Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

LOCUM  TENENS  WANTED 

Terms  to  be  arranged.  Write  E.  F.  Leibold,  M.D., 
Box  368,  Forks,  Wash. 


GP  OPPORTUNITY-TACOMA,  WASH. 

Physician  to  take  over  well-established  general  prac- 
tice located  in  Tacoma  Medical  Center.  Present 
physician  leaving  for  residency.  Contact  Galen  H. 
Hoover,  M.D.,  1206  South  11th,  #2,  Tacoma, 
BR  2-6500. 


EXCELLENT  OPPORTUNITY  FOR  GP-PALOUSE,  WASH. 

Physician  needed  immediately  for  town  of  1100 
population.  Productive  farming  region,  two  state 
universities  only  15  miles  away.  Space  available  and 
ready  for  occupancy.  Write  Chamber  of  Commerce, 
Palouse,  Wash. 


Locations  Desired 

GENERAL  SURGEON  DESIRES  ASSOCIATION 

Group,  clinic  or  partnership  wanted.  Board  certi- 
fied; age  45.  available  immediately.  Write  Box  8-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 


Office  Space 

FIRST  HILL  MEDICAL  SUITE— SEATTLE 

Physician  suite  of  800  sq.  ft.  Adequate  facilities  and 
plumbing.  If  desired  will  remodel  to  needs.  Ample 
parking.  Rent  to  be  negotiated.  Contact  Wm.  Tara- 
day,  D.D.S.,  EA  5-4343. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT 

In  attractive  concrete  building  with  two  other  GPs. 
Rapidly  growing  area  with  excellent  schools  and 
accredited  hospital  available.  Contact  R.  S.  Waltz, 
M.D.,  1818  Pacific  Ave.,  Forest  Grove,  Oregon, 
phone  EL  7-3106. 


NEW  MEDICAL-DENTAL  CLINIC  SOUTH  EVERETT 

Suites  available  in  professional  building,  one  block 
from  new  elementary  school.  Interior  finished  as 
desired.  Phone  Martin  Selig,  MA  2-6816  or  write 
2609  1st  Ave.,  Seattle,  Wash. 
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MEDICAL  SUITE— OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suite  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 

SPACE  AVAILABLE— EDMONDS,  WASH. 

Attractive  new  Medical-Central  Building  near  Stev- 
ens Hospital.  Reasonable  rent.  PR  8-4333  or  PR 
8-2205. 


MEDICAL  OFFICE  FIRST  HILL-SEATTLE 

For  rent  a fully-equipped  office  with  an  adjoining 
examining  room  available.  This  includes  a recep- 
tionist-typist and  a convenient  near-by  parking  area 
for  patients.  Call  EA  2-5966. 

BEACH  HOUSE-SUMMER  RENTAL 

One  block  from  the  beach,  3 small  bedrooms,  fur- 
nished except  linens.  June  1 to  Sept.  1.  $100  per 
week,  minimal  rental  2 weeks,  $25  deposit  with 
reservation.  Write  to  Mr.  George  Faris,  66-6th,  Sea- 
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X-RAY  AND  AUTOCLAVE 
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old  Castle  autoclave.  Write  Box  7-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash. 
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NEED  HELP  WITH  YOUR  MANUSCRIPT? 

Get  that  manuscript  out  of  your  desk  and  off  to 
the  publisher.  Call  professional  assistance.  Write 
or  call  Phyllis  Goodall,  R.N.,  3105  E.  Spring  St., 
Seattle,  Wash.,  EA  5-9805. 

PERISTALTIC  ENEMA  SERVICE 
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St.,  Seattle,  Wash.  Call  MA  3-2971. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-2641  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing  Psychiatrist 

Physicians 
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infection 


■3TRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
ogic  stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bt  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B 1 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  "reminder” 

jars  of  30  (one  month's  supply) 
(three  months'  supply) 

and  100 

.EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y. 
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NOW... NO  DELAY 
IN  PROTECTION 
AGAINST  TETANUS 


Unlike  tetanus  antitoxin  of  equine  origin, 
Hyper-Tet  can  be  injected  immediately.  No 
skin  or  conjunctival  sensitivity  tests  are  need- 
ed prior  to  administration.  That's  because 
Hyper-Tet  is  a gamma  globulin  fraction  of 
human  hyperimmunized  venous  blood  and 
contains  no  foreign  protein.  Thus,  allergic 
reactions  are  an  extremely  remote  possibility. 

In  addition,  Hyper-Tet  can  usually  protect 
the  patient  at  approximately  1/3  the  dose  of 
equine  tetanus  antitoxin.  Recent  studies1'3 
show  that  a lower  dosage  of  tetanus  immune 
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globulin  (human)  not  only  produced  protec- 
tive levels  six  to  seven  times  the  generally- 
accepted  immunity  level,4  but  remained  above 
or  within  that  level  up  to  50  days. 

Hyper-Tet  is  available  in  250  and  500  unit 
vials.  The  250  unit  dose  can  be  used  in  rou- 
tine prophylactic  cases.  In  cases  where  the 
injury  is  severe  and  where  the  risk  of  potential 
tetanus  infection  is  higher,  a dose  in  excess  of 
250  units  may  be  indicated  and  antibiotic 
prophylaxis  may  also  be  advisable.5 


Hyper-Tet 

[TETANUS  IMMUNE  GLOBULIN-HUMAN] 


Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or  serum  reactions  due  to 
intramuscular  injection  of  gamma  globulin  is  remote.  Very  rare  serious  reactions  have  been 
reported,  however,  and  their  extreme  rarity  makes  it  impossible  to  predict  their  occurrence. 
Slight  soreness  at  and  over  the  injection  site  may  be  noted.  Do  not  give  intravenously.  There 
are  no  known  contraindications. 


References:  1 . Rubbo,  S.  D.,  and  Suri,  J.  C.:  Brit.  M.J.  2:79  (July  14)  1963.  2.  Rubinstein,  H.  M.:  Am.  J.  Hyg.  76:276, 1962. 
3.  Stafford,  E.  S.;  Turner,  T.  B.,  and  Goldman,  L.:  Ann.  Surg.  140:563,  1954.  4.  Effective  tetanus  protective  level  estab- 
lished by  Sir  David  Bruce.  5.  Editorial:  Tetanus  Immunization,  JAMA  767:883,  1956. 
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